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EPIPHYSEAL SEPARATIONS*

Alphonse H. Meyer, M.D., F.A.C.S., Associate Professor of Orthopedic Surgery Univ.
of Tenn. College of Medicine, Memphis

I
N presenting the subject of epiphyseal

separations, I am impressed with the

idea that we are dealing with a most

interesting study, not only from a clinical

angle, but also from a physiological and

anatomical point of view. In addition we
are confronted with an injury which occurs

within certain periods, for practical pur-

poses the first two decades of life. Taking

all of these factors into consideration, we

are facing a condition that demands a

thorough knowledge of all points involved,

and if we fail to effect an understanding,

disastrous results may occur.

It is a well known and incontrovertible

fact that bone growth takes place at the

epiphyseal cartilages and any failure on the

part of the surgeon to replace the displaced

epiphysis may result in a shortening of

that bone. In the long bones of the lower

extremities, should we obtain a shortening,

you can readily see what would happen.

Bearing this in mind one sees how essential

it is to effect not only a reduction, but as

nearly a perfect one as possible.

In preparing this paper no effort has been

made at any originality, but merely to pre-

sent a few facts as a gentle reminder of

the dangers of not doing your duty and

the unpardonable results which are charge-

able to your dereliction, carelessness and

neglect. I know of no separation that is

practically impossible to replace and a little

time, attention and a few X-ray pictures,

*Read before the Tennessee State Medical As-

sociation, Memphis, April 12, 13, 14, 1932.

with proper post-operative treatment will

usually turn the trick.

The long bones have a large epiphysis at

each end, the exceptions being the clavicle,

the metacarpal, the metatarsal bones and
the phalanges of the hands and feet. The
principal centers of ossification in the chief

epiphyses are present at birth in but two
bones, the lower end of the femur and the

upper end of the tibia, and continue to

appear in the other bones up to the age of

eight. The bone increases in length by the

deposition of bone at the junction of the

epiphyseal cartilage and the shaft. The
epiphysis unites with the diaphysis or shaft

between the ages of the sixteenth and the

twenty-third year, occasionally as late as

the twenty-fifth. In the female union usual-

ly takes place a little earlier.

The order of frequency of the more com-

mon separations as given by Poland is

:

1. The upper epiphysis of the humerus.

2. The lower epiphysis of the femur.

3. The lower epiphysis of the radius.

4. The lower epiphysis of the humerus.

5. The lower epiphysis of the tibia.

6. The upper epiphysis of the tibia.

Quoting further from Poland we find the

mode of violence is usually indirect, as the

entanglement of the lower extremity in

the revolving wheel of a vehicle causing a

separation of the lower femoral epiphysis,

or a fall on the outstretched hand displac-

ing the lower radial epiphysis or those of

the lower ends of the humerus. However,

this does not obviate the fact that direct
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violence can and does frequently cause a

displacement, and even muscular action, of

itself, is sometimes uniquely responsible for

an epiphyseal separation. The latter cause

is rather rare and presents a most interest-

ing phase when it does occur. Injuries dur-

ing birth occasionally produce displace-

ments.

While the injuries occur chiefly during

the first two decades of life, the majority

occur between the ages of eleven and

eighteen.

Poland also states

:

“The separation is complete or pure when
it extends through the whole length of the

epiphyseal line
:
partial or incomplete when

it proceeds through a certain portion of the

line and then finishes its course as a frac-

ture through the diaphysis of the bone.

Although separations of the epiphyses with-

out displacement have hitherto been little

recognized by surgeons, they are extremely

important, inasmuch as they are liable to

be overlooked, to receive no treatment, and

consequently to be followed by arrest of

growth, periostitis, etc. The signs are few.

While there is the history of an injury in

a young subject with absence of deformity

about the joint, there is present some swell-

ing and pain about the epiphyseal region,

mobility of the epiphysis at the same point,

and occasionally some soft crepitus or ec-

chymosis. Unfortunately /the X-rays do

not assist us in the diagnosis, being precise-

ly similar to those of the normal end of the

bone.”

According to Scudder, “Greater force is

necessary to cause a separation of an

epiphysis than is required to cause a frac-

ture of the same bone. In childhood severe

traumatism to a joint will less frequently

produce a luxation of that joint than a sepa-

ration of the epiphysis. The periosteum

remains attached to the epiphysis and is

easily stripped from the diaphysis. Pain is

less in epiphyseal separation than in frac-

tures.”

I should like to make especial mention of

three bones. In the case of the lower

epiphysis of the humerus there is an ana-

tomical difference before and after the age

of puberty, and one should bear this in

mind. Before puberty there is a separation

of the entire lower end of the humerus, and

after this age we may have a separation of

the capitellum, the trochlea or either the

internal or external epicondyle. The others

to which I refer are the metacarpal bone of

the thumb and the metatarsal of the great

toe. Here the epiphyses are at the proximal

ends, while in the other four metacarpals

and metatarsals the epiphyses are at the

distal ends.

COMPLICATIONS: Blood vessels and
nerves may be injured. Particularly with

reference to blood vessel injury should be

mentioned the lower femoral epiphysis.

The epiphysis is usually displaced ante-

riorly, the end of the shaft being in the

popliteal space and it is in this region that

serious complications may arise as a result

of blood vessel injury or compression,
gangrene of the leg occasionally occurring.
One should always test out the vascularity

of the leg and foot following this particular

separation and if the case is seen at once,

and the pathology suspected, sometimes a
mere shift in position of the fragment will

temporarily tide over the situation by a re-

lease of pressure, until such a time as re-

placement is made. Also in the case of the
lower end of the femur, nerves are some-
times injured and especially the external

popliteal, causing a foot drop. Nerves are
also frequently injured in separation of the

lower end of the humerus.

No attempt will be made to describe

treatment as time and space are both
limited. Suffice to say, reduce under an
anaesthetic and treat in the same fashion

as if for fracture. Union occurs early on
account of age.

Epiphyseal lines are sometimes mistaken
for fractures and even slight displacements

may be misleading, especially is this true

of the elbow; therefore in order to make
sure of the pathology, it is always a good,

safe procedure to take a picture of the un-

injured joint for comparison. This will

often help you over a bridge and sometimes

save future embarrassment.
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Discussion

DR. R. R. BROWN (Nashville) : Dr. Meyer has

given us an excellent paper on a subject that is

quite interesting and is oftentimes a delicate one.

I have nothing with which to disagree with Dr.

Meyer upon as he has presented the subject. I

think that usually with a definite displacement of

the epiphysis where the separation is marked

enough, the symptoms and signs are those of a

fracture, and that sort of case is usually detected

and gets the proper treatment.

I think one point that Dr. Meyer emphasized is

all important in treating fractures, and that is

that the corresponding bone in the good arm should

be checked with an X-ray for comparison. You
cannot detect all injuries to the epiphyseal line

without this procedure.

The epiphyseal injury most commonly encoun-

tered that gives trouble is the so-called slipped

epiphysis of the femur. Most of the remarks I

have to make will be limited to the epiphysis of the

femur. The proximal epiphysis of the femur is

often slipped without a complete separation. The
child complains of some soreness and tenderness

following his injury, but is not completely disabled.

The leg does not fall out into external rotation;

there is not loss of function in the extremity, but

the child complains of it some, limps, hangs around

the house, is disinclined to play, and is oftentimes

treated lightly because of the fact that the limb

is not completely disabled. However, this epiphy-

sis has definitely slipped and if not properly re-

duced will give considerable deformity and crip-

pling in that hip later in life.

I should like to show a few slides of some cases

that we have had at the hospital on the orthopedic

service that show some of these slippings without

a definite displacement. This is more prone to

happen than we are inclined to believe, due to the

disturbance in the epiphysis in cases of endocrine

disturbance, and the ordinary, low-grade epiphysitis

that so commonly occurs at this particular epiphy-

sis.

(Slide.) I do not wish to get the subject of

epiphysitis into the discussion because the Doctor’s

remarks were altogether from the mechanical end,

but this shows the amount of epiphysitis that does

occur there at times, bearing out the point that I

made that due to these conditions this epiphysis

is more commonly slipped than we are inclined to

believe, and is oftentimes overlooked and results in

serious coxa vara and deformity later on.

(Slide.) This is in the cast after manipulation,

and the epiphysis is still not properly reduced on

either side, but you can see, as compared with the

other side, some definite neck left on that femur.
This case had to be manipulated at a second sitting.

(Slide.) This is a case more of the traumatic

type. There is evidence* however, of definite

epiphysitis, with a slipping of the epiphysis on one

side. This was manipulated and put up in casts

with the so-called Whitman procedure. They usu-

ally respond very readily to treatment.

(Slide.) Here you see the deformity reduced.

(Slide.) This shows that the epiphysis has been

placed back in its normal position, and while heal-

ing has occurred to some degree it is not complete.

(Slide.) Here is another case in which you see

the mild slipping of both epiphyses. They are not

definitely off in the sense that they would be con-

sidered fractured, but there is a definite slipping

and you see where the epiphysis sets with reference

to the shaft of the femur.

(Slide.) This case was manipulated, and even

through the cast you see that the deformity is

reduced.

(Slide.) Here you see the healing that has

taken place, and the position. There is some
shortening of the neck.

(Slide.) The epiphysis at the lower end of the

femur, as Dr. Meyer brought out in his paper, is

in most instances the last epiphysis in the body
to unite, especially in the male. It usually slips

anteriorly with the lower end of the shaft of the

femur in the popliteal space, and it can be felt very

prominently. Manipulation and treatment in acute

flexion, certainly more than a 90-degree position,

is necessary if you are going to hold your epiphysis

reduced after you once reduce it. This case we
reduced and put up in acute flexion.

I wish again to thank Dr. Meyer for bringing

this subject before us. It is certainly an inter-

esting one, and, as I say, the partial displacements

or the slipped ones are the ones that more often

escape our notice than the definite separations

which give the symptoms of a fracture.

DR. PERCY A. PERKINS (Memphis) : This is

a very interesting subject, and I want to cite a

case which will illustrate epiphyseal growth. This
case has been previously published. It is a frac-

ture of the junction of the middle and lower thirds

of the femur in a child four years of age. This
child was seriously injured, and an attempt was
made to reduce this fracture by the Bryant sus-

pension method, which was not successful. At the

end of several days I attempted to reduce it by the

use of the Hawley table and manipulation, and I

was unsuccessful. Callus formation takes place

very early in children. Even after twenty-four
hours you can show the beginning of callus forma-
tion. After a few days it is practically impos-
sible to reduce one of these fractures.

It then became a question of whether to do an
open operation or to put the leg in a splint or cast

with fragments in good alignment, with the hope
of getting a good functional result, which I did.

Most authorities agree that you should not do an
open operation on children under eight years of
age. This child was put up in a Thomas splint

with fixed traction; and at the end of three months
was able to walk. At the end of fifteen months
other X-ray plates were made and it was practical-

ly impossible to see where the old fracture had
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been, and by actual measurement this injured leg

measured one-eighth of an inch longer than the

good leg, Which shows that the , compensatory

growth from the lower epiphyseal part of the bone

had lengthened out this leg.

I do not believe it would have been well to have

attempted a reduction by use of pins or calipers

because of the liability of injuring the epiphysis

and probable infection. If you will remember
that in children of this age it is far better judg-

ment to put the bone up in a Thomas splint with

good alignment and not resort to open operation,

your result will be good as a rule and you will not

have subjected your little patients to the many
dangers incurred by major operations of this

character.

DR. R. H. MILLER (Memphis) : I am par-

ticularly interested in Dr. Meyer’s paper from the

standpoint of anatomy. One has to know the time

of epiphyseal union in order to know whether you

can have an epiphyseal separation or not. Unfor-

tunately our anatomies are not very reliable on

that point.

A few years ago Stevenson at Western Reserve

had a very interesting article on the time of

epiphyseal union. For the past two years I have

been very much interested in studying this subject.

While my studies do not quite agree in every detail

with Stevenson’s, we find that there are some

differences in almost everyone’s studies of this

as to the time of epiphyseal union.

In young women you cannot have epiphyseal

separation in any long bone at eighteen years of

age because they are all closed. All of these cases

that Dr. Meyer reported were in males who had

reached around the sixteenth year of age. I do

not believe that you can have any epiphyseal sepa-

ration at the lower end of the humerus or the upper

end of the radius or ulna in a young girl beyond

about fifteen and a half years of age. I have had

them closed at thirteen years nine and a half

months.

Dr. Meyer referred to the time of puberty.

Some one has said that it is well known that

sexual development affects the time of union. I

am not sure just how authentic that statement

is because I do not believe that any study has

been made along that line. I will say, however,

that I am beginning to believe from my studies that

sexual development does have something to do with

the time of union, though that subject will have

to be studied further than it has been studied at

present.

I have one girl who is in her sixteenth year who
has not menstruated and all the epiphyses are

open.

Epiphyses close later in the male than in the

female. I have one young man, I believe, who
is eighteen years of age in whom all of his

epiphyses are closed. In women all the epiphy-

ses of the long bones are closed by the

time they are eighteen. There are epiphyses that

are open in the two sexes approximately the same
time, that is, they close the same time, and those
are the epiphyses of the os coxae or innominate.
The epiphyses of one of these Dr. Meyer referred
to. I think of it as the whole crest of the ilium
and the tuberosity of the ischium. Those do close
in both sexes at approximately the same time.

Dr. Meyer referred to his upward time as
twenty-three years. I doubt that any epiphysis in
long bones will go to age twenty-three in a normal
individual. Practically all are closed by the time
they reach twenty years and nine months

;
in fact,

you can say they are practically all closed at
nineteen years and nine months. Those points have
to be taken into consideration, of course, in the
consideration of any epiphyseal separation.

I am very much interested in and have enjoyed
this paper.

DR. R. W. BILLINGTON (Nashville) : I think
JJr. Meyer has presented a very interesting grou±.
of cases and is to be congratulated on the number
and variety that he has presented. He made one
statement that I think might be misleading with
regard to the upper femoral epiphyseal separa-
tions. He stated that he showed good results with
incomplete reduction in two or three cases, but
they were not upper femoral epiphysis cases. It

is particularly important that those cases be re-
duced as early as possible and reduced practically
perfectly, because a slight displacement downward
of the head of the epiphysis on the neck will cer-
tainly result in a coxa vara deformity and a later
developing osteoarthritis.

You are all familiar with the old arthritic hip
that comes on in middle life, sometimes earlier. It

cripples the individual very seriously. It is called
osteoarthritis of the hip

;
morbus coxas senilis was

the old term. Many of those were these cases
of partial separation of the upper femoral epiphy-
sis. It is extremely important to reduce that and
reduce it early and completely by the Whitman
method, as Dr. Brown referred to, putting up the
limb in abduction, extension and internal rotation
in the Whitman cast, as in the treatment of cen-
tral fractures of the neck of the femur.

Another point is that these upper femoral cases
do not heal quickly as we might infer from Dr.
Meyer’s general statement. They heal slowly be-
cause of the oblique or lateral thrust of body
weight on the epiphysis rather than end-to-end
thrust as in most of the others. They should be
immobilized for from two to four months and
checked up with X-rays.

The cases of cart-wheel fracture, so-called a
long time back, at the lower end of the femur are
interesting. I had one very interesting bilateral
case in a boy. He had gotten it in the classical

way of being tangled up in the wheel of a wagon.
I saw him three and a half weeks after the acci-

dent and it was impossible to reduce those epiphy-
ses without open operations. We did open opera-
tions and skidded them into place with a Murphy
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skid. That was several years ago. The boy has

grown normally and has perfect function. The

bilateral cases are rather rare.

DR. A. H. MEYER (Closing) : May I be per-

mitted to thank the doctors for their very kind dis-

cussion. I appreciate their courtesy.

In Dr. Perkins’ case, may I say that it has been

my observation that nature is an extremely won-

derful doctor, and nature is extremely kind to

children and doctors. We have noticed quite a few

cases in which there has been a compensatory

effort on the part of nature to straighten out some

tangle that may have been negatively committed,

for instance, by the doctor, who was not able to

restore things to their natural anatomical con-

dition.

The first case that I showed, a separation of

the lower femoral epiphysis, I have pictures all

the way through up to the present. The child now
is past three years of age, and you cannot tell in

the pictures or otherwise that this child was ever

injured in any way; yet in replacing that epiphysis

at the time of open operation I was unable to

maintain it in its absolutely normal, natural po-

sition. Still nature came to my rescue and made
me a perfect femur eventually.

Dr. Miller’s observations are most interesting,

and I hope at some time he will finally reach the

point where this paper will be published and en-

lighten us on the subject of the epiphyses and the

matter of bone growth.

I should like to thank Dr. Billington for one of

his comments in mentioning the length of time

that we should treat separations of the upper end

of the femur. I did not mean to infer that this

particular injury would go along so rapidly. As
he mentioned, it is a rather serious thing—serious

from a subsequent functional standpoint, and more
time must be allowed for this particular injury to

heal than in the case of the others mentioned.

Again, I think perhaps either he may have mis-

understood or may have misinterpreted part of

my paper. I did say that we should get as nearly

perfect reductions as possible in order that we do

everything within our power to make sure that we
assist nature in promoting growth in these bones

and do nothing that wculd prove ultimately detri-

mental.
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TESTIMONIAL DINNER IN HONOR OF DR. WILLIAM DAVID
HAGGARD

THE NASHVILLE FELLOWS of the

American College of Surgeons ten-

dered their fellow townsman and col-

league, Doctor William David Haggard, a

Testimonial Dinner in honor of his eleva-

tion to the office of President-elect of the

American College of Surgeons.

The meeting was held in the brilliantly

lighted ball-room of the historic Hermitage

Club, November 14, 1932, which was filled

to overflowing with invited guests from

Nashville and many surrounding southern

cities, representing the best element of the

South’s splendid profession.

The master of ceremonies was Doctor M.

M. Cullom.

Dr. Cullom

Dr. Haggard, Our Invited Guests and Gen-

tlemen of the American College of Sur-

geons:

This seems to be a very good time to start

the after-dinner exercises. It is a good

thing to know where to start as well as

when to start.

I heard a story about a man who was
lost in the East Tennessee mountains. He
wandered around until he came upon a

mountaineer’s cabin. There were a large

number of barefoot children clothed only in

one garment playing around the yard.

There was the well-known razorback hog
stropping himself against a tree. There

were a number of hounds—sleeping in the

sun, waking occasionally to snap at a fly.

The cabin was a typical one-room structure

with a lean-to. On the front porch was
the cedar bucket with the gourd hanging

near and the tin washpan alongside. The
old lady and the old man were sitting tipped

back against the wall, the one pulling at a

cob pipe, the other, reflectively chewing his

quid. The man said he wanted to make
some inquiries about the road.

“Whar be ye goin’, stranger?” asked the

mountaineer.

“I am on my way to Knoxville,” said the

traveler.

“Wal,” said the mountaineer, “go up this

here road about three miles and turn to

your left. No, that ain’t right. Go up this

here road about five miles and turn to the

right. No, that ain’t right. Go up this

here holler about six miles—Say, stranger,

ef I was goin’ to Knoxville, I just wouldn’t
start from here!”

I propose to start this meeting right by
calling on the very efficient Chairman of the
General Committee, Dr. Perry Bromberg,
who is responsible for all the details of
this meeting. I have worked on many com-
mittees, but I have never seen business
transacted with such thoroughness and dis-

patch, and as much ground covered in

as short a time. Dr. Bromberg has re-

ceived a number of congratulatory letters

and telegrams which we would be glad to
have him read in the course of his remarks.
I take great pleasure in calling on Dr.
Bromberg.

Dr. Bromberg
A number of messages and telegrams

have been received which I will now read

:

Chicago, 111.

It is with the greatest regret that I find

myself unable to be with you tonight, to lead
in “three cheers” for William D. Haggard.
He and I have traveled together for

many years along the paths of progress,
with ambitious yearnings in our breasts,
and many times we were tempted by de-
tours that were full of brambles.
He it was who stood up and cheered for

the American College of Surgeons when
by Ned Martin and the rest of us it was
gathered into existence on May 5, 1913.

He it was who joined hands with us in

Washington when one Woodrow Wilson
asked the help of the medical profession.

He it was who became one of the mem-
bers of the famous General Medical Board.
He it was who doffed his civilian and

social attire and put on the fighting armor,
and between us we fought to the end and
won the war together.

He it was who has supported everything

progressive in the profession of medicine,
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and who has now been rewarded by the

highest distinction which that profession

has to give. He has been a friend to more

medical men in America and Europe than

any other one physician I know of.

For all of these reasons I would love to

be with all of his cheering friends on this

eventful evening to hear the outpourings

of his brilliant mind—in poetry, in story,

and in Southern eloquence.

Franklin H. Martin.

Rochester, Minn.

We regret very much that previous en-

gagements prevent our attending the testi-

monial dinner, November 14, in honor of

Doctor William D. Haggard, President-

elect of the American College of Surgeons.

This distinction is most worthily be-

stowed on a man who has given so greatly

spiritually as well as materially to the ad-

vancement of Surgery in the country, an

outstanding teacher and surgeon, and a true

friend of mankind, whom we all honor and

love
- W. J. AND C. H. Mayo.

To my very great regret, I find today that

I am not well enough to attend the dinner.

There is no one whom I hold in higher

and more affectionate esteem than Doctor

Haggard, for those qualities of mind and
heart that have endeared him to all who
know him, and no one who more richly de-

serves every tribute of admiration from the

people of Nashville for the merited honors

that have come to him and through him to

our city.

Sincerely and cordially yours,

Hilary E. Howse,
Mayor.

Baltimore, Md.
Very sorry, but engagement which I find

it impossible to change, prevent acceptance

of your very kind invitation to attend com-
plimentary dinner to my good friend Doctor

Haggard. Nothing would give me greater

pleasure than to bring message of congratu-

lations and good wishes on this additional

well deserved honor that has come to him.

J. M. T. Finney.

Cleveland, Ohio.

To my great regret, a conflicting engage-

ment prevents me from attending the dinner.

It would have given me the greatest pleasure

to have joined in the testimonial to one who

has contributed so much to Surgery, to edu-

cation, to our highest ideals of medicine,

and who has inspired us by the example of

Nashville, Tennessee,

November 14, 1932.

Dr. Perry Bromberg,

Chairman, Committee of Local Chapter of

American College of Surgeons,

Nashville, Tennessee.

Dear Doctor Bromberg

:

I appreciated most highly the invitation to

the dinner this evening at the Hermitage

Club in honor of my good friend and dis-

tinguished fellow citizen, Dr. W. D. Hag-

gard, on his election as President of the

American College of Surgeons.

Bishop’s House,

Memphis, Tennessee,

November 12, 1932.

Dr. Lucius E. Burch,

Nashville, Tennessee.

My Dear Dr. Burch

:

I have your kind letter, inviting me to

attend the dinner on November 14, com-

memorating the election of Dr. W. D. Hag-

gard as President of the American College

of Surgeons, and it would be a pleasure and

privilege to participate in the celebration.

Unfortunately I have an engagement to

speak that evening to the National meeting

of the Daughters of the Confederacy in

Memphis, and cannot be with you.

Tennessee is justly proud of Dr. Hag-
gard and we all rejoice in the fact that he

has received the national recognition,

which he so richly deserves. His profes-

sional ability has won the confidence and

admiration of the world outside; but we
“folks at home” also love and honor him for

the uprightness of his character and the

charm of his personality. “The skill of the
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physician shall lift up his head, and in the

sight of great men he shall be held in ad-

miration.” Ecc. 28: 3.

Very sincerely yours,

Thos. F. Gailor.

honors which have been conferred upon him
than Doctor Haggard and I join with the

Fellows all over the country in admiration

f°r him.
Battle Malonr

New Orleans, La.

Regret that I cannot attend Doctor Hag-

gard’s dinner. Our close friendship since

boyhood and his splendid professional at-

tainments long since made me one of his

greatest admirers.

Present my congratulations.

C. Jeff Miller.

Memphis, Tennessee.

There is no man in America who more
richly deserves the honor that Doctor Hag-
gard has received and is now receiving,

whether in or out of the profession. He is

today, in my honest estimation, America’s

greatest diplomat, and could fill any
honored position with grace, dignity, and
credit. T . „

J. A. Crisler.

Nashville, Tenn.

I regret that other duties prevent my
attendance. I would like to join, however,

in sending my word of appreciation for the

citizenship of such a man as Doctor Hag-
gard

' John W. Barton.

Memphis, Tenn.

The honor conferred on Doctor Haggard
is a deserved one. We wish we could attend

the dinner and so express ourselves. Ex-
tend our congratulations.

Doctor and Mrs. Shields Abernathy.

Knoxville, Tenn.

I am very fond of Doctor Haggard and

regret that I will be unable to be with you

to honor him. nr,Percy Wood.

Hopkinsville, Ky.
It is a pleasure to testify to the eminent

fitness in placing this honor so worthily in

your city and on the recipient. The profes-

sion in Nashville is a just cause of pride to

its citizenship, in which friends in Ken-
tucky join.

Avstin Bell.

Knoxville, Tenn.

Doctor Haggard has been honored more
than any man in the history of our state and

deserves everything that has come to him.

Extend him my congratulations and best

Wlshes
- S. R. Miller.

Chattanooga, Tenn.

There is nothing that we can do for Billy

Haggard that is good enough. We all love

him and we are all proud of him.

Please express to Doctor Haggard my
kindest regards and congratulations.

Edward T. Newell.

Nashville, Tenn.

Regret that previous engagement pre-

vents acceptance of your kind invitation to

dine and honor Doctor Haggard, for whom
I have the highest regard and feel that the

honor that has recently come to him is so

well earned. TT „Herbert Farrell.

Memphis, Tenn.

Will you please say to Doctor Haggard
for me how much I regret being unable to

attend, and how greatly rejoiced I am at

this additional recognition of his place in

our profession.
E _ a Ellett .

Memphis, Tenn.
There is no one more worthy of the

Louisville, Ky., Nov. 14, 1932.

Dr. M. M. Cullom,

Nashville, Tenn.

I greatly regret that previous important

engagements will prevent my joining Dr.

Haggard’s other friends and admirers at

the dinner this evening in his honor. His

selection as President of the American Col-

lege of Surgeons, added to the many other
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evidences of the confidence and esteem of

his colleagues in the profession, is an honor

most worthily bestowed and the responsi-

bilities of which will be ably and faithfully

discharged. Please tender him my con-

gratulations and best wishes.

W. R. Cole.

Chattanooga, Tenn.,

November 14, 1932.

Dr. Perry Bromberg,

Hermitage Club,

Nashville, Tenn.

I am very sorry I cannot be with you

tonight to do honor to one of the most
honored and best loved of our profession.

Dr. H. L. Fancher.

Dr. Cullom
America is said to be the happy hunting

ground of the after-dinner speaker. The
man who made that wise observation didn’t

say whether the after-dinner speaker was
the man who did the hunting or whether he

was the quarry who was the object of the

hunt. I think myself the after-dinner

speaker ought to be under the protection of

the game laws.

A noted professor in the research depart-

ment of Columbia University decided to

make after-dinner speakers the subject of

special research. He said his investiga-

tions showed and that statistics would bear

him out that if all the after-dinner speakers

in the United States were laid end to end

it would be a damn good thing.

But time is passing on. Artemus Ward
said that that is a way that time has.

By the way, this matter of reparations,

about which every one is talking now re-

minds me of one of the Artemus Ward’s
stories. I think it illustrates very well the

attitude of Europe on this question. He
said a friend of his got in financial difficul-

ties and was about to lose his home. He
came to Ward in great distress and solicited

a loan of one thousand dollars, which Ward,

being touched by his sad plight, let him
have. Time passed on and nothing was
said about the repayment of the loan.

Finally one day his friend came and said,

“I am in great distress.”

Ward said, “Why?”

His friend said, “I have to move to Cali-

fornia.”

Ward said, “I don’t see why that should

distress you so. California is a beautiful

state and I should think you would be very

happy there.”

His friend said, “That is not what dis-

tresses me. It is that thousand dollars I

owe you.”

Ward said, “Don’t let that worry you, I

will throw off five hundred dollars of it.”

His friend burst into tears. He wrung
his hand. He said, “My dear, dear friend,

I will not allow you to outdo me in gen-

erosity. I’ll throw off the other five hun-

dred!”

This is indeed a happy occasion. We have

come together to rejoice with our friend

over the most distinguished honor that

could be conferred on an American surgeon.

Here are gathered together, not only Dr.

Haggard’s friends and neighbors, but his

warm personal friends from all over the

state.

From Atlanta has come a distinguished

surgeon and member of the college to re-

joice with us and pay him honor. Dr.

Boland has himself been the recipient of

many honors at the hands of the medical

profession and we are honored indeed by

his presence tonight. Dr. Boland was him-

self born in Indiana, but I think he was not

very proud of it, for at the age of four

months he decided he didn’t like it up there

and cast in his lot with the South. He re-

ceived his literary and medical education in

the South at Emory University, and at

Johns Hopkins. He had a distinguished

record in the world war and was chief sur-

geon of base Hospital 41 in Blois, France.

It gives me great pleasure, to present Dr.

Frank Kell Boland, of Atlanta, Georgia.

Dr. Boland

Mr. Toastmaster
,
Dr. Haggard and Friends

:

I bring you greetings from the land of

Crawford W. Long and the Southern home
of Franklin D. Roosevelt. I bring felicita-

tions up to Dr. Haggard upon his merited

election to this high office, and I congratu-

late the medical profession of Nashville and

Tennessee upon having such a distinguished



January, 1933 TESTIMONIAL DINNER IN HONOR OF DR. W. D. HAGGARD 11

member, and pay my respects to your state

for owning such a son and such a citizen.

Outstanding honors of this kind seem to

come so rapidly and easily to Dr. Haggard
that if he is to be given a dinner every time

he is elected president of some important

organization, surely the clubs of this beau-

tiful and historic city will soon have to talk

about something else besides the depression.

Truly does Dr. Haggard reflect credit and

glory upon the Volunteer State.

Upon receiving the highly appreciated

and wholly unexpected invitation to attend

this most appropriate and enthusiastic tes-

in the United States in which the women
timonial dinner tonight, I asked my wife,

“What shall I say about Dr. Haggard, when
I speak in Nashville ?” She replied, “I

think it would be easy to say nice things

about Dr. Haggard. It is always easy to

say nice things about people when you
really mean them.” And I said, “Oh, yeah?
You must realize, madam, I am talking be-

fore W. D. Haggard, the American past-

master of beautiful speeches.” So when I

fail in my task please take the will for the

deed. If the right words do not fall from
my lips it will not be a fault of my heart.

When I thought of attempting to tell a

Nashville audience something about our

honored guest, I was reminded of a very
attractive miss of sweet sixteen, who was
in my office the other day. I happened to

have read that there are several large cities

outnumber the men and Atlanta is one of

them. I remarked to this young lady, “Did
you know that there are more women in

Atlanta than men ?” Quickly she answered,
“Are you telling ME?”
We were so gratified and happy down in

Georgia the other day when we read that

Dr. Haggard was chosen President-elect of

the American College of Surgeons. That I

should have the privilege of conveying to

him congratulations and love and best

wishes from the outside world is a distinc-

tion and pleasure I shall not soon forget. Of
all the rewards for faithful duty and con-

spicuous ability which have been show-
ered upon him, none is greater than this

one. The American College of Surgeons,
in its two decades of operation, has ren-

dered the medical profession and people of

America services the value of which can-

not be overestimated. During all this time

Dr. Haggard, as a governor and member
of the Board of Regents of the College, has

been one of its most tireless and competent

aides.

The American College has elevated sur-

gery and the surgical specialties to a plane

not dreamed of by our forefathers, and I

must pause here to pay tribute to Franklin

H. Martin, for the indispensable role which

he has played in the history of the institu-

tion ever since its inception. Not only has

the College purged the craft of the infesta-

tion of commercialism, but it has made of-

surgery a more useful and safer art and

science, and has created more painstaking

and conscientious surgeons. In standardiz-

ing the hospitals of America, the achieve-

ments of the College have justified its ex-

istence, had it performed no other function.

The principal person to be considered and

cared for in the program of any medical or-

ganization is the patient. Think of the

priceless benefits which have accrued to

suffering humanity by these and other ac-

tivities of the American College of Sur-

geons.

I cannot resist the temptation to refer

to a very serious proposition, one in which

the College is taking a lively interest at the

present time, and which I know will be

continued and extended by the new presi-

dent. It is the matter of the unjustified

hospitalization and treatment of former

United States soldiers, something which

affects doctors and taxpayers alike. Why
should the government build more hospitals

for ex-soldiers, when our civilian hospitals

are only half filled, and are struggling to

keep above water? Our guest of honor, and

many of us are World War veterans, and we
believe that ex-soldiers with service con-

nected disabilities should be shown every

consideration by Uncle Sam, and cared for

to the limit, but why should the government
give free medical and surgical treatment for

disabilities not service-connected, and thus

compete unfairly with well-trained doctors

who are having serious difficulty in making
a living from the practice of medicine? I
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am told that more than half the patients

in veteran administration hospitals do not

have service-connected disabilities.

Much more could be said on this subject,

but it should be done at another time and

place, and I apologize for what perhaps is

a strange interlude. At the same time, the

American College of Surgeons is concern-

ing itself energetically about the abuses of

Veteran hospital administration, and our

distinguished honor-guest will be the next

president of the College. Every medical

organization and every individual doctor

should take up this fight, and urge our sena-

tors and congressmen to give every one the

same fair and square deal. In Atlanta we
seem to have almost quit talking about the

best treatment for peptic ulcer, and how
to diagnose coronary thrombosis, and spend

most of the meeting hour discussing medical

economics and the abuses practiced out at

Government Hospital No. 48. We all would

prefer to practice our profession as we have

done in the past, but it appears that a

different, less satisfactory era is upon us

and we must make the best of it.

I feel sure that to Dr. Haggard one of

the most gratifying features of tonight’s

celebration, is that it was initiated by his

home friends, those who know him best.

Surely he could ask for no more striking

evidence of the esteem in which he is held.

We all pay homage to him as an able sur-

geon and accomplished teacher and writer

and an orator without a peer. I am struck

with his middle name, David. I do not be-

lieve that the David of old ever played on

his harp with more effect than William

David Haggard has often played on our

heartstrings when he has burst forth into

lofty heights of eloquence, tinctured with

yarns recited in his inimitable style.

But it is not alone the attainments in

his chosen work that bring us together on

this occasion. Without the confidence we
place in him, and the sincere friendship we
feel for him, perhaps the occasion would

not have materialized. We admire him for

what he has done, and love him for what he

is. Another thing: None of this acclama-

tion, adoration or aggrandizement has

turned his head. Thank God, he is still just

plain Will Haggard ! He has been a helpful

counsellor an advisor to many, and a

friend in time of trouble. He has treated

every man alike, and has spoken ill of no

one. With what zest and joy he has

charged everything with which he has come

in contact, and by his magnetic personality

how he has won us all into wholesome good

fellowship

!

He has kept the Oath of Hippocrates,

lived by the Code of Ethics, and observed

the pledge of the College of Surgeons to the

letter. All these commandments has he

kept from his youth, and although he has

not given all his possessions to the poor,

he has given them much, unselfish, efficient

professional service, uncompensated save in

the consciousness of duty well done. Doc-

tor, we thank you for the record which you

have established, for the example which you

have set. What an inspiring heritage and

stimulus for those who follow on ! May you

be as successful in the administration in

the affairs of the College of Surgeons as you

have been in other undertakings in the past.

May you continue your triumphal course to

the end, but know, that whatever laurels

may encircle your youthful brow, none can

be more precious, more enduring than the

genuine affection with which your friends

crown you tonight.

Dr. Cullom

On this happy occasion when we are

gathered together to do honor to our friend

there is one man who would naturally have

been selected to voice our sentiments.

Wherever such gatherings occur his name is

among the first thought of because his

maker endowed him with a warm and sym-

pathetic heart, a high degree of apprecia-

tion of noble qualities, a super-abundance

of fine feeling, a delicious sense of humor

and, to crown it all, the happiest facility in

expressing those feelings. Though we

would have turned naturally to him in any

event, there is an added touch here that

makes us still more happy to have him with

us. He has enjoyed in a high degree the

benefits of scientific surgery, and it is poetic

justice that it was at the skillful hands of

Dr. Haggard.
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Dr. Stoves is not only popular in his own
church, the Methodist Episcopal Church,

South, but he is often invited to speak in

other churches. On one occasion he was
invited to address the Men’s Club at Dr.

Haggard’s church, Christ Episcopal Church,

whose distinguished rector, Dr. Dandridge,

has honored us with his presence here to-

night. Dr. Stoves arose and looked all

around and said, “I feel very much at home
in an Episcopal church. You know an

Episcopal church is just a Methodist church

at rest!”

The reason Dr. Stoves did not get here in

time to partake of the banquet with us was
on account of another activity of the minis-

try in which he is in great demand. He had
to marry a couple. He performs a great

many marriage ceremonies. Perhaps he

can give us a professional opinion about a

question that came up for discussion be-

tween two gentlemen, one of whom was
a pessimist.

The pessimist said, “Do you know there

is one thing that worries me a great deal?”

And his friend said, “What is that?”

The pessimist replied, “There are so few
happy couples.”

His friend said, “Oh, you are all wrong
about that. The woods are full of happy
couples.”

The pessimist replied, “Oh, I mean mar-
ried couples”!

It is indeed a privilege to have with us

this evening one of the most sought after

speakers in this or any other city, Dr.

George Stoves.

Dr. Stoves

Doctor Cullom and Gentlemen of the Nash-
ville Academy of Medicine :

Permit me to express my appreciation for

the pleasure which is mine in being here on

this happy occasion and the honor of having

a place on this delightful program, It is

very fitting that we should be here tonight

for the purpose of honoring our friend and
fellow craftsman. In the elevation of

Doctor William David Haggard to the presi-

dency of the American College of Surgeons
he has been greatly but worthily honored,

the Nashville Academy of Medicine has

been honored
; so has the city of Nashville,

and I wish to congratulate the College of

Surgeons in the honor which they have

brought to themselves by electing as their

president this wonderfully gifted and world

renowned surgeon. I do not wish to speak

of him as physician because his elevation to

this high office has done this with an em-
phasis which makes anything a layman
might say seem puerile. I prefer to speak

of him as an American Gentleman, which
to me is the finest expression of true man-
hood. Being an Englishman I use the above

term guardedly and after some thought.

In the United States we think of the

“Nobility” in terms of Kings and Queens
and their retinue, forgetting that we have a

nobility of our own. The nobility of the

old countries is one of heredity and tra-

dition, ours is one of achievement and serv-

ice to mankind, which is none the less to

be desired. To this aristocracy Dr. Hag-
gard belongs. He is perfectly at home in

the mountain cabin of Tennessee, but no

more so than he would be in Buckingham
Palace. It can be said of him as has been

said of another great American that “the

lowliest could approach him and feel at

home in his friendly presence.”

There is another element in Dr. Hag-

gard’s make-up which has always been a

wonder to me, and that is his versatility.

Genius is usually lopsided, impractical, and

always calling for a lot of explaining on

the part of its friends. This is not so in

him. One would expect him to keep abreast

with all the latest developments of his pro-

fession, which he does admirably and this

is a tremendous task, but when you find him
conversant with national and international

politics, also in touch with commercial and

industrial situations, and added to this,

conversant with all the leading current

literature, you have found a voluminous

reader and a master mind. Had he chosen

for his life’s work, politics, business, law,

or literature, instead of medicine, he would

have been equally as successful in any one

of them. No wonder he was elected presi-

dent of the College of American Surgeons.

It is a great honor but as far as I am
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concerned the honor is no greater than the

man.

Best of all I like to think of him as my
friend—gentle, kind, and unselfish. Not
being satisfied to live in the house by the

side of the road but out there in the road

where men and women are struggling, help-

ing to make the load lighter for backs which
are more burdened than his and making
the way smoother for feet more weary than

his.

May a kind Providence watch over and

keep this friend of man and spare him for

many years to his beloved profession.

Dr. Cullom

It sounds very familiar to hear Dr.

Boland say that in Atlanta the discussion of

medical diagnosis and treatment has been

replaced by the discussion of medical

economics.

Apropos of the depression I heard of a

conversation that took place between two
colored gentlemen.

“Sam,” said Henry, “What would you do

if you had all the money in de world?”

Sam said, “Henry, I reckon I has had de

hardest time of anybody wid dis here de-

pression.”

Henry said, “Sam, dat ain’t what I ast

you. I ast you what would you do if you

had all de money in de world?”

Sam said, “Henry, I don’t know zackley

what I would do if I had all de money in de

world, but I think now I would take it and

pay on my debts, as fur as it would go !”

About the time that Dr. Haggard began

the practice of surgery in Nashville an-

other young surgeon embarked in the prac-

tice of surgery. They conducted private

hospitals in a block of each other and grew

along together. This young man achieved

a high position as a surgeon. After reach-

ing eminence he exchanged a brilliant

career as a surgeon for an equally brilliant

one in the insurance world.

All of which reminds me of a story I

heard the other day in which his insurance

company figured. A very prominent judge

of this city got an urgent call from an old

family servant the other day to come to

his office. It was about seven o’clock in

the morning and the judge was rather loath

to go. He said, “Auntie, why do you want
to see me so early?”

She said, “Mr. Willie, I’s in a heap o’

trouble and I’se got to see you right away.”

So the judge posted off without his break-

fast and found the old servant waiting at

his office. He found that auntie’s husband,

Sam, had gotten himself over-insured. His

wages were twelve dollars a week and dur-

ing his illness he was drawing twenty-eight

dollars a week.

Auntie said, “Mr. Willie, do you know
what de insurance company say dey gwine

to do to Sam?”
“No, Sally, what did they say they were

going to do?”

“Dey say dey gwine to prorate him!”

I didn’t learn whether or not the opera-

tion was serious or whether Dr. Fort per-

formed it, but I hope Sam is doing as well

as could be expected.

During all the years that Dr. Haggard and

Dr. Fort have grown along together, their

unbroken friendship has grown and

strengthened, and no one has rejoiced or

taken more pride in the honors conferred on

Dr. Haggard than has Dr. Fort.

I am very sorry to tell you that Dr. Fore

is ill in bed and will not be able to appear

in person as we hoped he would. When
I learned this I called on our old reliable

pinch hitter, Mr. C. A. Craig, Chairman of

the Board of the National Life and Accident

Insurance Company. Mr. Craig rejoices in

the honors conferred on Dr. Haggard as

much as we do, and in addition to bringing

a message from Dr. Fort, we will be de-

lighted to have some remarks from him.

Mr. C. A. Craig.

Mr. Craig

Mr. Toastmaster, Honor Guest, and Gentle-

men:

As you have just been advised by the

toastmaster, I am expected to read rather

than speak, but I am sure you will permit

me to say that the privilege accorded me
makes me most happy.

Nashville laymen are no less appreciative

of the honored guest of this occasion than

are you, the members of his profession.
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They, too, are mindful of his great skill

as a surgeon, of his broad scientific knowl-

edge, and of his great humanitarian service.

None the less appreciative are they of the

splendid honors that have so generously,

yet so justly, been bestowed upon him and

of the repute that has come to Nashville,

to Tennessee, and to the South through him,

and with you they rejoice in this new honor

that has been paid him by so distinguished

a body.

But my friends, Nashville appreciates

Doctor Haggard equally as much as a man
and as a citizen for in this respect he has

measured up to the same high standards

that has governed his course in his profes-

sion. Matters of interest to Nashville have

been of interest to Doctor Haggard not, if

you please, in a passive way, but in a most

active way. As busy as he has been with

the demands made upon him by his profes-

sion, he has always found time to go to the

front in a most effective way for his com-

munity. If time permitted I could point to

many city achievements for which Nash-

ville is indebted to him. Doctor Haggard
is deep-rooted in the heart of Nashville and

all of Nashville joins you, his brothers in

his profession, in paying tribute to him on

this occasion.

Now it is my happy privilege to read a

tribute to Doctor Haggard by Doctor Rufus

E. Fort, who, as you have been advised, is

absent on account of illness. I very much
wish that I could put into my reading all

of the esteem, all of the admiration, and all

of the affection that Doctor Fort has for

Doctor Haggard.

Tribute by Dr. Fort

Mr. Toastmaster, Fellows of the American

College of Surgeons, Members of the

Davidson County Medical Society, and

Guests :

During my stroll along life’s pathway,

Fate has been kind and generous far be-

yond my merits, but rarely, if ever, has it

assigned me a duty which gives me more
genuine pleasure than to participate in this

testimonial to our distinguished guest of

honor.

It is well known, that for a century,

Nashville has given to American Medicine

and Surgery, many of its most distin-

guished members, and they have in no small

measure contributed to its unparalleled

progress during this period. These contri-

butions to scientific medical progress have

not been confined to one department of the

profession, but include bacteriology, pathol-

ogy, teaching, internal medicine and sur-

gery.

I regret time will not permit the enu-

meration of these distinguished scientists,

and their scientific contributions. But, we
have furnished five presidents of the Ameri-

can Medical Association — Bowling, Eve,

Briggs, Witherspoon, and Haggard, and it

is with pride that I assert that none of these

masters have shed greater luster upon the

American profession than Dr. Haggard, the

honoree of this occasion.

In time of war, he answered the call, and

gave distinguished service to his country.

A distinguished teacher, he has been

honored with the Presidency of The Ameri-

can Medical Association, the Southern Sur-

gical and Gynecological Association, the In-

terstate Post-graduate Medical Association

of North America, the Tennessee Medical

Association, the Nashville Academy of

Medicine, and Davidson County Medical

Association, and now we are to honor him

because of his recent election as President

of the,American College of Surgeons, which

I might say for the benefit of our lay guests,

is the aristocracy of American Surgery,

not, if you please, the aristocracy of birth,

but the aristocracy of intellectual and scien-

tific achievement. These unparalleled

honors have been conferred upon him by

the American Profession of Medicine and

Surgery, the largest in number, and the

greatest in accomplishment in all the world.

We may pause to ask the reason for these

repeated honors.

The love, confidence and respect of those

with whom we daily associate and work, is

the true index to character and fame.

These testimonials by those who know
him, those of us who have known him for

more than a third of a century, are this

evening answering that question.

We know he has taken the time to be a
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valuable asset in the civic and social life of

our city, and the country at large.

We know he has been a voluminous and

valuable contributor to American surgery.

We know his skill as an operator has

given health, happiness and comfort to

thousands, and prolonged and saved the

lives of thousands.

We know that added to this matchless

skill, when the clock of doom is about to

strike, when hope is making its last stand,

before crossing the bar, he has the God-

given quality of loyalty, and sympathy
which enable him to gild the gloom of

affliction’s couch with a silver lining of

hope.

We know the code of ethics of our pro-

fession has guided him throughout his

career. To the laymen I would say this

only means he has followed the G-olden

Rule, and to those of us who have had long

and intimate personal contact with Will

Haggard, we know better than others, of

his genius and loyalty.

It is our testimony that he has “kept the

faith.”

Dr. Cullom
This occasion would not be complete

without a tribute from the Grand Old Man
of the Nashville medical profession. Lately

risen from a bed of long and serious illness

he came here tonight at grave risk to his

life to present a series of resolutions that

have been engraved on illuminated parch-

ment by the Nashville Fellows of the

American College of Surgeons. He is a

friend to everybody and everybody is his

friend.

I am touched beyond measure by this

token of the love, esteem, and devotion he

has displayed in the effort he made to come
here tonight. I am proud to present Dr.

Chas. N. Cowden.

Dr. Cowden
Dr. Haggard, you have been elected to

the highest position within the gift of the

American Surgeon and only one other in

the world is co-equal with you—that of the

president of the Royal College of Surgeons

of England, and I doubt if the holder of

that honor has been elected president of

both of his national organizations, as has

Dr. Haggard, who has filled both positions

in America. Honors like this do not come

by accident or chance but they are due to a

lifetime, of toil, fidelity to trust, and a soul

commensurate with the world-wide, age-

old task of relieving suffering humanity.

The part you have played in advancing the

science and art of surgery has been recog-

nized by the surgical world
;
we gladly pay

you this homage. To show you how keenly

we appreciate the great honor that has come

to one of our Fellows we have had prepared

these testimonials that will express in a

feeble way the feeling of every fellow of the

local organization. This sentiment is not

only engraved upon the parchment but is

etched on the tablets of our hearts never to

be erased. That you richly deserve it is the

unanimous verdict of all who know you.

Testimonial

This testimonial is tendered William

David Haggard, M.D., D.C.L., F.A.C.S., on

the . occasion of his elevation as President-

elect of the American College of Surgeons.

We esteem this the highest honor that can

be conferred upon an American surgeon.

In him we recognize a scholar whose learn-

ing is deep and unostentatious; a teacher

with charm and impressiveness; a surgeon

of rare skill and judgment; a man whose

great soul has been a?£e‘acon light to those

in affliction and distress.

To merit the exceptional distinction

having attained successively the Presidency

of his local, state, and national medical so-

cieties, crowned by the highest office in his

special field of endeavor is vouchsafed to

few men.

Doctor Haggard typifies those virtues of

mind and soul which unmistakably and un-

erringly mark true leadership which is in-

tuitively recognized in personal contact.

Possessing these virtues to a superlative

degree and exhibiting them over a long

period of great service he has reached the

greatest heights of professional eminence.

We acclaim his ineffable qualities of per-

sonality, unselfishness, kindliness, and gen-

erosity
;
his broad humanitarianism and his
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notable contributions to the advancement

of the science and art of Surgery.

With professional pride and fraternal

affection we salute him. “May the years be

thine; God speed thee.”

The Nashville Fellows of the
American College of Surgeons

November 14, 1932.

Dr. Cullom

We come now to the honor guest of the

evening. What can I say to you, Will? It

is hardly fair to him, or to you, that I should

be the one, to sqcak of him on this happy
occasion. And I hope you will pardon my
awkward inability t(* express the feelings

that I have for him. I have known Dr.

Haggard a long time. I have been thrown
with him constantly for more than thirty

years. I have been with him in his hours

of greatest happiness, and I have been with

him in his hours of greatest triumph : when
the greatest medical organization in the

world crowned him with its greatest gift,

and the most distinguished men in the pro-

fession crowded around him, delighted to

do him honor. I have been with him when
the hand of affliction was laid heavily upon
him. I have seen him drain the dregs of

defeat and I have seen him taste the sweets

of victory. In every crisis he has acquitted

himself like a man. I want to testify to

his honesty, his fairness, his courage, and
his devotion to the lofty ideals of a noble

profession. It is a noble profession to

which you belong, sir. It has a noble and
inspiring history which reaches backward
in an unbroken stream through the written

word into the realm of tradition and beyond
into that shadowy world where those who
practiced the healing art were linked with

the gods. That stream that emerged from
the shadows has lengthened and broadened
with the contributions of each succeeding

generation until it has brought to the door

of its humblest practitioner the wisdom of

the ages. But the wisdom of the ages is not

enough. Every true disciple of medicine is

endowed with the scientific spirit. The
scientific spirit is not satisfied to take all

and give nothing. There is the passionate

desire to discover and disseminate new
truths. You, sir, have never been content

to rest on your laurels. A man is old when
he is satisfied with his attainments, no mat-

ter what his years. A man is young as

long as he seeks newer and better things.

The scientific spirit is the spirit of eternal

youth. It is wonderfully exemplified in the

picture that Tennyson has painted of gray

old Ulysses standing on the rock bound

coast of Ithaca, gazing out over the waste

of waters, communing with his restless

spirit.

It little -profits that an idle king,

By this still hearth, among these bai'ren crags,

Match'd with an aged wife, I mete and dole

Unequal laws unto a savage race,

That hoard, and sleep, and feed, and know not me.

I cannot rest from travel: I will drink

Life to the lees; all times I have enjoy'd

Greatly, have suffer'd greatly, both with those

That loved me, and alone; on shore, and when
Thro ’ scudding drifts the rainy Hyades
Vext the dim sea: I am become a name;
For always roaming with a hungry heart

Much have I seen and knoivn; cities of men
And manners, climates, councils, governments,

Myself not least, but honor'd of them all;

And drunk delight of battle with my peers,

Far on the ringing plains of -windy Troy.

I am a part of all that I have met;
Yet all experience is an arch wherethro'

Gleams that untravell'd world, whose margin fades

Forever and forever when I move,

How dull it is to pause, to make an end,

To mist unbumish’d, not to shine in use!

As tho' to breathe were life. Life piled on life

Were all too little, and of one to me
Little remains: but every hour is saved

From that eternal silence, something more,

A bringer of new things; and vile it were

For some three suns to store and hoard myself.

And this gray spirit yearning in desire

To follow knowledge like a sinking star.

Beyond the utmost bound of human thought.

This is my son, mine own Telemachus,

To whom I leave the sceptre and the isle—
Well-loved of me, discerning to fulfil

This labor, by slow pmdence to make mild

A rugged people, and thro’ soft degrees

Subdue them to the useful and the good.

Most blameless is he, centred in the sphere

Of common duties, decent not to fail

In offices of tenderness, and pay
Meet adoration to my household gods,

When I am gone. He works his work, I mine.

There lies the port: the vessel puffs her sail:

There gloom the dark broad seas. My mariners,
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Souls that have toil’d, and wrought, and thought

with me—
That ever with a frolic welcome took

The thunder and the sunshine, and opposed

Free hearts, free foreheads—you and I are old:

Old age hath yet his honor and his toil;

Death closes all: but something ere the end,

Some work of noble note, may yet be done,

Not unbecoming men that strove with gods.

The lights begin to twinkle from the rocks:

The long day wanes; the slow moon climbs: the

deep

Moans round with many voices. Come, my friends,

’Tis not too late to seek a newer world.

Push off, and sitting well in order smite

The sounding furrows; for my purpose holds

To sail beyond the sunset, and the baths

Of all the western stars, until I die.

It may be that the gulfs will wash us down

:

It may be we shall touch the Happy Isles,

And see the great Achilles, whom we knew.

Tho ’ much is taken, much abides; and tho’

We are not now that strength which in old days

Moved earth and heaven; that which we are, we
are;

One equal temper of heroic hearts,

Made weak by time and fate, but strong in will

To strive, to seek, to find, and not to yield.

Gentlemen, I present Dr. Haggard.

Dr. Haggard

Mr. Toastmaster, Fellows of the College,

and Friends:

One would indeed be unappreciative if

he were not deeply touched by these ex-

tremely kind felicitations and manifesta-

tions of friendship. I am not insensible to

the great honor you have done me, and shall

forever cherish the pleasant, if flattering,

words with which you have engulfed me.

This exquisite testimonial will always be

held as priceless by me, and I hope will

be a precious heritage to my sons. You
have indulged me far too generously. I

could not recognize myself in the laudatory

things that have been so courteously said.

Many of my closest friends, I know, will not

believe me when I say that all of my life I

have been the victim of what is referred

to as an inferiority complex. This delight-

ful apotheosis, together with one other

event in my life, will go far to palliate that

unpleasant state, which may have been the

needed incentive.

It has seemed to me that the office which

has been bestowed upon me is really a trib-

ute to our beloved Southland in recognition

of the splendid achievements of its distin-

guished sons of the past and the present,

rather than a personal preferment. I do

not fail to realize to the full the obligations

imposed in being tendered the presidency

of the College. I confess that I am ap-

palled with my own unworthiness when I

find myself enrolled with such unsurpassed

surgeons, my predecessors in the presi-

dency, as Finney, the two Mayos, Crile,

Cushing, Deaver, Martin, Matas, and oth-

ers.

The ten thousand Fellows have been
chosen by their peers and stamped with
their approval for their training, stand-

ards, skill, and honesty.

The College is not a licensing or even

a teaching body. It is an organization for

the dissemination of knowledge, the equali-

zation of practice, and the idealization of

surgery.

The annual Convocation and Clinical

Congress presents a wealth of scientific of-

ferings and a prodigious number of surgi-

cal demonstrations. Its proceedings are

published in the greatest surgical journal

in the world

—

Surgery, Gynecology and Ob-

stetrics—which will ultimately become the

property of the College. It has erected the

beauteous and classic Murphy Memorial

Hall adjoining the headquarters in Chicago,

in which its magnificent library and mu-

seum are contained.

The College has standardized the six thou-

sand and more hospitals in America and

Canada to a high requirement of efficiency,

of organization, of equipment, personnel,

and service. The round-table conferences

which the College conducts at all of its sec-

tional meetings, about hospital maintenance,

management, economics, et cetera, are ra-

diating centers of enlightenment and per-

fected methods. Unimpeached honesty and
humaneness is the soul of a hospital.

The College sponsors stupendous health

programs in every annual and in every re-

gional meeting and urges the doctor to

make all of his clientele have a complete,

annual, physical examination and teaches
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the people to do this although in apparent

health.

Perhaps no better epitome of the idealis-

tic and purposeful tenets of the College

could be presented to you than the

FELLOWSHIP PLEDGE

“Recognizing that the American College

of Surgeons seeks to develop, exemplify,

and enforce the highest traditions of our

calling, I hereby pledge myself, as a condi-

tion of Fellowship in the College, to live in

strict accordance with all its principles,

declarations, and regulations. ... In

particular, I pledge myself to pursue the

practice of surgery with thorough self-

restraint and to place the welfare of my
patients above all else; to advance con-

stantly in knowledge by the study of sur-

gical literature, the instruction of eminent

teachers, interchange of opinion among
associates, and attendance on the important

societies and clinics ; to regard scrupulously

the interests of my professional brothers

and seek their counsel when in doubt of my
own judgment; to render willing help to

my colleagues and to give freely my serv-

ices to the needy. . . . Moreover, I

pledge myself, so far as I am able, to avoid

the sins of selfishness
; to shun unwarranted

publicity, dishonest money seeking, and

commercialism as disgraceful to our pro-

fession; to refuse utterly all money trades

with consultants, practitioners or others;

to teach the patient his financial duty to the

physician and to expect the practitioner to

obtain his compensation directly from the

patient; to make my fees commensurate

with the service rendered and with the pa-

tient’s rights; and to avoid discrediting my
associates by taking unwarranted compen-

sation. . . . Finally, I pledge myself to

co-operate in advancing and extending, by

every lawful means within my power, the

influence of the American College of Sur-

geons.”

I can recall no more inspiring spectacle

than the six hundred splendid young sur-

geons in caps and gowns who were admitted

to Fellowship this year, when this pledge

was read, and the president said, “Will you

keep this pledge?” they answered with right

arm thrust upward with clenched fist, in

solemn and lusty unison, “We will
!”

And now, my dear friends, how can I

ever express my overpowering sense of ap-

preciation for, what has been to me, the

most delightful occasion and your all too

tender, if unmerited, consideration ?

“.
. . but this that hath been

Shall not be forgot,

Never, ah never, in the years to follow.”

Dr. Cullom

Dr. Haggard made reference to the diffi-

culty in keeping in front of the microphone.
Holman Taylor once made the observation

that a microphone is like a cuspidor—no
good, unless you hit it!

This brings the exercises of the evening
to a close and on behalf of the Nashville

Fellows of the American College of Sur-

geons I wish to thank the guests for joining

with us in paying this tribute to Dr. Hag-
gard, who has reflected so much honor upon
the medical profession of the South, of Ten-

nessee, and of Nashville.
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LEAD POISONING IN CHILDREN IN NASHVILLE*

John S. Crutcher, Jr., M.D., Nashville

WITH THE REDUCTION in the use

of lead-containing paints and with

the reduction in the use of lead

water pipes we have begun to think of lead

poisoning as only infrequently occurring in

those people not engaged in lead industries.

However, during the past two or three

years another source of lead poisoning has

become more and more important. Recent-

ly in the Journal of the American Medical

Association there is a statement that 36

cases of lead poisoning were reported in

Maryland during the month of September.

An investigation of the source of this

poisoning revealed the fact that the patients

had been using discarded storage battery

casings for fuel and that these casings

contained a considerable amount of lead

which was liberated in the fumes.

Several cases of lead poisoning resulting

from the use of battery boxes as fuel have

been recognized recently among Nashville

children. The widespread use of these

casings as fuel among the poorer people in

Nashville constitutes a real source of dan-

ger to a large number of Nashville people.

Because of these facts it was thought to be

of interest to report to the Academy the

cases which have been seen in the Vander-

bilt hospital and dispensary.

Lead may enter the body by three routes,

by means of the respiratory system, by
means of the gastro-intestinal system, and

to a much less degree through abraided or

cut skin. Inhalation of lead fumes leads

to symptoms of lead poisoning more quickly

than does absorption of lead through the

gastro-intestinal tract. This is due to the

fact that lead taken into the alimentary

tract is carried to the liver and partly ex-

creted in the bile before entering the gen-

eral circulation, whereas lead absorbed

through the lungs enters directly into the

circulating blood. When absorbed slowly

into the blood stream the lead is slowly de-

*From the Department of Pediatrics, Vander-

bilt University Medical School, Nashville, Tenn.

posited in the bones causing little or no
symptoms of ill health. When, however,
enough lead is rapidly absorbed it may be
taken to various organs before it can be
stored in bone and may produce symptoms
of acute lead poisoning. Then again, the
lead previously stored in bone may under
certain circumstances, as in the presence of

infection or acidosis, be liberated and cause
acute symptoms. Thus it may be seen that

not all people having lead in their bodies

are suffering from lead intoxication but on
the other hand the lead retained is a source

of danger. Lead is excreted in the urine

and in much greater quantities in the feces.

It is possible therefore to divide the signs

and symptoms of lead poisoning into two
groups, those which indicate the mere
presence of lead in an individual, and those

which are associated with actual patho-

logical changes in the body.

Among those of the first group denoting

the presence of lead may be mentioned the

lead line found close to the free margin of

the gums, stippling of the red blood cells,

the presence of a heavy line of decreased

penetration at the metaphyses of the long

bones when examined by means of the X-
ray, the presence of lead in the urine and
feces, and mild or moderate secondary

anemia.

Those symptoms seen during the acute

toxic episodes include those associated with

lead colic, lead palsy which occurs in those

muscles frequently used and fatigued, the

various symptoms of lead encephalitis, and

the results of various optic lesions.

Our first patient was an eighteen-months-

old colored girl who was admitted to the

hospital on November 16, 1932, with the

chief complaint of abdominal cramps. For
about two months she had hot been well.

At the onset she developed a mild diarrhea

and refused to walk. After a few days this

improved but she continued to be fretful

and to feel weak. She complained of pain

in the abdomen but did not vomit. About
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ten days before admission her mother

noticed that her teeth were dirty and that

the gums were swollen. She was admitted

to the hospital with the diagnosis of pos-

sible scurvy- On admission she was found

to be undernourished, weighing 17 pounds,

6 ounces, but not very sick. The mucous

membranes were pale. The teeth and gums
were discolored but no definite lead line

was found. No abnormal neurological signs

were noticed. A spinal puncture obtained

clear fluid containing 6 cells, a normal

amount of sugar, and a trace of globulin.

The blood contained 9.8 grams of hemoglo-

bin per 100 cc and many stippled red blood

cells. The normal hemoglobin content is

considered to be 15 grams per 100 cc of

blood. An X-ray showed deep white bands

at the diaphyseal ends of the long bonQ°.

On examination the stools were found to

contain considerable amount of lead. She

has been treated with calcium lactate, 30

grains, three times a day, cod-liver oil, 1

teaspoonful, three times a day, and iron

ammonium citrate 10 grains, twice a day.

Since admission with the exception of an

attack of influenza she has done well, gain-

ing weight. The hemoglobin has increased

slowly and the stippled cells have dis-

appeared from the blood. Subsequent ex-

amination of spinal fluid has found no ab-

normalities. After the diagnosis was de-

termined the mother stated that the child

had been playing with battery boxes for

some time and had frequently been found

chewing on these boxes.

Our second case was a three-year-old

negro girl, who was admitted to the hospital

on November 25, 1932. At that time she

was almost moribund, being unconscious

and having a steady series of convulsions

characterized by twitching of the mouth,

clinching of the teeth, blinking of the eyes,

and a to-and-fro movement of the upper

and lower extremities. Between the con-

vulsions she was flaccid and breathed ir-

regularly. Her illness began nine months

previously when she had her first attack of

convulsions which lasted through part of

two days. Following this she remained in

bed for about two weeks due to weakness.

Since then she had not been well, being

drowsy, not wanting to play, and having

some difficulty in walking. Her appetite

remained poor. There were no more con-

vulsions until two months ago when she had
several attacks similar to the first and for

which she was treated with bromides. She
was first seen by us in November when she

came to the O. P. D. with the complaint of

convulsions and drowsiness. At that time

we thought the drowsiness was due to seda-

tives which she was taking and no definite

diagnosis was made. On admission to the

hospital a spinal puncture was done which
obtained clear fluid under no increase in

pressure containing 30 cells and a trace of

globulin. The spinal fluid sugar was high

being 110 mgm. per 100 cc while the blood

sugar was 146 mgm. per 100 cc of blood.

The blood contained numerous stippled cells

and only 6.5 grams of hemoglobin per 100

cc. X-ray examination of the extremities

revealed dense white lines at the diaphyses.

We were unable to control the convulsions

and the patient died 42 hours after admis-
sion. Necropsy was done and lead was
found in liver, brain, kidneys, and lungs.

The patient’s mother stated that this

family had been using battery boxes as a

fuel for about three years as a number of

neighboring families were doing. These
discarded boxes, supposedly free of lead,

were obtained from a neighboring junk
dealer free of charge.

Following the death of this patient the

mother brought into the clinic her remain-

ing three children, a girl of three years,

and two male twins of 14 months. The
four-year-old child was found to be well

nourished and not sick. However, a definite

lead line was present on the gums; the

bones showed the metaphyseal band on X-
ray examination ; the blood contained only

8.5 grams of hemoglobin per 100 cc; and

considerable lead was found in her stools

several days after the family stopped burn-

ing the boxes. No stippling was found in

the blood cells. One of the twins had a his-

tory of convulsions but these were attribut-

ed to rickets which he had and for which he

was admitted to the hospital. This child

had a hemoglobin of 6.17 mgm. per 100 cc
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but no stippled cells were found in the

blood. No definite lead line could be found.

The X-ray showed the metaphyseal line in

addition to the changes found in acute

rickets and lead was recovered from the

feces several days after admission. The
other twin also had a history of convulsions

for which he had been treated at the Nash-

ville General Hospital earlier in the fall.

He had had no convulsions after his dis-

charge. No lead line could be seen on his

gums but his hemoglobin was low being

9.35 gms. per 100 cc. No stippled cells were

found in the blood but he showed the

changes in bone suggestive of metallic

poisoning in addition to changes character-

istic of healing rickets and lead was re-

covered in the stools after no more boxes

were burned.

Since then we have examined the children

of three families which have been burning
battery boxes for varying lengths of time.

In one family there were two children

aged three and two years, respectively.

Battery boxes had been burned only since

early October of this year. The older child

had a delicate though definite lead line on

the gums. Otherwise little else was found

on physical examination except anemia.

The blood contained 8.4 gms. hemoglobin per

100 cc but no stippled cells. X-ray exami-
nation revealed a thin metaphyseal band.
Lead was recovered in the feces. The
younger child was considered normal when
examined except for mild anemia. The
blood contained 10.1 grams per 100 cc but

no stippled cells. As in the other child the

X-ray examination was considered positive.

Lead was recovered from the feces. Neither

of these children had any symptoms of any
disease.

In a second family there were four

children, aged 7, 5, 3, and 1, respectively.

Battery boxes had been burned in this

home for only two months. Briefly all the

children were anemic, their respective

hemoglobin reading being 9.7, 9.9, 8.9, 7.5.

None of the children had symptoms referable

to lead poisoning. However, the youngest had
a history of some sort of spasms, the nature

of which we could not determine. He was
found to have mild rickets. X-ray exami-

nation was thought to be positive in all

children. Occasional stippled cells were
found in blood of all children. One child

had a definite lead line on the gums. After
the family quit using the boxes, stool ex-

aminations were done on all children. Con-
siderable lead was recovered from all ex-

cept one who brought in only a small

amount of feces.

In the last and probably most interesting

family group examined there were four

children living. Two families were living

in the same house. Boxes had been burned
since May of this year for cooking purposes

and more recently in a grate for the purpose

of heat. In one family the oldest was ex-

amined by us. Nothing abnormal was found
on physical examination except pallor.

There was no lead line. He had no symp-
toms. His hemoglobin was 9.2 grams per

100 cc of blood. Blood smear demonstrated

numerous stippled red blood cells. On X-
ray examination of the bones a very thin

metaphyseal line was visible. Feces con-

tained considerable amount of lead. The
second and other child of this family is a

patient at the Nashville General Hospital

at the present time and is considered to be

a case of lead poisoning. The second family

in this group originally contained three

children. However, some time in October

one child died of convulsions after refusing

hospitalization in a local hospital. The two

remaining children were examined and ex-

cept for pallor nothing was noted on physi-

cal examination. The blood of both, how-

ever, contained many stippled cells; fre-

quently as many as two or three such cells

could be found in one oil emersion field.

Their hemoglobins were 8.8 and 9.6 grams.

Thin metaphyseal lines were demonstrable

by X-ray in both children. Lead was found

in feces of one. The other child brought in

an insufficient amount of feces for examina-

tion.

No one sign is pathognomonic of lead

poisoning, except the presence of lead in the

excreta in amounts greater than that known
to be absorbed during a given length of

time.

Several of the signs of lead poisoning de-

serve special mention. The stippling of the
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red blood cells was marked in some patients

but not in others. Stippling may occur at

one time in one patient and be entirely

absent at another time. Also stippling

occurs in the blood of people suffering from

other conditions, as primary blood diseases,

acute infections, etc., but never in numbers

sometimes found in lead poisoning.

The presence of the metaphyseal line at

the end of growing bone when examined

by X-ray is a recent addition to our methods

of diagnosing lead poison. It is to be re-

membered that a similar line occurs in

cases of other metallic poisoning and that

this line occurs only in growing bone.

The lead line is the deposit of lead sulfide

precipitated by the action of hydrogen sulfide

;
derived protein decomposition in the mouth
on the lead present in the circulating blood.

J This line is probably more frequently found

in adults than in children presumably be-

;

cause of the greater frequency with which

carious teeth are found in adults.

Secondary anemia was found in all chil-

dren and is almost universally seen in cases

of lead poisoning.

To summarize: All the children of five

family groups known to be exposed to lead

derived from battery boxes have been

studied. In all, fourteen children were seen.

Every child is considered to have lead in his

body and is therefore subject to attacks

of acute poisoning. Counting the child who
died at home of convulsions probably due

to lead, there have been two deaths in fif-

teen known exposed children.

That these families represent only a small

number of the total exposed to lead in this

manner indicates that lead poisoning may
be an extremely serious problem for Nash-
ville. Happily local concerns dealing with

batteries have co-operated with the City

Health authorities and every effort is being

made to abolish the use of these batteries in

the homes.
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A REVIEW OF THE ORGANIZATION AND THE EARLY HISTORY OF
THE UPPER CUMBERLAND MEDICAL SOCIETY*

W. B. Young, M.D., Bon Air

DREAMING

—

“Waking now, we drew the curtain

That was hiding from our view

Faces on the scroll of memory
Swiftly passing in review.”

F
ROM the subject assigned to me, “The

Early History of the Society,” some

one might think there was a veiled

intimation with reference to my age, as

the Society was organized in the early

nineties. However, I am sure there are

here tonight at least two of the charter

members, in whose presence I feel very

comfortable. Although it has been twenty-

nine years since I practiced medicine and

nearly thirty years since I have had the

pleasure of attending a meeting, I have in

a way kept up with the progress of this

Society, that was dear to my heart when I

was active in the profession.

I regret that the Minutes of the first few
meetings of the Society have been lost and

we will have to rely largely on recollections

of some of the charter members. Especially

are we indebted to the memory of Dr. W. J.

Breeding, who attended the first meeting

and was the first Secretary, who is present

this evening. Our memories may be in

error in some instances—if so, I hope some

older member will not hesitate to correct

this review.

In Volume IV of the “Country Doctor” I

find the following editorial in the issue of

June, 1895.

“Some few years ago Dr. W. T. McCol-

gan, of Arcot, Tennessee, called the atten-

tion of a number of physicians to the great

need of a medical association being or-

ganized for the benefit of the physicians

living in this section. This was the nucleus

around which one of the most active and

up-to-date medical societies in the South

has been successfully organized. A short

*Read before Upper Cumberland Medical Society,

Cookeville, June 16, 1932.

time after this Dr. J. L. Jones of New
Middleton, wrote a personal letter to every

physician in the ten counties included in

this association asking them to meet for

the purpose of carrying out the suggestion

of Dr. McColgan, who should receive the

honored title, “Father of the Upper Cum-
berland Medical Society.” At this meeting

only five physicians put in their appearance.

This little band, as courageous as ever

Spartans were, determined to make the

Society a certainty, and appointed another

day of meeting. At this meeting only six

physicians responded to the call. This was
just a little discouraging, but with energy
and determination they resolved to try it

again. So they sent out an urgent call for

May, 1895, to every physician in the dis-

trict. And when the little indefatigable

band of six, who knew no defeat or recog-

nized any such word as “Fail,” met at the

appointed time in the beautiful little moun-
tain city of Cookeville they were filled with

joy to know that their labors had been

crowned with success. The Upper Cumber-
land Medical Society was a reality, there

being fifty physicians in attendance.”

The following is a little stimulant con-

tained in the same editorial of June, 1895

:

“Because we are mountain physicians we
should not become discouraged. Was not

Ephriam McDowell a practitioner in the

mountains of Kentucky? Were not many
of the greatest men in our profession reared

in a mountainous country? Mountaineers

are, by nature, ‘well built/ and are among
the most courageous men on earth. So,

gentlemen, let us try to emulate (profes-

sionally) the example set before us by the

mountaineers of Scotland (the Highland-

ers) in their famous wars with England.

Or still closer, the good judgment, true

bravery and the triumphant march of the

riflemen of the mountains of Kentucky and

Tennessee at the battle of New Orleans

—
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under the leadership of that grand old hero,

Andrew Jackson.”

The first meeting must have been in the

spring of 1894. Dr. Breeding, who as he

states in a letter to me, was at that time

“a fledgling in the professional flock”—

a

young man upon whose memory we can

best rely. His recollection is there were

only four in attendance at the first meeting

:

Drs. W. T. McColgan, L. R. McClain, John

S. B. Martin and himself. It is quite likely

that another physician of Cookeville made
the fifth attending this meeting, as given in

the above editorial.

Dr. McColgan, although past middle life,

rode horseback forty miles to attend the

meeting. It was held at Cookeville in a

room in the old courthouse that has long

since been torn down. It was a bit dis-

couraging ;
however, the five courageous

souls decided to make another effort. They

effected a temporary organization by elect-

ing Dr. W. T. McColgan, President; Dr. L.

R. McClain, Vice-President; Dr. W. J.

Breeding, Secretary; and Dr. John S. B.

Martin, Treasurer. The President in-

structed the Secretary to write to every

physician in the ten counties of the Society,

asking them to meet on a certain date in

the autumn of that year. He did this and

paid for the postage himself. As the little

band was leaving the old courthouse Dr.

Breeding remarked to Dr. McClain that this

was a small beginning for such an organiza-

tion, and Dr. McClain replied
—

“Yes, but

large oaks from little acorns grow and large

streams from little fountains flow.” From
this little acorn there has grown to be a

very sturdy Monarch in the forest of medi-

cine.

The second meeting must have been in

the autumn of 1894. Only six physicians

responded to this call. My recollection, be-

ing one of the six, and the memory of other

charter members is, that the following

physicians attended : Drs. W. T. McColgan,

J. L. Jones, John S. B. Martin, Samuel

Denton, W. J. Breeding, and W. B. Young.

Undaunted and with a determination that

always brings victory they proceeded to

elect officers. Dr. W. T. McColgan was re-

elected President; Dr. John S. B. Martin,

Vice-President
;
Dr. W. J. Breeding was re-

elected Secretary and we think Dr. Jones

was elected Treasurer.

The re-elected Secretary again wrote to

every practitioner in the district and to

several prominent physicians of Nashville,

urging them to attend the next meeting to

be held at Cookeville, May 4-5, 1895. The
response was most encouraging as fifty

physicians were in attendance, among
whom were some prominent physicians and
surgeons from Nashville. The sessions

were held in the Methodist Church of that

city with several laymen as visitors. I

remember Major Rutledge Smith, who at

that time lived in Cookeville and some
lawyers and business men attended the ses-

sions. The paper of Cookeville and other

county papers published most of the pro-

ceedings and gave the Society a boost. A
district medical society in that section was
something out of the ordinary.

At the second meeting in the fall of 1894,

the President appointed a committee to

draft the Constitution and By-Laws, and
to report at the May, 1895, meeting. The
members of the Committee, whose names
I have taken from the first printed Consti-

tution were: John L. Jones, Chairman;
Samuel Denton, W. B. Young, W. T. McCol-
gan, S. B. Fowler.

The report of the Committee was ap-

proved and the Constitution and By-Laws
adopted at the May, 1895, meeting.

In the early days of the Society it con-

vened twice each year—in the spring and in

the autumn. It was thought necessary to

keep up interest and encourage new ad-

ditions. We always “catered” to the

eminent physicians from the large cities to

boost the Society, and grace the meetings.

Whether they deserved it or not they were
always a drawing card, and I notice from
the attendance at this meeting that the

practice has been continued. However, I

think the tables have turned. It now ap-

pears that the renowned medical visitors

attend to be boosted by the country doctors,

who I have always observed had more prac-

tical “horse sense” than their charming
city brothers.

At most of the meetings during the time



26 THE UPPER CUMBERLAND MEDICAL SOCIETY—Young January, 1933

the Society met semi-annually, all members
and visiting physicians were entertained in

the private homes of the citizens of the

town in which the meeting was held. This

always gave a close personal touch with the

laity and I regretted to learn that this

method of entertaining was changed to the

private rooms of the town hotels, that af-

forded but little contact with the people.

The citizens in each town always welcomed

the physicians into their homes with open

arms and in a small way I think it elevated

the profession in the minds of the laymen.

There are two meetings of the Society

that are outstanding in my memory. The

one at Carthage on May 3-4, 1898, was ex-

ceptionally interesting and pleasant. The
attendance was the largest up to that date

of any previous meeting, with more promi-

nent physicians and well known laymen. The
physicians present from Nashville were

—

Drs. Duncan Eve, J. S. Cain, Hilliard Wood,

W. D. Haggard, and J. W. Handley.

Judge John R. Aust, then of Carthage,

now of Nashville, delivered a charming

welcome address. In closing he recited a

short stanza that I still remember. He
said
—

“I think doctors are all good men.”

“They are great men and useful without doubt,

Who season pottage, or expel the gout,

Whose science keeps life in, and keeps death out.”

The address of welcome was responded to

by Dr. M. B. Capps of Livingston, in that

happy vein of which he was a master.

Judge L. D. Smith, the present* Attorney

General of the State, read a very able paper

on “Medical Jurisprudence,” that was ably

discussed by Drs. Eve, Cain, and Haggard.

I also well remember the delightful meet-

ing held at Celina. Dr. S. B. Fowler of

Gainesboro, in his usual charming way of

entertaining, had invited all the members to

meet at Gainesboro and be conducted by
him to Celina by boat. It was a unique and
delightful navigation up the river in the

little steamboat, with beautiful scenery all

along the route. The leading attorney, Mr.
Plumley of Celina, delivered the address of

welcome and as I remember the response

was by Dr. S. B. Fowler. The hospitality

*Died in November, 1932.

extended by the good citizens in their pri-

vate homes was most cordial. I remember
that some were entertained in the home of

the father of United States Senator Cor-

dell Hull.

I wish I had the remarkable memory of

some men that I might call back and review
the trials, tribulations and wonderful work
of such outstanding country doctors of this

Society, in their day, as Drs. S. B. Fowler
of Gainesboro, John S. B. Martin of Cooke-

ville, Snodgrass and Gist of Sparta, M. B.

Capps of Livingston, J. L. Jones of New
Middleton, T. J. Jackson of Liberty, Dyer of

Cookeville, W. M.Farmer of Buffalo Valley,

and W. T. McColgan, the Grand Old Roman
of Clay County, and other prominent mem-
bers who have passed into the Beautiful

Beyond. They are dead yet live. I do

not believe with the poet that when men die

that their good deeds are interred with

their bones and that their evil deeds live

after them. Both good and evil deeds sur-

vive throughout all time.

“Lives of great men all remind us

We can make our lives sublime

And, departing, leave behind us

Footprints on the sands of time.”

There are a few “old war horses” still

living who helped promote and stood back
of the Society in its youthful struggles. I

can call to mind Drs. Sam Denton, Charter
Member of Buffalo Valley, L. R. McClain,
Charter Member of Cookeville, Abe King
of Chestnut Mound, W. N. Gray of Celina,

C. E. Reeves of Gainesboro, T. J. Smith of

Laurel Hill, W. A. Hargis of Donelson and
Henry Martin of Cookeville—all outstand-

ing lights in the profession. There are

doubtless others living who stand high in

the councils of the Society, who are now
enjoying the happy and contented period of

the life of man. Dr. Oliver Wendell Holmes
says “to be eighty years young is sometimes
far more cheerful and helpful than to be
forty years old.”

“Spring still makes spring in the mind
When sixty years are told;

Love wakes anew this throbbing heart,

And we are never old.”

“So when my years shall total up four score,

I’ll simply pray for ‘one decade more.’ ”

There was also a group a little younger



January, 1933 THE UPPER CUMBERLAND MEDICAL SOCIETY—Young 27

than the “old war horses” that came into

the Society in its youth and have been for

years pillars in the Association—Dr. W. J.

Breeding, Charter Member, and Drs. R. E.

Lee Smith, A. F. Richards, W. Scott Farm-
er, C. L. Hill, H. L. Fancher, 0. W. Hill,

Frank Swope, S. E. Gaines, W. M. Johnson,

W. A. Howard, J. T. Moore, W. C. Officer,

J. R. Gott, Z. L. Shipley, B. S. Rhea, Vernon

Hutton, V. L. Lewis, C. B. Clark, W. M.

Breeding, Isaac Barnes, E. W. Mitchell, and

many other able but younger men with

whom I am not so well acquainted, who
have come into the Society since my exit.

Quite a few of the physiciahs whose
names are given above have been honored

as Presidents of the Society. Dr. R. E. Lee

Smith, once President, was elected Treasur-

er at one of the early meetings and has

served continuously for more than twenty

years, to the present meeting, a trust that

reflects a high degree of honor. Dr. Z. L.

Shipley has been Secretary for two decades,

which is evidence of his ability and the high

regard in which he is held by the members
of the Society.

I also wish I had the memory of most

astute politicians, that I might recall some
of the unique experiences of each member
in days gone by. Of course some of the

performances and orations could not ethi-

cally be described here this evening, es-

pecially in the presence of ladies. The
richest rehearsals occurred at the “Round
Table” conclaves in private rooms at hotels

after the banquet was over, and sometimes

after the dawn of day.

If my memory is correct Dr. W. D. Hag-

gard presided at the first “Round Table”

and Dr. Hilliard Wood at the second.

This Society is perhaps more deeply in-

debted to Dr. W. D. Haggard and Dr. Hil-

liard Wood of Nashville for assistance and

prestige in the early struggling days of its

existence, than to any of the visiting physi-

cians. They attended almost all of the early

meetings, boosting the Society and encour-

aging us mountain practitioners.

A little later Drs. Lucius E. Burch, Perry

Bromberg and other prominent Nashville

physicians came into the picture and are

frequent visitors and staunch supporters of

the Society.

I well remember hearing Dr. McColgan

in the evening of his life, state that it had

been the dream of his life to see organized

and successfully functioning a Medical So-

ciety in the heart of the Upper Cumberland
Valley. He claimed it was sorely needed,

as it was difficult and too great a loss of

time for most of the physicians living in

this Upper Valley to attend the meetings of

Societies in Nashville and other distant

points. Of the time he was speaking there

was no Tennessee Central Railroad, no
State highways, only muddy roads, very
few buggies and no automobiles. Traveling

was mostly done by horseback.

I have not forgotten that pleasant and all

sufficient smile of the Old Roman after

several meetings of the Society had been

held and he was convinced that it would
be a permanent institution and was well on
its mission of good will and education

among the practitioners of the land he so

dearly loved.

About eighteen months after the organi-

zation of the Association it was decided to

publish a monthly Society organ, to be

known as “The Country Doctor.” This was
a very appropriate name, for most of the

members were country practitioners. I was
elected editor and Dr. S. B. Fowler of

Gainesboro was associate editor and the

little journal was published at Sparta by
the “Favorite Publishing Company,” of

which Mr. R. P. Baker was publisher and

business manager. The life of “The Coun-

try Doctor” was not quite as long as that of

most country doctors, it having survived

for only three years, due to financial

troubles, for the days of small journals had

passed. I have now in my library two cloth

bound volumes, the IV and V, that I prize

very highly for the pleasant reminiscences

connected therewith. I understand that Dr.

A. F. Richards and Dr. W. M. Johnson, both

of whom at different times were my part-

ners in the practice, of whom I have ever

been fond, and perhaps other old members,

have preserved issues of this little journal.

Some nationally known physicians and

surgeons contributed articles to this journ-

al, among whom were—Drs. Richard Doug-

lass, Duncan Eve, J. S. Cain, C. S. Briggs,

W. D. Haggard and Hilliard Wood of Nash-
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ville, Drs. John A. Wyeth, J. A. Bodine, W.
R. Townsend, and Robert H. M. Dawborn,

all during that time connected with the New
York Polyclinic.

The practical work and far-reaching good

that this Society has accomplished I do not

believe has ever been surpassed by the work

of any Medical Society in a similar area.

The path that we traveled was not always

strewn with roses. Occasionally a friendly

disagreement regarding the best policy to

be pursued by the Society would arise.

However, a sincere and learned disagree-

ment among physicians, especially in con-

sultations, is no unusual occurrence, as

clearly elucidated in the following few

stanzas

:

When Doctors Disagree

“He looked at my tongue and he shook his head

This urns Doctor Smart—
He thumped on my chest, and then he said :

‘Ah! there it is! Your heart! 9

He looked at my tongue and he shook his head—
This was Doctor Wise—

‘Your liver's a total wreck, 9 he said,

‘You must take more exercise!
9

He looked at my tongue and he shook his head—
This was Doctor Bright—

‘I
9m afraid your lungs are gone, 9 he said,

‘And your kidney isn’t right.
9

Perhaps they were right, and perhaps they knew.

It isn’t for me to say :

Mayhap I erred when I madly threw

Their hitter stuff away;
But I’m living yet, and I’m on my feet,

And grass isn’t all that I dare to eat,

And I walk and I run, and I worry, too,

But to save my life, 1 cannot see

What some of the able doctors would do

If there were no fools like you and me. 99

—S. E. Kiser, in Cleveland Leader.

“The Appendix”

This is just an appendix to my remarks
and perhaps just as useless as the vermi-

form appendix. However, my love for this,

noble profession prompts me to do a little

prophesying, although I am not a prophet

nor the son of a prophet.

Soothsayers are not held very highly by
the Medical profession. However, I claim

a personal privilege—being an ex-country

doctor of the Upper Cumberland, and now a

layman, to prophesy in an unassuming
manner, regarding the trend of the Medi-

cal Boards and Medical Colleges.

I refer to the severe restrictions at the

portals of Medical Colleges and to the ex-

acting requirements of Medical Boards.

Had the same restrictions and require-

ments existed in the days of some of the

ablest and most renowned physicians and
surgeons, they would not have been able to

enter the profession, for they were very
poor young men and the support of others

was depending on them.

Pardon my presumption when I say that

I believe the pendulum is swinging too far

in the direction of such Requirements.

I know of several large communities in

the Upper Cumberland Valley from which
able physicians have moved, and no prac-

titioners have taken their places.

It may be contended that good roads and
the automobiles now enable physicians liv-

ing at some distance to serve these rural

communities. This is largely true, but com-
pare the charges the distant physician must
of necessity make with the charges of the

local physician.

You have only to turn the pages of his-

tory to learn that almost without exception

every reformation, social, industrial, and
political, has gone to extremes and had to

suffer a reaction.

I am persuaded, from what I hear from
rural communities and the trend of Nation-

al events, that if the leading members of

the profession do not see to it that the swing

of the pendulum in the direction of College

restrictions, if not halted, it will not be

many decades until the State Legislatures

and the Congress will furnish the physi-

cians and regulate the practice to the great

detriment of the profession.

Communistic ideas have spread in all

civilized countries to an alarming extent.

If the Communist becomes politically suc-

cessful, do you doubt that he will be also

successful with the industries and the pro-

fessions ?

As Patrick Henry once said at a very

crucial period of this country—“Caesar had
his Brutus and Charles the First his Crom-
well.” I hope that the profession may ob-

serve the signs of the times and not let the

States and the National Government be its

Brutus.
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THE FAILING HEART OF MIDDLE LIFE*

W. J. Matthews, M.D., Johnson City

THE material for this paper is derived

largely from a book on the subject,

“The Failing Heart of Middle Life,”

by Hyman of New York and Parsonnet of

Newark, and a preface by Reisman of

Philadelphia. The important general di-

visions of the book are, the “Myocardosis

Syndrome, Coronary Thrombosis and An-
gina Pectoris.” The book is well worth

reading and studying.

In some respects it is unfortunate that

diseases of the heart have come to be re-

garded as a highly developed specialty.

The general practitioner of medicine, being

unable for the lack of time and other

reasons to cope with the intricacies of the

instrumental methods of study, is beginning

to feel out of his depth; he is discouraged

by the growing conviction that he is no

longer competent to deal with cardiac

diseases, and yet the general practitioner is

the one who has first contact with these

cases. The question arises, is he really no

longer competent to treat these cases, or

has he merely developed an inferiority com-

plex, which is both unjust to himself, and

lessens his usefulness to his patients? It

is an indisputable fact that the intelligent

practitioner by the rational use of history,

and accepted methods of physical examina-

tion, can usually arrive at a correct diagno-

sis, and on that basis outline the proper

treatment of nearly all cases of heart

disease.

Obviously in some cases Doctors especial-

ly schooled and experienced, should be

called upon for advice and assistance, es-

pecially obscure cases. The ever growing

menace from cardiac disease in the prime of

life, or beginning middle life makes it es-

pecially important that the regular, or per-

haps, we might strain the point and say the

“Family Physician,” should know the signs

and symptoms, of the middle life form of

*Read before the Washington County Medical

Society, December 1, 1932.

heart disease, that often do not manifest

themselves by clear-cut signs and symp-
toms.

Frequently in such cases there are no

abnormalities of rhythm or murmurs de-

spite the presence of severe myocardial de-

generation, which is much more important

than murmurs. Doctor David Reisman of

Philadelphia has very appropriately applied

the term Myocardosis as distinguished from
Myocarditis to this form of heart disease.

The authors of the book mentioned have
also adopted the same term. Their book is

valuable alike to the specialist in cardiolo-

gy, and the general practitioner.

The differentiation between the wearing
out process, and the alterations caused by
disease is a perplexing problem. Not infre-

quently the two conditions may run side by
side in the same case, and may defy the

most expert observer to distinguish just

how much, or how little either of these ele-

ments is present in any given case. This
differentiation must include painstaking at-

tention to detail, clinical manifestations

and experience together with knowledge
gained by modern instruments of precision,

such as the electro cardiograph.

The proper understanding of the cardiac

changes due to the ageing process in the

heart and vessels, must make use of every

source of information. The clinical mani-
festations are sometimes so definite that

the condition may frequently be diagnosed

by the presence of one fact or symptom
alone, for example a patient with angina

pectoris may give a history of pain, which

is so characteristic as to render a diagnosis

of the condition on the history alone.

On the other hand patients frequently

come to see the doctor with no symptoms
at all, for example, in health or insurance

examinations. In such cases the electro

cardiograph may be necessary. A complete

cardio-vascular study should be made upon
every obscure case where the patient is over
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forty years of age, before a definite opinion

can be rendered.

Any death resulting from heart disease is

the result of some disease, or alteration of

the heart itself, or of its arteries. Many
of these diseases are caused directly by

diseases of the coronary arteries. It is a

recognized fact that the functional integ-

rity of any organ depends upon the main-

tenance of a normal and adequate blood

supply. This is especially true of the heart,

on account of the unusual demands that

may at any time be made upon it. Time
does not permit within the limits of a short

paper of a discussion of the anatomical

factors concerned in coronary disease, or

the physiology, histology or pathology of

these vessels.

The term coronary sclerosis is used inter-

changeably with coronary arterio sclerosis,

which is a pathological thickening of the

wall of the artery due to an increase of

the fibrous tissue usually in the inner coat.

Schlerosis of the peripheral vessels may or

may not be associated with sclerosis of the

coronary vessels. Age, sex, and heredity

are predisposing factors in causing sclerosis

of the coronary vessels. W. J. Mayo has

recently stated that coronary disease is an

increasing factor in the death rate among
physicians, surgeons and other professional

men, and this statement is made on the basis

of high tension work and the more or less

sedentary habits of these men.

Direct causes may include such factors as

infections, arteritis, and mechanical, chemi-

cal, and metabolic agencies or influences.

Myocardial changes in coronary sclerosis

result from deficient blood supply due to

sclerosis, or narrowing of the coronary

vessels near the aorta, and is a very impor-

tant cause of sudden death, especially in

cases with a syphilitic history. Coronary

occlusion may also be mentioned as an im-

portant cause of death in heart disease.

The term myocarditis implies inflamma-

tory phenomena such as would follow any
acute or sub-acute infections, or toxic pro-

cesses.

In childhood most acute infectious diseas-

es cause inflammatory changes in the heart

muscle. Rheumatism and streptococic in-

fections render the heart valves more sus-

ceptible to change than the other infectious

diseases, but they may also produce exten-

sive myocardial inflammatory changes with-

out valve lesions.

Diphtheria, typhoid, influenza and some
of the other infectious diseases may also

cause extensive myocardial changes.

The changes in the myocardium just men-
tioned, may merge from the acute to the

sub-acute form of the disease. In what-
ever stage myocarditis is associated with
extreme weakness and easy fatigueability,

but of greater significance may be the rate

and rhyme of heart’s action. This is es-

pecially true of heart disturbances follow-

ing diphtheria, typhoid, influenza, and
rheumatism, the changes in rate, whether
fast, as rheumatism, or slow, following in-

fluenza, are likely to persist.

Myocarditis both in its acute and sub-

acute form is usually seen in the first dec-

ades of life. The earlier it occurs the more
likelihood there is for a complete restitu-

tion. On the other hand, instead of being
seen in early life, the condition or symptom
complex, which has heretofore been termed
chronic myocarditis, but which is more ap-

propriately termed myocardosis, is seldom
seen or met with before the age of forty.

Instead of being the result of inflammatory
changes lasting over a period of years, this

is a condition effecting those who have led

active lives, and enjoyed good health. This
condition may come on gradually, and have
an insidious onset, but it may, and usually

does, occur more suddenly. It is more fre-

quent in the decade from forty to fifty,

chiefly in case of men. In later life men
and women are about equally effected.

The striking features of this condition

which we are referring to as myocardosis,

are the subjective reactions, which are far

out of proportion to actual clinical findings.

The terrific steno-cardial pain,the dyspnoea

and the peculiar depressive psychologic

symptoms, all of which are referable to the

heart and chest are in contradistinction to

the absence of these symptoms in myo-
carditis.

The development of myocardosis seems to

be associated with and dependent upon the
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gradual impoverishment of the heart.

Whether this lack of proper nourishment

of the heart muscle is due to changes in the

blood vessel system or whether it is due to

changes in the composition of blood itself,

the end result is the same. Even slight

alterations in the metabolic balance of the

myocardium are sufficient to cause marked

subjective as well as clinical disturbances.

It is frequently stated that the heart as a

working organ actually rests one-third of

the time, but it is nevertheless engaged in

co-ordinated activity from the time of its

development in the embryo as long as life

lasts. The efficiency of this organ upon

which so much depends must necessarily

demand more than an adequate blood sup-

ply, and circulation on account of the un-

usual demands that may be made upon it

at any time under varying conditions.

The blood stream must bring in all the

elements needed for perfect metabolism of

the heart muscle, and at the same time re-

move waste products. Any interference or

changes in this system must necessarily

result in trouble. The interpretation of

these changes by various symptoms and

clinical methods constitutes the proper con-

ception of myocardosis.

Upon the maintenance of a blood supply

sufficient for every portion of the heart de-

pends the degree of efficiency of the entire

cardio-vascular system, even the most

minute deviation from the normal mechan-

ism may be associated with both subjective

and objective symptoms of disease. The

clinical picture presented by patients pass-

ing through such changes in the circulatory

balance is very positive and definite, but

not until recent years has the chain of

symptoms been recognized as of cardiac

origin. Much more frequently other organs

were held responsible. The clinical picture

commonly called acute indigestion is an

example. In the same way sudden paroxys-

mal attacks of dyspnoea after severe mus-

cular effort has been referred to as asthma

of exertion. More recently the attention of

the entire surgical profession has been di-

rected toward perplexing abdominal con-

dition in connection with cardio-vascular

disease, which may at times simulate in

many respects the acute surgical emergen-

cies. Ruptured gastric and duodinal ulcers,

biliary and renal colic and acute pancrea-

titis, are examples. When such incidents

arise in the middle or advanced periods of

life, the differential diagnosis is much more
difficult, because the entire symptom com-

plex may be due solely to coronary insuffi-

ciency.

In normal cases the blood supply of the

heart is so abundant that it may be years

before the minimum level of safety is

reached, but sooner or later this point may
be reached with every individual, in the

natural course of time deterioration. With
some this does not occur until late in life,

while with others it may be reached even

before middle life.

The mechanical factors leading up to

coronary insufficiency in the latter decades

of life are not difficult to understand.

Arterio sclerosis and gradual narrowing

along with other blood and vascular

changes make the cause of the condition ap-

parent post mortem, but in younger decades

of life the explanation of the condition is

more difficult. Cabot made a study of 138

hearts post mortem, and found that they

could be classified in three definite groups,

when considered with their previous his-

tory. In the first group he placed all those

hearts, which had coronary or arterial

disease, where there had been a previous

history of anginal seizures. Of these there

were 33 cases. In the second group, he

placed all those hearts in patients who had

had anginal attacks, but in which no coro-

nary change of any kind could be demon-

strated. Of these there were only 11 cases.

The third group, consisted of badly dam-

aged hearts with marked vascular changes,

but in which there had never been any his-

tory of any anginal attacks. Of these there

were 94 cases. These figures show that by

far the greater number of these cases had

well marked coronary impairment, but had

had no symptoms due to the impaired blood

supply.

“Heart strain," “Effort syndrome" and

“Soldiers heart" are some of the terms used

to describe cases with angina! symptoms
due to, or associated with severe muscular
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exertion, and which seem to have no ab-

normal coronary vessel changes, but the

“anoxemia” seems to result from coronary

inadequacy. In describing the phenomena
of coronary inadequacy German authors

have used the word Steno-cardia. Func-

tional steno-cardia is the term used to de-

scribe the symptom pain complex occurring

in effort syndrome, or in the mitral stenosis

cases.

In deaths from functional steno-cardia

the condition seems to be physiologic rather

than pathologic
,
or in other words the con-

dition responsible for the symptom com-
plex and resulting death, is due to a tem-

porary imbalance of the coronary circula-

tion, which being entirely physiologic is not

associated with any structual changes.

From a clinical point of view such physio-

logic alterations in the coronary circulation

may be associated with all signs of organic

steno-cardia in which there is narrowing
of the coronary vessels themselves, the pain

in one of such cases is as severe as it is in

the other. The physiologic factors respon-

sible for coronary insufficiency may cause

death without leaving any post mortem
changes.

Every physician is familiar with indi-

viduals approaching middle life, who bring

into conversation the expression that they

are apparently “not so good as they used to

he” If encouraged they may declare further

that evidences of their inability to cope

with the every day stress and strain of their

particular occupation are beginning to ap-

pear. The doctor may dismiss the case with

the remark that the condition is only func-

tional and not organic, and that the “old

hoy is getting along in years,” with an in-

vitation that he come back to see him some
time and have a more thorough examina-

tion. The incident may later be recalled

by the doctor upon learning of the man’s

sudden death, with a probable diagnosis of

“acute indigestion.” So gradual may be the

onset of the symptoms depending upon a

failing heart, and blood vessel system, that

only the closest attention and questioning

will demonstrate their presence or absence.

This is especially true in the beginning of

the middle age period, where the individual

has always enjoyed good health and has had
no record of any cardiac or vascular dam-
age. The clues leading to a diagnosis of

on-coming myocardosis may be very mea-
ger. At times symptoms may point to parts

of the body not at all associated with the

heart and blood vessel system. Such for an
example are complaints relating to the

gastro intestinal tract. Epigastric dis-

tress without frank pain and a sense of full-

ness after eating, when such symptoms have
not been noticed before, should not lightly

be dismissed. Sometimes such symptoms
may be the only ones developed by the heart

when the condition is due to beginning

myocardosis. Stomach analysis in such

cases will probably be negative.

Insomnia is another symptom that may
or may not cause the victim to seek advice.

Much is said about the sleeplessness of ad-

vancing years, the notion usually being that

older people need little sleep, inability to

get a complete night’s sleep when there is

no apparent reason for it may be a valuable

diagnostic aid pointing to beginning myo-
cardosis. Posture may play an important

role in this condition. You may see persons

who are unable to sleep in bed, who may be

able to dose comfortably in a chair. Elevat-

ing the head of the bed or increasing the

number of pillows may do much to remedy
this troublesome condition, and thereby

help to detect its true cause.

Increasingly easy fatigueability is one of

the most common of the early manifesta-

tions of myocardosis. The condition may
be equally produced by physical or mental

exertion and strain. When pronounced,

without other explainable causes, or in the

absence of organic disease, attention is

naturally drawn to the myocardosis syn-

drome.

Sir James McKenzie was of the opinion

that a diagnosis might be made years be-

fore true pathology of an organ occurred,

by paying close attention to, and correlating

the vague symptoms with later disease pro-

cesses.

Thus far we have noticed briefly some of

the earlier symptoms of myocardosis. We
now turn briefly to some of the major symp-
toms and manifestations. Three symptoms
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stand out prominently in all cases with a

diagnosis of more advanced myocardial

disease. These symptoms are, dyspnoea,

palpitation and sub-sternal pain, and dis-

comfort. The onset of dyspnoea after effort

is always a difficult symptom to interpret.

Just when breathlessness which comes on

after various degrees of exertion ceases to

be a normal physiologic response and begins

to be a pathologic manifestation may be a

point of difficult distinction. The problem

is further complicated by natural reticence

and unconscious resistance of the individual

to acknowledge conditions indicating con-

stitutional depreciation. Pride of physical

and sexual prowess are reluctantly aban-

doned by most men, and confession of their

deterioration with some is made at a great

sacrifice to personal ego. But for all of

that the symptom of dyspnoea can be de-

termined rather accurately by proper and

persistent questioning. This symptom of

general breathlessness is to be considered

as one of the most important features of

myocardosis in its earlier stages.

Palpitation is another important symp-

tom. Heart consciousness as it may be

termed, may vary from a mere awareness

of the heart’s activity to a painful pound-

ing in the chest. Thumping, skipping,

fluttering, etc., are terms used in describing

the condition. It has been found by a sys-

tematic study of a large number of cases

that sixty-four per cent of all cases having

this symptom are shown to have some ab-

normality of the cardio-vascular system,

and that of the remaining 36 per cent hav-

ing no cardiac abnormality, most of them

are of the younger group. So that of the

middle age, or older group, 81 per cent of

those complaining of palpitation have some

associated myocardial, or vascular changes.

From the figures just given palpitation dur-

ing middle age is a symptom not to be light-

ly passed over, or disregarded. When a

middle-aged person who has never ex-

perienced the sensation of heart conscious-

ness or palpitation, presents himself a com-

plete investigation of the cardio-vascular

system should be made before a definite

opinion should be given. Many factors ex-

tra-cardiac may enter into the cause of

palpitation. Of first importance are gastro-

intestinal symptoms. Psychogenic factors

as emotional stress or fear in connection

with heart consciousness are also important

factors. Overwork, loss of sleep and in-

discreet indulgence in the use of tobacco,

alcohol, or drugs are all to be considered as

possible causes of palpitation, which should

be regarded as especially significant in

myocardosis in its earlier stages, where it

appears more or less suddenly after exer-

tion or physical or emotional stress.

Of these three important symptoms of

early myocardosis the most important one

is that of sub-sternal distress sometimes

referred to as sterno-cardia.

As in palpitation difficulty is sometimes

experienced in arriving at the proper value

and importance of this serious symptom.

The sensation complained of range all the

way from a mere heaviness over the upper

portion of the chest to that of the terrible

vice-like constriction experienced in some

cases of angina pectoris. In the earlier

stages of myocardosis the sensation com-

plained of may not be particularly painful,

when compared with other kinds of pain.

It is more of a feeling of compression or

tightness in the sternal region, the pa-

tient’s description of the symptom as in

dyspnoea will depend upon his intellectual

status and his ability to express himself

clearly. Localization of this symptom is of

importance and interest, as patients nearly

always refer it to the mid-sternal area,

rather than the precardium ; often no refer-

ence to the heart is made by the individual

complaining of sterno-cardia. In a study of

a large number of cases myocardosis ,
sub-

sternal pain or distress was found to be

present in 60 per cent of the cases. The

symptom is usually associated with effort,

usually muscular exertion, more or less

severe in character. Sub-sternal pain or

distress is rarely masked under any guise

as in the case of dyspnoea and palpitation.

Sub-sternal distress is frequently more

violent in men and palpitation more violent

in women.
In general, the symptom complex of early

myocardosis is readily confined to the three

major symptoms just described. Other
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less important symptoms such as, vertigo,

dizziness, or light-headiness, may be asso-

ciated symptoms, and when present should

not be lost sight of, or ignored. In the early

beginning of myocardosis, subjective

phenomena usually outweigh actual physi-

cal findings, but when there are physical

findings, and information is brought out by
the history of the case, at least a presump-
tive diagnosis of myocardosis can be made.

Functional tests for determining cardiac

reserve and vital capacity are available, but

cannot be described here. Pulse rate and
blood pressure tests cannot be passed by
without brief mention. The difference be-

tween the lying down and standing pulse

rates is to be noted, in health limits, this

difference should not be more than fifteen

per minute. Of more importance is the pulse

rate after exertion, this functional test has

two factors so far as pulse rate is con-

cerned. First, the degree of acceleration

and second, the time interval required for

the return to the resting pulse rate. These
vary under different conditions and at

different ages. Changes in the blood pres-

sure as a result of physical exertion may
prove an aid in arriving at a diagnosis of

myocardosis in middle-aged persons; this

is subject to variations, but should not

ordinarily show a difference of more than

20 points.

In summarizing we may state that in

arriving at a diagnosis of this important
condition, three sources of information are

available, first, the condition may be traced

through remote general symptoms, which
develop more or less insidiously in most
persons at the approach of middle life.

Practically all of these symptoms are sub-

jective in character, and are to be developed
by the history as revealed by careful ques-
tioning, or they may be overlooked entirely.

In this group are included easy fatigue-

ability, insomnia, personality changes, loss

of appetite and gastro-intestinal changes.

Second, the three important symptoms,
Dyspnoea, sub-sternal distress and palpita-

tion, are more positive, but more or less

subjective in character. Third, objective

findings of myocardosis are to be obtained

by a study of the pulse and blood pressure

findings under different conditions.

No reference in this paper has been made
to the information to be obtained by using

other methods of study such as, the electro-

cardiograph, the polygraph, the X-ray and
laboratory methods. These methods are

more technical, but not always necessary

for a working diagnosis, but should be made
use of in obscure cases. We have not

entered into any discussion of the coronary

diseases of advanced type, such as throm-

bosis and occlusion, or to any consideration

of the condition known as angina pectoris

in its well-developed form.

Myocardosis, the condition described in

this paper is an early manifestation of

cardio-vascular disease, which if not

checked may develop into coronary disease

or angina pectoris.

No mention has been made of treatment

on account of the time and space limit in

a paper of this kind, but once a diagnosis

is made, the information furnished by

Standard text books, and the personal ex-

perience of the doctor in charge of the case,

will usually suggest the proper line of treat-

ment.
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EDITORIAL

Values

The year just ended witnessed some
strange adjustments of values. Values are

always relative. To one person an antique

is an old piece of furniture that is long out

of date. To another person it is a thing of

exquisite beauty, a source of lasting pleas-

ure, an object of great value.

There has been a terrible depreciation in

the value of basic commodities. Wheat
reached a three-hundred-year low, yet from
it bread is made. Wool is hardly worth the

shearing, yet it is a fundamental necessity.

Homes and farms are hardly worth the

debts against them, and yet they are fun-

damental to our civilization.

With this shattering of values there has

come a shattering of illusions too. “We
now stand amid the wreck and ruin of our

vanished castles in the air” and wonder
what will happen next.

No statistician, no philosopher speaks of

the future with that degree of certainty

which characterized his remarks three years

ago. Many different suggestions are made.
Many solutions offered. None seem to fit

exactly the situation.

It occurs to us that we might form our

judgments of the future by making a crit-

ical analysis of some of the events of the

relatively recent past.

About twenty years ago some so-called

scientist, as a result of an alleged investi-

gation, arrived at the conclusion that this

country was in danger of a shortage of

food crops. As to whether this was a
sound or unsound conclusion doesn’t mat-

ter now. Based on such a conclusion, the

national government and the state govern-

ments took steps to stimulate the produc-
tion of these food crops. The people re-

sponded and produced them in increasing

quantities. Large sums of government
money were spent in the effort. Then a
time came when a surplus was produced.
As a result of the surplus, the price of the

commodities, together with other collateral

values, were destroyed. Then another
agency was set up to correct the evils of

surplus and elevate the price of the com-
modities. The first governmental agency
brought about the very problem which the

second governmental agency was created to

solve.

A few years ago educators gave us the

illusion that universal education would de-

stroy the evils of ignorance, poverty and
crime. Large sums of public money have
been spent in this enterprise, and we see

crimes, the crimes of the educated, greater

in magnitude and in cleverness of execu-

tion than crimes ever were before. We see

the high school graduates engaged in crime
in almost the same proportion as non-grad-

uates.

In 1917 we engaged in a “war to end war.”

It was a noble purpose, but we are disillu-

sioned now. We know it did not end war.

The reformers told us that prohibitibn

by law would destroy the saloon and with

it much crime and degradation. Since that

time we have witnessed more different

forms of crime and different forms of deg-

radation.

Strangely enough, each of the movements
just referred to had some basis in fact.

Some facts were overemphasized and other

facts of equal or greater importance were
disregarded altogether, and in consequence

many of our efforts have been born of a no-

ble purpose and ended in tragedy. Those

who sponsored these movements probably

were quite honest, but they did not visualize

their ultimate effects.

At this moment a great deal of propa-

ganda work is going on with a view to se-

curing the adoption of recommendations
made by the Committee on the Cost of Med-
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ical Care. People are led to believe that

these recommendations are based on facts.

They are not based on facts. They have

collected some data, it is true, some of

which is accurate, much of it is inaccurate,

and many vital facts are disregarded alto-

gether. Those who sponsored this move-

ment probably had honest intentions and a

noble purpose, but, like other reformers,

they are certainly not able to visualize the

ultimate effects of their recommendations

if adopted.

The Judicial Council of the American
Medical Association made the following

sound pronouncement which every doctor in

America should study and follow

:

“The Judicial Council, in its efforts to deal with

the many problems submitted for its consideration,

has been mindful of the fact that it is a very seri-

ous matter when it is proposed to overturn the

age-old traditions of a profession, to institute

new and unproved methods of practice, and to es-

tablish an entirely new basis of public and profes-

sional relations. The complexities of modern soci-

ety may make it imperative that some changes shall

be made, but the duty of the organized profession

is to see to it that any and all proposals for change,

from whatever source, shall be scrupulously and

deliberately examined with the view of determining

their ultimate value. Decisions should not be made
on the basis of feasibility for the immediate pres-

ent but should be made in the light of the expe-

rience of the profession, the nature of its service,

the imperative need for maintaining professional-

ism and the absolute necessity for unhampered

scientific advancement, and with the utmost regard

for the best interests of the people.”—From An-

nual Report of Judicial Council, 1932.

Those who make recommendations which

involve radical changes in the whole system

of American life must be carefully watched

by all who hold dear the very institutions

that have made America great. These rec-

ommendations in the main smack of the

forms of collectivism that are being tried

in Europe and in Russia, and the people

who enjoy the alleged benefits of these sys-

tems try in large numbers to come to free

America. They finally reach the point that

they prefer some liberties to most any-

thing else in the world. In fact, our gov-

ernment is taxed with the burden of erect-

ing barriers to keep them out.

It would seem that we have had enough

of radical reformations and that we as a

people and as a nation would be willing to

go back and embrace again the fundamen-
tal principles which are the basis of our

greatness.

Let us not be misled by the allurements

of things that are proposed in the name of

progress, but which in reality are not prog-

ress at all. Let us progress in a logical

manner along the lines pointed out by the

Judicial Council.

“All motion is not progress.”

Some Reactions to the Report of the
Committee on the Cost of

Medical Care

We have not run across a criticism of the

report of the Committee on the Cost of

Medical Care which was more aptly stated

than one which appeared in the January is-

sue of the Nation’s Business. We quote it

in full

:

“Deeper Into Socialism

“It is a thankless task to criticize the labors of

the Committee on the Cost of Medical Care, headed
by Secretary-Doctor Wilbur, of the Department of

the Interior.

“The descent into paternalism and from pater-

nalism into socialism is easy—and doubly easy

when the way is greased by sentiment, by the de-

sire to better the health of the community, by sym-

pathy for suffering, by the knowledge that costs

of medical care fall with crushing effect on the

overalled and white-collared poor.

“The committee would have medical service pro-

vided largely by ‘organized groups,’ an extension

of the already increasing method of practice

through clinics.

“How pay for this group service?

“Here’s part of the committee’s recommenda-

tions :

“
‘1. Voluntary co-operative health insurance, in

which organized groups of consumers unite in pay-

ing into a common fund agreed annual sums, in

weekly or monthly installments. . . .

“
‘2. Required health insurance for low-income

groups. . . .

“
‘3. Aid by local governments for health insur-

ance. Part of the people, because of their low in-

come, cannot pay, even on a periodic basis, the full

cost of complete service in cases where the com-

munity relies for the provision of medical service

primarily upon the purchase by its people of vol-

untary health insurance. Such communities may
well use tax funds to the extent necessary to sup-

plement the payments of those low-income fami-
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lies. When health insurance is required by law, it

may also be necessary and desirable that a con-

tribution be made from government funds.'

“The socialism of medicine is but a step toward

the socialization of industry.

“To tax A to pay B’s doctor’s bill is an appeal-

ing plan particularly when we put it on the ground

of conserving public health.

“But why not then tax A to pay B’s food bill

since it is nutrition that is essential to health?

“It is comforting to know that the doctors them-

selves are in revolt at the Wilbur report.”

Mr. Merle Thorpe, the editor of this mag-

azine, is entitled to tribute for this very

able and accurate statement.

Mr. Thorpe is a layman, but he is an in-

formed layman. The only danger of the

adoption of these communistic schemes is

in the action of uninformed laymen, and

now it is the duty of medicine to inform

lay people of this vital subject.

Adapting Ourselves to Conditions as

They Are

The following letters we believe to be

worthy of reproduction on the editorial

page of the Journal. They indicate sev-

eral things. In the first place, they portray

the spirit of the medical profession in the

present crisis. In the second place, they

indicate the ability of individuals to adjust

themselves to circumstances. In the third

place, they make us think.

It will be remembered that none of the

commodities which Dr. McSwain proposes

to accept in payment for services would be

accepted at the county courthouse, the city

hall or state capitol in payment of taxes.

These obligations must be paid in the cur-

rency of the realm.

Those who are proposing and urging

more taxes with more different systems,

such as those proposed by the Committee*

on the Cost of Medical Care, might change

their mind if they were to witness how
things are actually being worked in com-

munities.

McSWAIN clinic

302 South Dunlap Street

Paris, Tennessee
Dear Sir:

You can’t lift this depression, neither can I.

It is a time for mutual help.

Now, I have helped you in the past and shall be
glad to do so in the future. If you need me, call

on me—and you are going to need a doctor again.
So ... .

You have things I need: Beans, peas, turnips,

potatoes, canned fruits, any kind of vegetables
which will keep, cordwdod (can use a lot of it), all

kinds of meat—nice old hams, sausage, fresh meat
from your recent hog killing, and all that. So, let’s

do this:

Swap your produce for my services.

I’ll credit your account 40 per cent above the

market price for these things.

I WANT YOUR BUSINESS!
Geo. R. McSwain.

Your account is

McSWAIN CLINIC

302 South Dunlap Street

Paris, Tennessee
Dear Sir:

You probably can’t pay all this bill at once. I

cannot pay mine that way. So let’s do this:

Each time you get your pay, give me a small

part of it, if only a few dollars, or even one dollar.

Don’t be ashamed to pqy ONE DOLLAR! Glad

to get that.

We can’t close this Clinic—you need it—and the

community needs it. But we cannot keep going

unless you folks help us.

So help us out—call us when you need us.

I want to be your doctor.

Geo. R. McSwain.
Your account is

DEATHS

Dr. Tower L. Smith, Rockwood; Chatta-

nooga Medical College, 1895; aged 56; died

in auto wreck December 21.

Dr. Percy W. Toombs, Memphis; Tulane

University School of Medicine, 190E>; aged

53 ; died January 3.

Dr. Margaret O. Davis, Nashville; Ken-

tucky School of Medicine, Louisville, 1903;

aged 60 ; died December 28.

Dr. W. H. Harrison, Loudon; Vanderbilt

University Medical School, 1900; aged 78;

died December 22.
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OFFICERS RECENTLY ELECTED OF COUNTY SOCIETIES FOR 1933

Anderson County:

V. 0. Buttram, Devonia, President.

0. E. Ballou, Clinton, Vice-President.

J. S. Hall, Clinton, Secretary-Treasurer.

Bedford County:

F. C. Hargis, Wartrace, President.

S. S. Moody, Shelbyville, Vice-President.

W. H. Avery, Shelbyville, Secretary-

Treasurer.

Chester, Henderson and Decatur Counties:

L. C. Smith, Henderson, President.

L. E. Luna, Parsons, Vice-President

(Decatur County).

T. S. Davis, Montezuma, Vice-President

(Henderson County).

R. L. Wylie, Scotts Hill, Vice-President

(Henderson County).

W. I. Howell, Lexington, Secretary.

Davidson County:

L. C. Caldwell, Nashville, President.

J. M. Lee, Nashville, Vice-President.

N. S. Shofner, Nashville, Secretary-

Treasurer.

Dyer, Lake and Crockett Counties:

Percy Conyers, Dyersburg, President.

J. D. Brewer, Dyersburg, First Vice-

President.

R. E. Hellen, Ridgely, Second Vice-Presi-

dent.

J. Paul Baird, Dyersburg, Secretary-

Treasurer.

Giles County:

G. C.. Grimes, Aspen Hill, President.

John H. Morris, Pulaski, Vice-President.

T. F. Booth, Pulaski, Secretary-Treas-

urer.

Hamilton County:

Hiram A. Laws, Chattanooga, President.

Franklin B. Bogart, Chattanooga, Vice-

President.

William J. Sheridan, Chattanooga, Sec-

retary-Treasurer.

Hardin, Lawrence, Lewis, Perry and

Wayne Counties:

F. H. Norman, Waynesboro, President.

C. C. Stockard, Lawrenceburg, Secretary-

Treasurer.

Madison County:

George W. Brasher, Jackson, President.

F. C. James, Gadsden, Vice-President.

B. C. Arnold, Jackson, Secretary-Treas-

urer.

McMinn County:

W. R. Arrants, Athens, President.

D. P. Brendle, Englewood, Vice-Presi-

dent.

Roy Epperson, Athens, Secretary-Treas-

urer.

Montgomery County:

R. M. Graham, Clarksville, President.

L. L. Neblett, Clarksville, Vice-President.

M. L. Shelby, Clarksville, Secretary-

Treasurer.

Polk County:

C. W. Strauss, Copperhill, President.

H. P. Hyde, Copperhill, Vice-President.

F. 0. Geisler, Isabella, Secretary-Treas-

urer.

Roane County:

J. J. Waller, Oliver Springs, President.

John Roberts, Kingston, Vice-President.

W. W. Hill, Harriman, Secretary-Treas-

urer.

Sevier County

:

O. H. Yarberry, Sevierville, President.

R. J. Ingle, Sevierville, Vice-President.

C. P. Wilson, Sevierville, Secretary-

Treasurer.

Shelby County:

Max Goltman, Memphis, President.

P. H. Wood, Memphis, Vice-President.

W. L. Williamson, Memphis, President-

elect (1934).

J. J. Hobson, Memphis, Treasurer.

A. F. Cooper, Memphis, Secretary.
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Smith County:

R. E. Garrett, Dixon Springs, President.

J. J. Beasley, Pleasant Shade, Vice-

President.

T. S. Wilson, Gordonsville, Secretary-

Treasurer.

Stone's River and Rutherford County:

M. B. McCrary, Woodbury, President.

W. T. Robison, Murfreesboro, Vice-Pres-

ident.

J. A. Scott, Murfreesboro, Secretary-

Treasurer.

Washington County:

Wallace L. Poole, Johnson City, Presi-

dent.

Harry D. Miller, Johnson City, Vice-

President.

Carroll H. Long, Johnson City, Secretary-

Treasurer.

Weakley County:

J. E. Taylor, Dresden, President.

M. 0. Ingram, Dresden, Vice-President.

E. J. Huey, Martin, Secretary-Treasurer.

Williamson County:

H. C. Stewart, Franklin, President.

K. S. Howlett, Sr., Franklin, Secretary-

Treasurer.

Wilson County:

J. L. Ames, Lebanon, Route No. 2, Presi-

dent.

S. B. McFarland, Lebanon, Vice-Presi-

dent.

J. R. Bone, Lebanon, Secretary-Treas-

urer.

NEWS NOTES AND COMMENTS

Dr. R. A. McCall is locating in Sevier-

ville after graduating in 1928 and serving

as interne in Memphis hospitals.

Dr. E. L. Roper, of Covington, was a pa-

tient in a Memphis hospital in December.

Dr. R. P. Trotter has moved from Sparta

to McMinnville, where he has opened his

office.

Dr. Morris Atkins, having completed his

interneship in Memphis, is locating in Dres-

den.

Dr. Madison Buckley, who has been prac-

ticing in San Augustine, Texas, for five

years, has returned to Martin, his old home,

and is occupying the offices formerly used

by the late Dr. R. M. Little.

Dr. Paul W. Wilson, after an interne-

ship in the Memphis City Hospital, has

opened his office in Dresden.

The Polyclinic, of Memphis, announces

the addition to the staff of Drs. John M.

Maury, Sr., Gynecology ;
Max Goltman, Sur-

gical Consultant; J. W. Bodley, General Sur-

gery; W. T. Satterfield, General Surgery;

Alfred Goltman, Internal Medicine; John M.

Maury, Jr., Internal Medicine.

The American Association for the Study

of Goiter will meet in Memphis, May 15,

16, 17.

Dr. Francis R. Fraser, Director of the

Medical Unit and Professor of Medicine at

St. Bartholomew’s Hospital and College, a

division of the University of London, has

been selected to give the third series of lec-

tures under the Abraham Flexner Lecture-

ship at the Vanderbilt School of Medicine.

His subject will be “The Principles of Ther-

apeutics.”

Dr. Joe T. Smith, of Knoxville, announces

the removal of his offices to Suite 702 Med-

ical Arts Building. Practice limited to the

diseases of children.

Dr. Sam B. McFarland, of Lebanon, an-

nounces the opening of his office in the Doc-

tors’ Building and the opening of McFar-

land Hospital to any reputable physician or

surgeon.

Drs. R. L. Sanders, I. C. Sanders and M.

P. Kendrick, of Memphis, announce the re-

moval of their offices from the Polyclinic to



40 NEWS NOTES AND COMMENTS—MEDICAL SOCIETIES January, 1933

the Physicians and Surgeons’ Building,

Baptist Hospital Annex.

Dr. Miller Robinson announces the open-

ing of offices in the Medical Arts Building,

Nashville, for the practice of surgery, gyne-

cology and obstetrics.

On a card (8 by 4 inches) the Wilson

County Medical Society have published their

1933 program. Dates, essayists and sub-

jects are all listed. The card is punched so

that it can be hung up and kept before ev-

ery member of the society. We suggest that

other societies issue similar annual pro-

grams.

February 14, 15, 16, 17 are the dates of

the Mid-South Postgraduate Medical As-

sembly, Memphis. Doctors are planning to

make this the biggest and best meeting yet

held.

“Attendance Record of the Knox
County Medical Society”

Under this head we have received the

personal record of 132 members for a

seven-year period. The society has met 50

times in 1932, 339 times in seven years.

Dr. Jesse C. Hill has missed only two meet-

ings during the long period—a record prob-

ably not duplicated anywhere in the United

States. Dr. R. B. Wood has been present

at 316 meetings. Eighteen members belong

to the 200 class, 24 members have been

present at more than half the meetings, and

47 members have been present at more than

25 meetings in 1932. Eleven members did

not attend a single meeting in 1932 and 3

members have been absent from all meet-

ings for seven years. Just think of the

good things these three members have

missed ! Their interest in the society seems

to be limited to paying their dues.

The Southeastern Surgical Congress an-

nounces its Fourth Annual Assembly, to

be held in Atlanta on March 6, 7, 8. Head-

quarters, Biltmore Hotel.

MEDICAL SOCIETIES

Anderson County:

Anderson County Medical Society met at

Park Hotel, Clinton, on December 5. A
general economic discussion was given on

medicine by the members present. After

the election of officers, the society enjoyed

a Dutch lunch. The following members
were present: Drs. J. M. Cox, James Hall,

H. D. Hicks, 0. E. Ballou, W. L. Carden

and W. B. Barton.

The society voted to visit Dr. S. B. Hall at

his home after the lunch. This was done,

and Dr. Hall, who has been confined to his

bed for months by cerebral hemorrhage,

was found to be improving and glad to see

all.

Carroll, Benton, Henry, and Weakley Coun-

ties :

The Tri-County Medical Society met De-

cember 13 at McKenzie. Dr. O. N. Bryan,

of Nashville, read a paper on “Unusual

Mouth and Throat Infections,” and Dr.

Jack Witherspoon, of Nashville, read a pa-

per on “Indigestion.”

Davidson County:

December 13 : “Echinococcus of the

Liver,” by Dr. C. M. Miller. Discussion

opened by Dr. O. G. Nelson. “Reports of

Cases of Lead Poisoning in Children,” by

Dr. John S. Crutcher, Jr. Discussion

opened by Dr. Frazier Binns.

December 20 : “The Argyll-Robertson

Pupil,” by Dr. Merrill Moore, of Boston.

Discussion opened by Dr. Frank Luton.

There was a general discussion of the ma-

jority and minority reports of the Commit-

tee on the Costs of Medical Care.”

January 3: The annual dinner and elec-

tion of officers at the Belle Meade Club.

Dyer County:

The December meeting combined busi-

ness, pleasure and professional matters.

Election of officers was held at the Ameri-

can Legion home following the delightful
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banquet in the dining rooms of the hos-

pital. Dr. Paris, of Kenton, and Dr. Fra-

zier were visiting physicians outside the

society, and Judge L. C. Fumbanks, of the

Dyer County Court, was a guest. On the

program were: Drs. William T. Black, H.

F. Crawford and I. G. Duncan, of Memphis.

Gibson County:

Dr. Martin H. Fischer, professor of phys-

iology at the University of Cincinnati Med-

ical School, addressed the Gibson County

Medical Society on November 28. Besides

a large group of members, a number of

physicians from other counties enjoyed the

lecture. Drs. A. F. Cooper, W. C. Chaney

and J. C. Ayres, of Memphis, were among
the guests of the society.

Giles County:

The December session was held at the Cit-

izens Bank Building. Officers were elected

for 1933. After the meeting, the members
of the society went to Hotel Richland and

enjoyed an excellent banquet.

Henderson, Chester, and Decatur Counties:

Dr. Jas. McClaran, of Jackson, addressed

this society in November. Lexington doc-

tors were the hosts at the luncheon served

before the scientific program. Officers were

elected. The society was invited to Jackson

for the December meeting of the society.

The society met in Decaturville the sec-

ond Tuesday in December.

Madison County:

At the December meeting Dr. Harold

Swanberg, of Quincy, Illinois, read the pa-

per of the evening, “Radium Therapy in

General Practice,” which he explained with

the use of lantern slides. The paper was

followed by a general discussion by the

membership. Three visitors were present

at the meeting.

McMinn County:

The society observed National Cancer

Week at the December meeting. Papers

were read by Drs. W. R. Arrants and H.

G. Bland. Officers were elected and other

routine business discussed.

Montgomery County:

A large attendance and much interest

characterized the annual meeting of the

Montgomery County Society. Officers were

elected.

Roane County:

Dr. R. F. Regester read a paper on “Ap-
pendicitis in Infants.” Dr. T. L. Bowman
presented an interesting case. Officers

were elected.

Robertson County:

Dr. and Mrs. C. F. DeLap entertained the

Robertson County Medical Society with a

quail luncheon at their home, Bird Song
Garden, on December 13. Those present

were: Drs. N. S. Shofner and Herman
Spitz, of Nashville; M. B. Garner, Madison;

W. S. Rude, Ridgetop
; J. F. Fentress, Good-

lettsville; Walter Gossett, Adairville, Ken-

tucky; J. C. Connell, Adams; Claude M.

Banks, Greenbrier; Foster Fyke, W. W.
Porter, W. B. Dye, John S. Freeman, John

S. Hawkins and R. D. Moore.

Miss Lottie Fyke, graduate nurse of Ce-

dar Hill, and Mrs. Franz Plummer, of

Springfield, assisted Dr. and Mrs. DeLap
in receiving their guests.

Smith County:

At the December meeting officers were

elected and other routine business trans-

acted. At the January meeting there were

a number of interesting cases reported and

discussed. Two papers were read
—“Rem-

iniscences in Medicine,” by Dr. J. J. Up-

shaw, of Hartsville, and “Coronary Occlu-

sion,” by Dr. R. E. Key, of Monoville.

Sullivan and Johnson Counties:

Dr. Stuart McGuire, of Richmond, Vir-

ginia, addressed the December meeting.

The doctors dispensed with all routine af-

fairs and gave all their time to listening to

Dr. McGuire. There were forty-five in at-

tendance, the majority being members of

the society and others being visitors from
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Stonega, Johnson City, Elizabethton and

elsewhere.

Weakley County:

A business meeting and election of offi-

cers was held in December. This county

meets for scientific programs with Carroll,

Henry and Benton each month at McKenzie.

Wilson County:

January 5: “Gangrene,” by Dr. J. S.

Campbell.

February 2: “Management of Prolonged

Labor,” by Dr. B. S. Rhea.

Williamson County:

On December 13 the meeting was held at

the Health Center. Dr. H. C. Stewart read

a paper on “Tuberculosis Study in Tennes-

see.” The January program will be “The

Cost of Medical Care.” Officers were

elected.

OTHER MEDICAL SOCIETIES

Vanderbilt University Medical Society,

December 2

1.

Case Reports:

(a) “Two Cases of Lead Poisoning in

Children,” Dr. T. L. Harris.

Two colored girls, each less than 3 years

of age, were admitted to the Vanderbilt

Hospital with lead poisoning within the

past month. In the first case the chief man-
ifestations were irritability and attacks of

abdominal pain over a period of two

months. The second patient had had at-

tacks of convulsions for nine months, and

was admitted during an acute seizure which

terminated fatally forty hours later. Of
particular interest was the source of the

lead, which subsequent investigation re-

vealed was due to the use of discarded stor-

age battery boxes for fuel. A hasty sur-

vey showed this to be a widespread prac-

tice in that neighborhood. Several addi-

tional cases of lead poisoning were uncov-

ered.

January, 1933

Case discussed by Drs. Dodd, Binns and
Leathers.

(b) “Case of Pernicious Vomiting of

Pregnancy,” Dr. W. L. Williams.

Mrs. B., white, female, age 32; two chil-

dren, youngest age 12. Sterilized, but not cu-

retted, at time period was due, for anxiety

neurosis based on fear of pregnancy. Re-
admitted to hospital for vomiting of preg-

nancy seven weeks after last menstrual pe-

riod. Responded well to glucose therapy.

Discharged after nine days. Readmitted in

three weeks with pernicious vomiting of
pregnancy. Remained in hospital five

weeks under glucose therapy, hypodermo-
clysis and forced feedings by nasal gavage.

Discharged as cured.

Case discussed by Drs. Cowan, Luton and
Breeding.

2. “Osmotic Absorption of Fluid,” Dr. H.

S. Wells.

The osmotic pressure of proteins of lac-

teal lymph is found to account completely

for the absorbing force of the intestine as

measured by the negative intra-intestinal

pressure which will abolish absorption.

Ultimately, the absorbing force is depend-

ent on the serum protein concentration. Ob-

servation of the villi during absorption and

secretion of fluid indicates that absorption

occurs only in the “resting” gut (i.e., when
the capillary pressure is low), while secre-

tion occurs when the capillary pressure is

high, a condition usually resulting from
the hyperemia of local irritation. Secretion

is secondary to vasomotor changes. Ab-
sorption and secretion of fluid cannot occur

at the same time and place. The transfer

of fluid through the gut wall is determined

by the protein content of blood and by local

vascular changes.

Paper discussed by Drs. Youmans, Brooks

and Douglas.

3. “Two Factors Which Favor an Increase

of Guanidine Bases in the Blood

and the Clinical Significance of

Such an Increase,” Drs. A. S. Mi-

not and Katharine Dodd.

Guanidine bases or some very similar

MEDICAL SOCIETIES—OTHER MEDICAL SOCIETIES
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toxic substance sometimes accumulates in

the blood and causes a typical intoxication

in a variety of apparently unrelated clinical

conditions. Increased tissue autolysis or a

rapid withdrawal of tissue fluid into the

blood or a combination of both these factors

are believed to be two common underlying

causes in bringing about an accumulation of

guanidine. Whenever these factors are

prominent features of a disease, guanidine

intoxication is likely to be a secondary com-

plication. When guanidine intoxication oc-

curs, we have in calcium therapy a valuable

specific form of medication for the intoxi-

cation, though the ultimate outcome depends

upon the severity and treatment of the pri-

mary disease.

Paper discussed by Drs. Dodd and Ray

Bryan.

ABSTRACTS OF CURRENT LITERATURE

ANESTHESIA
By Hugh Barr, M.D.

Medical Arts Building, Nashville

The Effect of Chloroform and A. C. E. Mixture on the

Liver of the White Rat. Reuben M. Anderson, M.D.,

Rochester, Minn. Current Researches in Anesthesia

and Analgesia, November-December, 1932.

In 1890, after many sudden and delayed deaths

from chloroform, surgeons all over the world be-

gan to substitute ether. The author studied the

effects of chloroform on the normal and restored

liver after partial hepatectomy on white rats. He
found restored liver less susceptible to chloroform

than normal. From experimental observations

there were practically the same lesions. After

twenty-four hours, extensive gross lesions of the

liver appeared. Central necrosis of as much as

50 to 60 per cent in many cases.

Microscopically, the cells were greatly swollen

and appeared vacuolated and hyaline, taking none

of the ordinary stains. There was also other

changes, together with fatty changes. On the fifth

day the lesions were essentially healed. Chloro-

form in sufficient doses produces central necrosis of

the lobule of the liver in all animals, regardless

of the manner of administration. A.C.E. mixture

causes identical liver changes as chloroform as to

time of onset, regeneration and healing. The

toxic effect is due to the chloroform.

DERMATOLOGY
By E. E. Brown, M.D.

Doctors Building, Nashville

Action of Pine Oil on Some Fungi of the Skin, In

Vitro, by Henry Field Smyth, M.D., Dr. P. H. and

Henry F. Smyth, Jr., M.S., Wayne, Pa. Archives of

Dermatology and Syphilology, December, 1932.

The materials used were two grades of pine oil,

alpha-terpineol, fenchyl alcohol, steam distilled

wood turpentine and borneol. They were used in

one, ten and one hundred per cent solutions. Six

different stains of fungi were used—viz., tricho-

phyton interdigitale, purpureum, granulosum and

also epidermophyton inguinale, microsporum ful-

vum and sporotrichum schenkii.

Technic for the tests was given in detail. Re-

sults were tabulated graphically on a chart. Sum-
mary of results showed that the one and ten per

cent dilutions were of no value, but the one hun-

dred per cent oils were quite effective. Alpha-

terpineol was the most effective against the or-

ganisms. Fenchyl alcohol and the two pine oils

were almost alike. Turpentine and borneol showed

practically no action against the cultures. The

time for killing the various organisms was tabu-

lated.

Their conclusions were that pine oil had a defi-

nite value as a fungicide. It stays in contact well,

the odor is pleasant and it does not stain.

OPHTHALMOLOGY
By Robert J. Warner. M.D.

Doctors Building. Nashville

The Relation of the Basal Metabolic Rate to Progressive

Axial Myopia. L. Bothman. Archives of Ophthal-

mology, December, 1932.

The author discusses the possibility of myopia

being due to disturbance of the internal secretions.

Thirty cases were studied in which myopia in-

creasd at least 0.5 diopter in one year. These

patients ranged in age from 6 to 20 years, the

average age being 10 Vi. Thyroid extract was

given until basal metabolic rate stayed between

plus 5 and plus 10, and within a year refraction

was again performed under atropine. The fol-

lowing conclusions are given: (1) This is the first

series of cases of progressive myopia in which a

study of the basal metabolic rate has been made.

(2) The rates in this series are uniformly low.

(3) Since a low basal metabolic rate indicates

hypofunction of the thyroid gland, one may as-

sume that, possibly, there is some relation between

reduced internal secretion of the thyroid gland and

progressive myopia. The fact that some cases

ceased to progress after thyroid extract was taken

and that others which were no longer progressive
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had a positive basal rate seems to substantiate

this view. (4) The author does not claim to have
brought to light the sole cause of myopia. His
intent is merely to place these facts on record to

interest other observers in deciding more quickly

the merit of the assumption that hypothyroidism

is a factor in causing progressive axial myopia.

PEDIATRICS
By John M. Lee, M.D.

Doctors Building, Nashville

Chronic Urinary Infection in Infancy and Childhood.

Meredith F. Campbell, M.D., New York. The Jour.

A. M. A., December 31, 1932.

The clinical data in this article were the result

of complete urologic examination of 274 children

with chronic pyuria. The etiology, pathology,

symptoms and diagnosis are discussed. Local and
general symptoms may be so vague and indefinite

that the diagnosis is only made by the finding of

blood, pus or bacteria in the urine.

Liberal doses of methenamine with a urinary

acidulant gave best results in medical treatment of

these cases. The author gives daily 12% grains

methenamine for each year of the child’s age, 75

grains being the maximum daily dosage employed.

To acidulate the urine, 10 to 15 grains of ammo-
nium chloride or from 40 to 60 grains of acid

sodium phosphate were required daily.

The author summarizes: “Under the diagnosis

of chronic pyelitis or chronic cystitis, infants and
children are commonly and unsuccessfully treated

for months or years. When renal infection exists,

the lesion is basically suppurative pyelonephritis.

In many cases of ‘pyelitis’ the infection is localized

to the bladder and urethra. When chronic urinary

infection resists intensive medical treatment for

one month, a complete urologic examination is indi-

cated. Only by this method can the correct diag-

nosis be established. As shown by the tables, I

have found in infants and children almost every

lesion of the urinary tract which one is accustomed

to associate with adult life. As a rule, medical

therapy alone is inadequate to effect a bacteriologic

cure; and while surgical attack may serve only to

control rather than cure the infection, conservative

operations will often prevent further renal destruc-

tion and thus prove life saving. Occasionally,

nephrectomy is demanded. . .
.”

SURGERY— GENERAL AND
ABDOMINAL

By John L. Dies, M.D.

1213 Exchange Building, Memphis

Sodium Morrhuate for Treatment of Varicose Veins.

Frederick L. Smith, M.D., Rochester, Minn. The

Journal of the American Medical Association, Vol.

99, No. 24, December 10, 1932, pp. 2008-2010.

Chemical substances were first introduced into

blood vessels to produce localized thrombosis by
Pravaz, 1851, in his attempt to cure aneurysm
by injections of ferric chloride. For the next sev-

enty years efforts were made to extend the method
to treatment of other conditions and to introduce

various solutions, but for one reason or another the

several proposals were rejected by most members
of the medical profession. Roughly, five years

ago, injection treatment of varicose veins became
so generally accepted in the United States as to

displace surgery. It was recognized, nevertheless,

that an ideal sclerosing solution had not been ob-

tained. Finally, Wright, and other English sur-

geons, reported excellent results with sodium mor-
rhuate, and it is largely because their introduction

of this solution has made it possible for the author

to give what he believed would be his final opinion

as to comparative merits of the various solutions,

that this report has been written. The author is

not aware of any one having used sodium mor-
rhuate in this country before it was used at the

Mayo Clinic in October, 1930. As far as he knows,

the only report from the United States, other than

the present one, in which results following use of

this substance in a large number of cases has been

recorded, is that of Tunick and Nach.

Quinine 12 per cent and urethane (ethyl car-

bamate) 6 per cent, Genevier’s solution, produces

a firm thrombosis, with a moderate amount of chem-

ical venitis, within twenty-four hours. The sub-

stance should be administered in a dose of 0.5 cc.

the first day, and if no idiosyncrasy is present, or

if local reaction is not unduly severe, it can be used

daily in doses of from 2 to 4 cc. This solution does

not cause pain when introduced into the vein, but

it does produce, in some persons, distressing con-

stitutional symptoms, such as weakness, rapid

pulse, profuse sweating, vertigo, a burning sensa-

tion in the throat, and abdominal cramps. The
general picture is that of shock. The treatment

is the same as that for ordinary fainting, and the

patients usually revive sufficiently to leave the

treatment room in from five to ten minutes.

Dextrose 50 per cent and sodium chloride 30 per

cent, in equal parts, is a very satisfactory solution.

The dose ranges from 5 to 50 cc., but the author

has never used more than 15 cc. at a time, be-

lieving that a moderate dose is less likely to pro-

duce general complications. The patient will ex-

perience cramps, varying from very slight to mod-

erately severe, which may last from two to five

minutes. Both quinine and purethane and dextrose

and sodium chloride will produce necrosis of tissue

in varying degrees if injected into the extravascu-

lar tissues.

Sodium morrhuate has marked advantages over

these solutions. It is a stable sclerosing solution.

The 3 per cent solution can be safely used in stel-

late or “spiderburst” veins without the least fear

of necrosis. The usual strength of the solution for
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the general run of varicosities is 5 per cent, in

doses of 2 to 10 cc., but the author rarely used

more than 4 cc., occasionally 6 cc. For very obsti-

nate varicose veins the 10 per cent solution can be

used in doses of from 2 to 8 cc. This solution

causes no general systemic reaction. Locally, the

chemical venitis compares with that of quinine.

There are no cramps, and the patient experiences

no discomfort during the treatment, except possi-

bly momentary burning. If injected into the tis-

sues, slough rarely occurs. The author himself

has made 4,000 or more injections, and it is un-

likely that in this large number of injections he

had entirely avoided getting any of the solution

outside the vein. Nevertheless, he had observed

sloughing in only three cases, in all of which the

varicosities wei’e of the stellate type, and in all of

which a 5 per cent solution was used. Only the

skin was involved, and healing was prompt. On
account of its satisfactory sclerosing qualities, so-

dium morrhuate has become the author’s solution of

choice.

UROLOGY
By Tom R. Barry, M.D.. F.A.C.S.

and F. K. Garvey. M.D.

Medical Building, Knoxville

Tuberculous Bacilluria and Excretion Tuberculosis—An
Experimental Study. Frederick Lieberthal, M.D.,

Chicago; Theodore Von Huth, M.D., Budapest, Hun-

gary. S., G., and O., October, 1932, No. 4, Vol. LV.

The question as to whether bacilli can pass

through a normal kidney and be excreted by it has

been a long-disputed one. It has long been thought

that this excretion is a mechanism of body defense

against generalized infection. Some authors claim

that a normal kidney is permeable to tubercle

bacilli, while others claim that only a kidney pre-

viously damaged by a chemical or mechanical

trauma, or any variety of disease processes, will

allow the bacilli to pass through it from the blood

stream into the urine. Others went so far as to

claim that a non-specific inflammatory reaction or

tuberculous nephritis could be brought about with-

out further damage of the organs merely from the

passage of the bacilli through the renal tissue.

To arrive at some definite conclusion the authors

did some experimental work, using female rabbits.

Tubercle bacilli were injected into the ear vein and

left ventricle of the heart. The animals were kept

in cages and the total urine collected for periods

up to twenty days, being centrifuged and cultured

in twenty-four specimens on egg medium of Hohn.

Also direct smears were made. Nephrosis was in-

duced on some of the animals by injection of can-

thradin, uranium nitrate, bichloride of mercury,

etc., after which the bacilli were injected. At vary-

ing intervals the animals were killed and histolog-

ical examinations of the kidneys and other organs

were made.

A summary of their results was as follows: In

8 cases injected in vein of ear, 1 developed lesions

in the kidney. The total urines from these for

twenty days on culture and smear failed to show

bacilli. Of 6 cases injected intracardially, spe-

cific lesions of the kidney appeared in 2 cases. Cul-

tures and smears of urine showed no bacilli. In 8

cases where nephrosis was induced and bacilli sub-

sequently injected there were specific lesions found

in only three cases. Cultures and smears from this

urine surprisingly showed no bacilli.

Their conclusions are: (1) That a physiological

excretion of bacteria through the kidney does not

occur; (2) some types of bacteria do pass through

the kidney after severe renal damage has been

done, but tubercle bacilli do not.

BOOK REVIEWS

Gastrointestinal Tract, by Dr. William Gerry Morgan.

J. B. Lippincott Company, 1932. Price, SS.

I have read this book with unusual interest and
profit. This volume is one of few which will re-

main on my consultation-room desk for ready ref-

erence. I like the inclusion of many valuable aids

and suggestions of remedies and prescriptions. All

too often haphazard, questionable, and polyphar-

macy make some prescriptions good, some bad, and
some nil.

The very first chapter, which describes the ner-

vous mechanism so carefully and plainly as to en-

able many of us to more scientifically differentiate

the deviations from normalcy and meet the indica-

tions by rational scientific methods, makes this vol-

ume worth more than its price.

This book is quite good reading, because each

chapter develops interest in it and in that which
follows. The author evinces erudition in respect to

the subjects under discussion by his concise and
easily understandable phraseology. There is no

verbose, lengthy approach to the information he

wishes to convey.

If the distinguished, and lovable friend had

omitted his chapter on Colitis, I would give only

the highest praise for the contents of this volume
from cover to cover. These who know me will

pardon my heterodoxy; I know Dr. Morgan.

The two chapters on Proctitis and Colitis com-

pare favorably with the orthodox etiology and gross

pathology and treatment. Again, I regret to say

the procto-enterologists are divergent in their

views in each. The climax of the author’s efforts

was made in his most thorough and carefully exe-

cuted chapter on Constipation and Visceroptosis.

These are the products of cultural, nervous over-

work, and physical deficiency with which the au-

thor is constantly associated in Washington, D. C.

There is nothing ultra-scientific in this work;
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therefore, the book will be most helpful to the

clinician, for whom it was written.

Kindly, sympathetic, studious, cultured gentle-

man and doctor, in every page I read between the

printed lines, and to such as he, we, the profession,

who know him, will honor most himself by doing

homage to whom homage is due.

Jno. L. Jelks, M.D. and A.C.S.

Children’s Tonsils In or Out—A Critical Study of the

End Results of Tonsillectomy. By Albert D. Kaiser,

M.D., Associate Professor of Pediatrics, University of

Rochester Medical School; Chief Pediatrician, Roches-

ter General Hospital; Pediatrician, Rochester Dental

Dispensary. Cloth. Pp. 293. Price, $5. Philadel-

phia: J. B. Lippincott Company, 1932.

The basis of this work is a study of nearly

5,000 children, half of whom had tonsils and ade-

noids removed, and the other half were not oper-

ated upon. These two groups were followed for

ten years, and a careful study of illnesses occur-
ring in each group was made and the resulting sta-

tistics incorporated into this book. The relation of

tonsils and adenoids to the nutrition, growth and
development of the two groups was studied and
compared.

In this work is compiled much valuable data that

should assist materially in guiding one in deter-

mining when benefit would accrue to the patient

from tonsillectomy. A summary at the end of each
chapter is a convenience, and the final chapter
gives the “Indications and Contraindications for

Removal of Tonsils and Adenoids.” This book is

recommended to all who are called upon to pass
on the question as to whether tonsils should be

removed or not.

J. M. L.
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GRAPHIC ART AND ITS APPLICATION TO THE TEACHING OF
MEDICINE. ANIMATED FILM*

Harry C. Schmeisser, M.D., Joseph V. Caltagirone, M.D., and Joseph L. Scianni,
Artist, Memphis

I
N THE PAST FEW YEARS animated

motion pictures have been so universal-

ly accepted by the medical profession

that the advisability of their use is no

longer questioned. The general opinion is,

however, that most of the motion pictures

so far presented have been either crude

thru lack of knowledge of the best technic

and policies for their production or they

have been wanting in scientific accuracy

and detail.
Graphic Art

By graphic art is meant the figuration of

anatomic form, apparatus, instrument, etc.,

by the use of a writing or painting medium.

Any one or combination of the three com-

mon technics, (1) lines, (2) tones, (3)

color, employed in graphic art, can be used

in making practical medical illustrations,

of w’hich there are three major types, (1)

schematic, (2) realistic, (3) idealistic.

These technics and types have been pre-

sented in detail and exemplified by illustra-

tions in a previous paper,f

Animation

Heretofore graphic art has been used

mainly to supplement lectures and illus-

trate articles and books. Recently, with the

*From the University of Tennessee, Pathological

Institute, Art Department. Read at the Ninety-

ninth Annual Meeting of the Tennessee State Med-

ical Association, Memphis, Tenn., April 12-14, 1932.

fSchmeisser, H. C., and Scianni, J. L. : Art as

Applied to Medicine, J. Tennessee M. A., 19:311-

315, March, 1927.

introduction of motion photography it may
be used in combination with the same in

making animation, which is an attempt to

portray motion by photographing a series

of correlated illustrations.

Application of Graphic Art to Animation

The application of graphic art to anima-
tion, requires a consideration of (1) studio-

equipment, (2) studio-staff, (3) the tech-

nics employed in making illustrations for

animation, and (4) the principles to be ob-

served in animation.

Of primary importance is the studio and
its equipment, the minimum of which might
be considered a motion picture camera set-

up with proper lighting such as Cooper-

Hewitt mercury vapor lights, projector,

animator’s drawing board, dark room and
printer, fireproof closet for keeping films,

sketch paper and other art material.

Of equal importance is the studio-staff.

The director, preferably a physician, must
be well informed not only in medicine but

also in the principles of fine art as well as

in the making and taking of animated mo-

tion pictures. He is held responsible for the

scientific accuracy of the film and is the

final judge in problems that present them-

selves during its production. The chief

animator, an artist, should become

thoroughly acquainted with the subject to

be animated because upon him rests the task

of making the layout for the various
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“scenes” of the entire film. If an assistant

animator can be had, he executes the de-

tails of the action in each scene as indicated

in the layout. Tracers carefully ink and
tone in all the illustrations indicated in

pencil by the animator and his assistant.

The photographer photographs the draw-
ings one by one following the order and in-

structions of the director and animator.

The graphic technic used in making illus-

trations for animation determines the de-

gree of realism, expected from the film.

Pen and ink drawings schematically ren-

dered with the use of flat tones in place of

carefully graded shading, is a simple and
the most practical method. Line technic

alone is still simpler but not so artistic. The
following three technics are used in making
illustrations for animation; (1) “cut-out,”

(2) one-drawing one-frame, and (3) cellu-

loid method. In the first, drawings are

made, cut out, and moved across the field

of photography according to need, as, per-

haps, the movement of an instrument in and

out of the field of operation. In the second,

a complete new drawing is used for each

frame. In the third, celluloid is used as a

time-saving device. Its thinness and trans-

parency permits two or even three “cells,”

each containing a part of an illustration to

be superimposed upon each other and then

photographed as a single frame. These

methods may be used in combination.

Successful animation requires the appli-

cation of certain principles, the most im-

portant of which we shall outline briefly.

The greatest attention should be given to

the “Scenario,” which is an outline of the

subject to be animated, treated scene by
scene in proper sequence with emphasis on

points of particular interest. It should be

written and studied carefully by the direc-

tor and animator before actual work on the

film is begun.

By “footage,” is meant the number of

pictures or “frames” to the foot of standard

size film, known as 35 millimeter film. This

number is constant, there being sixteen

frames to one foot of standard film, which
is projected in approximately one second at

regular speed. Therefore, a reel holding

one thousand feet of film contains 16,000

frames and is projected in 16 minutes and
40 seconds. Footage also implies the num-
ber of feet in a certain film. Some years

ago Winsor McKay, the famous cartoonist

who is considered the father of practical

animation, took the pains to make and pho-

tograph 16,000 consecutive drawings, there-

by proving that the semblance of motion

could be produced by this method. Bray,

Hurd, Colby, and others following him,

thru trick photography have cut down the

number of drawings required for a certain

footage and have produced greater smooth-

ness of action.

Our reel has a footage of 500 feet, con-

tains 8,000 frames and requires 8 minutes

and 20 seconds to project.

“Timing” of action represents the speed

with which a certain movement is made.
The importance of the timing factor is ob-

vious. This timing is relative, and rarely

shows the actual time of a movement. If

a movement is represented by too many
drawings, the action when projected on the

screen, will appear to drag and will be tir-

ing to the observer; if the movement is

portrayed by an insufficient number of

drawings, it will appear “jerky” and flicker-

ing will result.

“Balloons” or brief legends on separate

pieces of paper with arrows or leads to the

points of interest can be used to make clear

the subject matter.

Application of Animation to the Teaching

of Medicine

Let us consider briefly, (a) where, (b)

how films should be used in the teaching

of medicine.

Films should be used in teaching the fun-

damental sciences, where facts are more or

less fixed, as in anatomy, etc. Also in such

clinical subjects where facts and principles

are again more or less fixed as in normal

obstetrical delivery, etc. Films are not so

desirable where technics and procedures are

constantly subject to change, e.g., the

technic for removing a particular organ

from the body.

The accepted pedagogical methods should
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prevail during the teaching of a subject.

The film should be used to supplement.

Take for example “normal delivery.” After

the students have studied the different

stages, a film might be shown in order to

give a vivid and continuous visual impres-

sion of these stages.

Summary and Conclusions

1. The essentials of graphic art, how
graphic art may be applied in the making
of animation, and where and how animated

films may be used in teaching, have been

discussed.

2. In straight motion photography only

what is exposed to view can be recorded

and conditions cannot always be made
favorable for desired results.

3. Possibilities of animation are un-

limited because fields which cannot be ex-

posed to view can be animated, and physi-

cal conditions can be made to suit the

problem on hand.

4. It is not proposed to discard straight

motion photography but rather to interpo-

late animation where the former fails.

5. It is not intended that motion picture,

straight or in animation, displace the

presently accepted methods of teaching but

that it be used as an aid to these methods.

6. The motion picture becomes particular-

ly desirable during the review of a given

subject.

7. The existing small number of practical

films is due not so much to cost as to the

scarcity of producers qualified both in

teaching and animation technic.

8. The quality of a film is determined by,

(1) its educational value, appropriateness.

(2) scientific value, information imparted,

and (3) artistic value, its beauty.

Our Film

Our film shows examples of

:

a) three common technics employed in

graphic art, (1) line, (2) tone, (3) color.

b) three types of practical medical illus-

trations, (1) schematic, (2) realistic, (3)

idealistic.

c) animation, the combination of graphic

art and motion photography of, (1) several

common heart sounds indicating fetal pre-

sentation (Fig. 1), (2) normal L.O.A. de-

livery (Fig. 2 and 3).

Fig. 1 Fig. 2 Fig. 3

ANIMATION
Fig. 1—Heart sounds indicating L.O.A. fetal

presentation.

Figs. 2 and 3—Normal L.O.A. delivery.
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THE VALUE OF THE HORMONE TEST (ASCHHEIM-ZONDEK TEST
MODIFIED) FOR PREGNANCY— IN GYNECOLOGY*

Wm. T. Black, M.D., F.A.C.S., Associate Professor of Gynecology, University of Ten-
nessee, Memphis

T
HERE has not been presented a more
valuable laboratory test to the gyne-

cologist, the obstetrician, or the in-

ternest than the sex hormone test for preg-

nancy. A vast amount of literature from
all parts of the world has appeared since

Aschheim-Zondek suggested the use of the

hormone from the anterior-hypophysis to

diagnose pregnancy, in 1928. The Asch-

heim-Zondek test utilizes young mice—in-

jecting subcutaneously the urine of preg-

nant women, which contains a large amount
of the hormone from the anterior pituitary

gland. This hormone is also found abun-

dantly in the blood and saliva during preg-

nancy.

Mathieu and McKenzie make use of fe-

male rats, while Brouha suggested the use

of male rats. Davis and Ferrill use the

female rat about 25 or 30 days of age. Im-

mature male rats may also be used, which

will produce changes in the seminal vesicles,

prostate and vas diferens. Davis and

Ferrill inject the urine into the peritoneal

cavity. Schneider and Siddall use the blood

serum of pregnant women in making the

test. Many observers, including Allen &
Dorsey, Evans & Long, Weisner, Frank,

Smith and Engle, Corner, Friedman and

others have contributed valuable informa-

tion upon the hypophyseal hormone.

Friedman’s modification of the Aschheim-

Zondek test is the most commonly used, and

the one which has been used by those mak-
ing the test for the writer. Friedman uses

the young, isolated, female virgin rabbit

in the place of mice and rats, as advocated

by Aschheim-Zondek, and others. He in-

jects the urine of pregnant women into the

veins of the rabbit. Schoeneck and other

workers claim that often a positive reaction

is obtained in 24 hours, but 48 hours is more
certain.

*Read before the West Tennessee Medical As-

sociation, Jackson, 1932.

The test is nearly 100 per cent perfect,

when properly performed, in making a

diagnosis of pregnancy. In 4,802 tests

thirty observers report only 1.07 per cent

failures. In 652 cases, not supposed to be
pregnant, there was a positive report of 1

per cent. A positive test can usually be
obtained in from two to three weeks after

pregnancy occurs. Therefore, a diagnosis
can be established long before one can be
made from a physical examination. In

differentiating pregnancy from other con-

ditions it is of paramount importance. Just
as long as there is alive attached chorionic

tissue, the test is positive. This fact en-

ables one to establish a cause for uterine

bleeding in abortion cases, also after a mis-
carriage and labor one can positively as-

sume the presence of the products of con-

ception, if the test is positive. If you have
a dead fetus, you will get a negative report

in a few days, which will aid you in de-

termining the death of the fetus.

In patients with indefinite pelvic tumors,
when difficult to differentiate, the Asch-
heim-Zondek test is of supreme importance.

The utilization of the test in diagnosing
tubal pregnancy and in differentiating rup-

tured tubal pregnancy of a few days dura-

tion from other pelvic masses is apparent.

In a hydatidifrom mole and in chorio-

epithelioma the test is of utmost impor-

tance. The test will assure you of the com-
plete removal of all products of conception

after operative measures have been insti-

tuted, when the report in post operative

cases is negative.

Much information has been obtained in

the study of the physiology of the anterior

hypophysis in the past four or five years.

Its value here in contributing its hormone
to the blood stream and urine, saliva, etc.

in pregnant women, making possible the

test for pregnancy is only a meager func-

tion it performs. The anterior pituitary
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body is pinkish gray in color and soft in

consistency and is connected with the pos-

terior pituitary by the pars intermedia. It

is located in the sella turcica and communi-

cates with the brain through the infundi-

bulum. It is composed mostly of eosino-

philic, basophilic, and chromophobe cells.

It has five hormones, or at least, hormones

which act in five different ways. It has

long been known that during pregnancy

the chromophobe cells change and take on

the characteristics of new cells (pregnancy

cells). Knowledge of the hypophyseal har-

mones helping to regulate metabolism and

the somatic cells causing growth, especially

of the skeleton has also long been known.

It is a true sex hormone, that is, it stimu-

lates the ovarian hormones to cause growth

of the generative organs. It produces es-

trus in spayed animals.

Prolon A. (Rho I Weisner) acts upon

oestrin of the follicular system of the ovary

and prolon B. (Rho II) acts upon the

progestin of the corpus luteum. It there-

fore helps to regulate menstruation, as well

as the secondary sexual characteristics. The
fact that folliculin and progestin are in

some ways antagonistic to each other rather

convinces one that the hormones from the

anterior lobe of the pituitary are separate

hormones. The fifth hypophyseal hormone
acts upon the breasts.

Due to the fact that you have a hypertro-

phy of the basophilic cells after castration

it is rather convincing proof that the hor-

mone of these cells is the chief regulator

of the ovaries. It is thought by some that

the eosinophilic cells have more to do with

the metabolism. As before stated it has

never been conclusively proven whether

there is but one hormone which regulates

the follicular and corpus luteum systems

or whether the same hormone acts upon

these bodies and as they have different ef-

fects, the stimulation of each may activate

the physiology of both systems. The hor-

mone from the follicular system produces

an increase in flow and estrus and, accord-

ing to Novak and Montgomery, uterine con-

tractions ; while the hormone from the cor-

pus luteum prepares the endometrium for

the proper nidation of the fertilized ovum
and lessens the amount of flow, and is said

to antagonize the follicular system in other

ways. From the above enumerated facts

the anterior pituitary lobe is properly

classed as the regulator of the ovaries.

Below are reported a few cases demon-
strating the test:

Case 1. Mrs. B. was brought to the

Baptist Hospital on 4-3-32, with a history

of uterine bleeding for 7 weeks. Although
she had been sterile for several years of

her married life, her physician thought she

had had an abortion. The Aschheim-
Zondek test was advised in this case, but

due to expense and time, the test was not

made, but a diagnostic curetage was per-

formed. The laboratory reported that there

was nothing in the scrapings to account for

the bleeding. This patient had a retro-

verted, fixed uterus and a chronic pelvic in-

fection. No doubt the stimulation from this

chronic inflammation of the ovaries caused

the uterine bleeding. If the test had been

performed in this case, as advised, the diag-

nostic curetage for retained secundines

would not have been performed, as the test

would have been negative.

Case 2.—Mrs. B., 31 years of age. Mar-
ried. Entered Baptist Hospital on 2-26-32

for uterine bleeding. Stated that on Janu-

ary 17 she passed a fetus about three inches

long. She had continued to bleed from that

time until she entered the hospital. Pre-

vious menstrual history had been normal,

as well as the family history. Wassermann
was negative. Patient was running a

slight rise in temperature and an increase

in leukocytes. Sedimentation time was

slightly increased. The Aschheim-Zondek

test was negative. On 3-1-32, also 3-10-32.

On 3-1-32 a D. & C. by the house physician

was performed obtaining some small frag-

ments, which the pathologist reported as

glandular hyperplasia with a round cell in-

filtration. In two or three days the patient

commenced to bleed again and on 3-14 an-

other D. & C. was performed by the writer.

Soft hemorrhagic fragments were obtained

and the pathologist reported that there was

present a sub-mucous polyp. This patient
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evidently passed all of the products of con-

ception on 1-17. This was followed by a

low grade infection of the endometrium and

accompanying this was a uterine polyp,

which accounted for the uterine bleeding.

In this case the pathologist was able to show

that the tests were correct, although she had

recently passed a fetus.

Case 3.—Mrs. M. Had an abortion in

December, 1931. Entered the hospital 1-8-

32 for uterine bleeding. Very anemic. Af-

ter blood transfusions and building the

patient up, a D. & C. was performed on

1-18. Pathologist’s report showed degener-

ated products of conception. She continued

to have some uterine bleeding for a few

days, and on 1-22 four days after the D. &
C. was done the Aschheim-Zondek test was
reported negative. Due to the negative test

she was left alone and made an uninterrupt-

ed recovery in a few days.

Case 4.—Mrs. R., 27 years of age. En-

tered hospital on 2-5-32. Had been sterile

for four years of married life. Suffered a

great deal with dysmennorrhea, leukorrhea,

and menorrhagia with clots for the past

month. Her abdomen had enlarged, as well

as her breasts, having an unusual heavy

feeling in the pelvis. She had had quite

an increase in flow and large clots were

passed for ten days. An abortion was sus-

picioned. Aschheim-Zondek test was nega-

tive. Patient was operated upon and she

had a uterine adeno-myoma. We did not

feel safe, in the presence of this history,

to operate until the negative test was re-

ported.

Case 5.—Mrs. M., 50 years of age.

Mother of 13 children. Entered hospital in

March with the following history. For the

past year frequently missing her periods

for two or three months at a time. Had
missed two months upon entering the hos-

pital. Pelvic examination revealed a com-

plete laceration of perineum, a cystic de-

generation of the cervix and an enlarged

uterus about the size of a three month’s

pregnancy. Felt much like a myomatous
uterus. Aschheim-Zondek test was report-

ed positive. She was delivered of a hyda-

tidiform mole. No one would have sus-

picioned pregnancy in this case due to her

age. There were no other signs of preg-

nancy present, except enlargement of the

uterus. In a case of this kind the test will

prove of inestimable value.

Case 6.—Mrs. A., came to me for an

operation. She had never been pregnant,

but was overdue for about three weeks.

Due to amenorrhea, the Aschheim-Zondek

test was made and was negative. The
operation was then performed for retrover-

sion and chronic pelvic inflammation. The
negative test relieves one’s responsibility

much in such cases.

Case 7.—Mrs. G., presented herself for

an operation for a laceration of the cervix,

third degree retroversion, and chronic pel-

vic infection. Mother of one child few
years previously. Missed her period for six

weeks. She would often be delayed for

several days with her menstruation. For

fear of pregnancy an Aschheim-Zondek test

was made and the report was negative. A
repair and hysterectomy were performed.

The report was correct and assisted in mak-
ing a differential diagnosis.

Case 8.—Miss G., consulted me for dys-

menorrhea and amenorrhea. She stated

that she was often delayed from one week
to one month with her menstruation. She

had missed her period two weeks, but did

not suspicion pregnancy, except that she

felt differently in her breasts and had a

heaviness in her pelvis, and frequent uri-

nation. She had not had these symptoms
before. The Aschheim-Zondek test was
made and was reported positive. She later

had an abortion performed. This case was
confusing without the aid of this test.

Case 9.—Mrs. P., 20 years of age. En-

tered Baptist Hospital 1-21-32. One child,

3 years of age. Nine months before enter-

ing the hospital she passed a hydatidiform

mole, which was followed by uterine bleed-

ing. During the nine months before enter-

ing the hospital she had had five curet-

ments for uterine bleeding. Upon entrance

her blood count was 2,780,000 red cells,

13,900 leukocytes, 15 S. L., 85 polys, hemo-
globin 50 per cent, Sedimentation Time 15

minutes. Aschheim-Zondek test was made
and reported positive. A D. & C. was per-

formed on 2-4 after transfusions and other
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forms of treatment had been given. Pathol-

ogist’s report, frozen section, was the

presence of a chorioepithelioma. On 2-15

all pelvic organs were removed. Three

weeks later the test was positive. One
month later it was positive. This case will

be followed up with tests and X-ray exami-

nations for one year.

Case 10.—Ida J., entered Memphis Gen-

eral Hospital on 9-10-31. Colored female.

One child, age 4 years. Menstrual history

normal. Gave history of not missing her

period. The date menstruation was due she

lifted a tub and had a sudden right sided

abdominal pain. Commenced to bleed, be-

came very weak and had to go to bed. Con-

tinued to bleed and passed clots for two
weeks. Ran a temperature ranging from
100.5 to 103 . Blood count showed hemo-
globin 70 per cent, red cells 3,500,000, neu-

trophiles 80, whites 9,500, L. 20. Wasser-
mann 4 plus. Kahn 3 plus and Kline 1 plus.

Sedimentation time 9-11-32 18 min., 9-13

8 min., 9-20 10 min. Her urine showed
granular casts and a few pus cells. Pulse

was fast and weak. Patient was extremely

weak and had the appearance of a septic

condition. She was treated for a few days

believing that she had a pelvic inflamma-

tory mass. There was no definite history

of a ruptured tubal pregnancy. There was
none of the early symptoms of pregnancy
present. On 9-17 the Aschheim-Zondek

test was reported positive. On 9-21 opera-

tion revealed a ruptured tubal pregnancy.

This case demonstrates that the Aschheim-
Zondek test proves of inestimable value in

cases of ruptured tubal pregnancy that

have existed for a few days (if secundines

are still attached).

Case 11.—E. S., 20 years of age, white.

During August, 1931, was admitted to Gen-

eral Hospital for operation for a third de-

gree retroversion of the uterus. Patient

had missed period for one week. Aschheim-

Zondek test was reported positive. Patient

was discharged. She returned in two weeks

having had a criminal abortion performed.

Pregnancy not suspicioned from physical

signs or the history. Test prevented an

operation in early pregnancy.

Case 12.— E. S., age 16 years, white.

Admitted to General Hospital, July, 31. A
Juvenile Court Case. Was admitted for

examination for suspected pregnancy.

Aschheim-Zondek test was reported nega-

tive. In a few weeks she was again ad-

mitted and was still lacking the signs of

pregnancy. Another negative Aschheim-

Zondek test was reported. This case sug-

gests the value of the test where legal ques-

tions might arise.

These cases and many more attest to the

value of Friedman’s modification of the

Aschheim-Zondek test in Gynecology.
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HYDATIDIFORM DISEASE, WITH SPECIAL REFERENCE TO
ECHINOCOCCUS CYST OF LIVER*

C. M. Miller, M.D., Nashville

E
CHINOCOCCUS or hydatid disease,

the term applied to infestation with

the larval stage of the tapeworm
echinococcus granulosus, is of parasitic ori-

gin. As a clinical entity it has been known
since ancient times, and has been described

by medical writers from the time of Hip-

pocrates. Goeze, in 1782, first used the

term hydatid because of the resemblance of

the characteristic vesicles of the disease to

little bladders. Rudolphi, in 1801, first used

the term echinococcus in his descriptions.

He was also the first to discover the adult

worm in the intestine of the dog, although

he did not at that time consider it a sepa-

rate species.

In the middle of the nineteenth century

we find great advances in our knowledge of

the parasite. Van Beneden, in 1850, recog-

nized as a distinct species the adult tape-

worms recovered from the intestines of

dogs. Two years later von Siebold fed dogs

with cysts from cattle, and in a few weeks

recovered adult worms from the villi of

their intestines. The work of Kuchenmeis-

ter followed (1855) ,
and then that of Leuck-

art, who gave the earliest comprehensive

description of the life cycle of the hydatid

parasite (1886). Virchow, in 1855, recog-

nized as echinococcus an infection of the

liver which had previously been called col-

loid cancer, and, in 1883, he raised the ques-

tion of unity of species which has furnished

not a little of the driving force behind much

of the investigation that has since been car-

ried out. Our present knowledge, particu-

larly of the hydatid stage of the life cycle

of the parasite, comes chiefly from the com-

paratively recent work of Deve in France,

and of Dew and his associates in Australia.

*Read before the Nashville Academy of Medi-

cine and Davidson County Medical Society, Nash-

ville, December 13, 1932.

The Parasite, Its Distribution and
Life Cycle

The echinococcus granulosus in its adult

form occurs in the upper part of the intes-

tine of the dog. The larval condition oc-

curs in man and some of the lower animals.

The mature worm is about 2.5 to 6 mm in

length and consists of four segments. The
head, which constitutes the first, is pro-

vided with four suckers and a rostellum,

bearing two to four dozen hooklets in a

double row. The second segment is about

the breadth of the head, but somewhat
shorter. The third is considerably larger

than the first two, and the fourth is the

largest of all, constituting about one-half

to two-thirds of the entire worm. This last

segment is fertile and may become tremen-

dously distended with ova. Either before

or after its separation from the worm this

segment ruptures and dicharges hundreds

of eggs into the intestinal stream, which are

mixed with the fecal material and later

passed out. The eggs are oval, from thirty

to thirty-six microns in diameter, and the

shell is rather thinner than the eggs of

other tapeworms. Any herbivorous or om-

nivorous mammal, including man, may
serve as an intermediate host. Among
these are cattle, sheep, pigs, horses, goats,

monkeys, rabbits and squirrels. Occasion-

ally the dog may serve as both primary and

intermediate host. Probably the most com-

mon of the secondary hosts are the domes-

tic animals (cattle, sheep, pigs, goats), of

which the sheep seems to consitute the op-

timum host. In those countries where

large wool-growing regions exist invariably

are found the endemic centers of hydatid

infection. Such countries are Iceland, Aus-

tralia, New Zealand, the Argentine and

Uruguay, portions of Central Europe, Si-

beria and Mongolia, Algiers and South Af-

rica.
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The eggs, thrown off through the intesti-

nal tract of the dog, may be deposited on

vegetables, grass or in water. Some have

suggested that the ova may reach their sec-

ondary host by means of the dust-blown

route. The involvement of the intermediate

host occurs probably less frequently through

water than was once supposed, since the

specific gravity of the eggs carries them to

the bottom. By far the most frequent

method by which man incurs the infection

is through having the diseased dog lick his

hands or face or eating from dishes from

which dogs have eaten. By whatever means

transmitted, the high incidence of human
infestation calls for three coexistent fac-

tors: an extensive sheep-raising district,

the presence of a large dog population

which has access to the offal of dead or

slaughtered animals, and a standard of liv-

ing and sanitation that permits of a close

association between these dogs and human

beings.

In Iceland, a country where ewes, lambs

and dogs often live in close contact in the

same unsanitary huts with their owners,

fourteen per cent of the death rate in 1917

was due to the hydatid cyst. In many of

the countries where the hydatid disease

abounds, public health measures have great-

ly reduced the death rate during recent

years. Australia is an example of this, for

here during the past twenty years the num-
ber of cases has been reduced three thou-

sand. In Uruguay and Argentine, two of

the wool-growing countries of South Amer-
ica, the disease has reached alarming pro-

portions. In 1922, an entire week of the

Second National Congress of Medicine at

Buenos Aires was devoted to consideration

of the echinococcus alone. It has been

pointed out that in these countries the high

incidence is due to large numbers of sheep-

dogs with the sheep herds, ignorant native

peasants, and a dangerous water supply.

North America is the one great grazing re-

gion of the world which seems so far to

have escaped the epidemic. It has been sug-

gested that this fact is due to the practice

of killing any dog which eats sheep meat.

Out of 334 cases reported in North America

up to the year 1921, ninety-one per cent

were imported.

The ovum of the parasite, by whatever

means transmitted, invades the human or

other secondary host through the alimen-

tary tract. Once in the stomach of the in-

termediate host, the digestive juices destroy

the chitinous envelope and the hexacanth

embryo is set free. It attaches itself by its

hooklets to the stomach or duodenal wall

and actively burrows its way into the mu-

cosa, through which it passes into one of

the radicles of the portal vein, by which it

is carried to the liver of the host. In most

cases when infestation occurs the embryo

is lodged in some part of the liver, where

the great majority of hydatid cysts are

found. If it passes the liver and reaches

the heart, it is likely to be arrested in the

lung, which is the next most frequent site.

The embryo, when it reaches the liver, or

any other site, may be destroyed by the tis-

sues, which form “antibodies” to it, as is

indicated by the serum reactions of infested

patients.

In many cases cystic growth may cease

when the parasite dies. When this occurs,

inspissiation of the liquid will take place,

and it may eventually disappear or be con-

verted into a thick, whitish material. Event-

ually, calcification of the wall of the cyst,

and, to a certain extent, of its contents,

takes place. If it survives and reaches ma-

turity, it developes into the fluid-containing

cyst. This is formed of two layers, ectocyst

and endocyst, and is surrounded by a fibrous

pericyst, the adventitia, formed by the tis-

sues of the host. The endocyst, or germinal

layer, produces numerous “brood capsules,”

which ultimately become small vesicles,

which float inside the cyst, attached to its

wall by a fine pedicle. Within the brood

capsule the scoleces develop, and are finally

attached each by a small pedicle to the in-

ner surface of the brood capsule, and so

float inside it. The scolex is a minute oval

body just visible to the naked eye; it con-

tains invaginated the row of hooklets and

the suckers which form the head of the

fully developed worm. If the cyst is in-

gested by a dog, the scoleces evaginate and
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become attached to the small intestine of

the definitive host, and develop into the

complete worms of four segments.

The hydatid cyst often contains “daugh-

ter cysts/’ Dew suggests that if during the

life of the intermediate host the endocyst

or germinal layer of the cyst is injured or

its vitality otherwise threatened, “daugh-

ter cysts” are formed within the mother
cyst, inside which the development of brood

capsules and scoleces proceeds. The only

limit to the size of a cyst appears to be the

capacity of the host to contain it. Barnett

has reported a “colossal hydatid cyst” of

the abdomen, from which he evacuated and

measured eleven gallons of hydatid material

besides what overflowed into dressings and

was lost. If a cyst is ruptured within the

body, accessory cysts are likely to develop

wherever the fluid penetrates and carries

living scoleces; consequently, if an hydatid

of the liver is ruptured, metastasis through-

out the peritoneal cavity is not infrequent

;

this is called “secondary echinococcosis.”

This may occur as a surgical disaster if a

cyst is unexpectedly disclosed at operation.

If the cyst happens to be dead, it is sterile,

and no metastasis occurs; that, however, is

a fortunate accident.

Diagnosis

Diagnosis which is extremely difficult

may, on the other hand, be almost self-evi-

dent. The past history is of great impor-

tance. Careful inquiry should be made
about the patient’s home, his habits and

travels. The presence of pets or watch-

dogs in the family compound, close associ-

ation with sheep, goats, or other domestic

animals, habits of eating uncooked meat or

vegetables, the presence of a similar dis-

ease in the family or neighborhood, resi-

dence or travel in the wool-growing prov-

inces of the Northwest or in Mongolia, are

all of importance in providing a clue or in

furnishing corrobarative evidence for the

diagnosis. The presence of a long-stand-

ing, slowly growing, non-tender, non-com-

pressible, smooth, round, tensely fluctuant

tumor, flat to percussion and without symp-

toms other than those referable to its size,

should always raise the suspicion of an
hydatid cyst. Particularly is this true if

the mass is intimately connected with the

liver or if it is possible to elicit the rarely

demonstrable hydatid thrill. The blood pic-

ture may be helpful if an eosinophilia is

present, although, as already mentioned,

this finding is neither common nor conclu-

sive. There is rarely an anemia; in fact,

in contradistinction to the condition of pa-

tients with malignant tumors, hydatid in-

fections characteristically leave their hosts

in good nutrition. The diagnosis of echino-

coccus cysts of the liver which are not

giving pressure symptoms are most fre-

quently made by means of X-ray. Calca-

rious deposits in the wall of the cyst are

opaque to the Roentgen ray. Other recent

methods for diagnosis of the hydatid infec-

tion consist of the complement fixation test,

whose values have been stated to run from

eighty to ninety-five per cent positive. The
intradermal test, in which fluid is used

from the cyst, runs a very high positive re-

action. As can readily be seen, any of the

above methods for diagnosis are fallible,

but the diagnosis of this disease can be ren-

dered absolutely certain by the demonstra-

tions of hydatid material derived from the

patient when this can be obtained. One

hooklet or one fragment of laminated ecto-

cyst is pathognomonic, and their discovery

in material evacuated by a patient is of the

same diagnostic value as is the demonstra-

tion of tubercle baccilli in the sputum from

a case of pulmonary tuberculosis.

The case which we are to present illus-

trates quite beautifully some of the patho-

logical pictures which we have just given.

E. D. W., age 37, was seen with a history

of having had a loss of weight of forty

pounds over a period of ten years. He com-

plained of having certain foods disagree

with him and of having gas on his stomach.

In going over this man’s history it was

rather interesting to note that he had trav-

eled extensively and had come in close con-

tact with dogs in both Oklahoma and Nor-

way, two places where the echinococcus is

found. The patient had passed blood by

bowel several times in rather large quanti-
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ties, but examination showed that the blood

very probably was coming from hemor-

rhoids. X-ray examination was made of

the stomach and intestinal tract, which
proved to be negative. There was, however,

a mass, which was opaque to X-ray, discov-

ered in the region of the gall bladder.

The report of the roentgenologist was as

follows: Meal enters without obstruction.

The stomach is slightly low in position and
somewhat dilated, but smooth in outline.

The duodenal bulb fills regularly. There is

a large, irregular, partially calcified area in

the gall bladder region which we believe is

a calcified gall bladder, or possibly a large

solitary gallstone. Echinococcus cannot be

ruled out. Diagnosis : Cholecystitis and
possible cholelithiasis. A barium enema
was given, which filled the entire colon

without obstruction. There was some spas-

ticity of the descending colon and sigmoid.

The stomach showed no retention at the end

of five hours. At twenty-four hours most
of the meal had passed out of the colon.

The colon was spastic.

A gall-bladder visualization was not done.

Patient was prepared for operation and ab-

domen was opened. Gall bladder was found
to be normal. On the anterior surface of

the liver, approximately two inches above

the tip of the gall bladder, a slightly ele-

vated mass was felt. Incision was extended

upward, and the cyst was brought into

view. It was yellow and semed to be sharp-

ly circumscribed. Removal was very easy,

and the wound in the liver was approxi-

mated with a few stay-sutures. Hemor-
rhage was rather easily controlled with nar-

row gauze. This particular type of cyst

was the older inspissated variety, contain-

ing a “putty”-like material, which was

loaded with hooklets and some scoleces.

Patient made an uneventful recovery and

left the hospital in three weeks.

Treatment

Many different methods of treatment for

this disease have been attempted. Along

the medical line have been such drugs as

arsenic, mercury, iodides, and antimony

compounds. These have been given by

many routes, but all results have been very

disappointing. It is thought that the dense,

fibrous adventitia may constitute a barrier,

and the amorphous hyaline cuticle probably

is insufficiently impermeable to the mole-

cules of the drug to prevent any appreciable

toxic action upon the actual cells of the par-

asite. Puncture of the cyst with injection

of drugs has been thought to have cured a

small percentage of cases. This, however,

has been due very probably to the leakage of

fluid from the cyst, which was sterile.

Puncture of the cyst is a dangerous pro-

cedure, because, as has been pointed out

previously, “secondary echinococcosis” may
be produced through leakage. Each indi-

vidual case of hydatid cyst presents its own
surgical problems, but the only satisfactory

method of treatment is complete extirpa-

tion, the adventitia being excised along with

the actual cyst.
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CHILDHOOD TUBERCULOSIS*

W. L. Rucks, M.D., Memphis

C
HILDHOOD tuberculosis is the name
adopted to describe the diffuse or

nodular lesions in the lungs and as-

sociated traccheo-bronchial lymph glands

that result from a first infection of the pul-

monary tissues with tubercle bacilli. This

term is used in preference to juvenile, in-

fantile or hilum tuberculosis.

Mode of Infections

In children there are two paths of infec-

tion primarily:

By inhalation.

By ingestion.

Ghon’s work on primary lung infection

has been confirmed repeatedly and demon-
strated in post mortem work.

This primary infection does not neces-

sarily attack one particular part of the lung

tissue, but more commonly attacks several

areas. In consequence of a direct exposure

the child inhales a certain number of tuber-

cle bacilli, some of which lodge in the lung

tissue, setting up the primary lesion.

Slide 1—2.

Because of the rich supply of bronchial

glands this infection is rapidly carried

along this chain to the peribronchial

glands at the base of the lungs where these

glands first become inflamed, then there

is a central caseation and calcification.

Following the healing of the primary

lung infection there is usually left a few
bronchial glands which early do not cast

a shadow but later undergo a calcification

and are spoken of as Ghon’s Tubercle.

These glands may appear in any part of

the lung.

Slide 3.

There are cases in which the infiltrative

process is not absorbed and then spread

throughout the lung, resulting in general-

ized tuberculosis.

*Read before the Tennessee State Medical As-

sociation, Memphis, April 12, 13, 14, 1932.

It has been thought for a long time that

bovine type of tuberculosis was not respon-

sible for any of the severe thoracic or men-
ingeal types of tuberculosis.

Bovine bacilli enter the body through the

intestinal tract due to the ingestion of con-

taminated food or fluid.

Workers in the field of tuberculosis now
believe that this is not true and say that

when the organism is carried into lymph

glands of the mesentery that in their jour-

ney through these glands their morpholog-

ical characteristics are so changed that it

is impossible to differentiate them from the

human type. It is also stated that these

organisms are carried by the blood stream

to the peribronchial glands.

Slide 4.

Incidence

Open pulmonary tuberculosis in school

children is rare. It being shown by the

French that in the examination of 2910

children there were only 25 children under

the age of 15 years who eliminated the

bacilli from the lung while 50 suffered from

tuberculosis of the bone.

Smith of New York has shown that there

is a much lower incidence in this country

as compared with European countries.

The curve as shown in his chart shows

that the incidence is about the same in

American cities of the same size.

DIAGNOSIS
The diagnosis depends upon

:

History.

Symptoms.
Physical Findings.

Tuberculin Test.

X-Ray evidence.

History is of extreme importance to de-

termine the type of contact, length of ex-

posure or the type of food that the child

has been eating.

There are many children who never show

any of the symptoms of tuberculosis

though have a progressive lesion.
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Children who show such symptoms as

loss of weight, loss of appetite, easily fa-

tigued, cough, rise of temperature in the

afternoon are cases to be considered sus-

picious of being infected.

It must be remembered though that

children having one or more of these symp-

toms are not tubercular nor should they

be placed in the so-called group of pre-

tuberculars.

The definite positive diagnosis of tuber-

culosis in children is extremely difficult. I

am of the belief that a snap diagnosis, the

placing of a stigma on any child unless you

are absolutely positive places the man that

does such a thing in the same classification

as the lowest type of medical quack.

Tuberculin Test

Mantoux test has superceded the Von
Pirquet because of the advantage that a

known amount of old tuberculin can be in-

jected.

We have found that a 1-1000 solution of

old tuberculin in normal saline is the best

solution to be used.

The injection is made into the skin as

superficial as possible. 1-10 cc of this solu-

tion is injected. A localized reaction will

appear within twenty-four to forty-eight

hours by an infiltration and an associated

hyperemia. This reaction usually lasts

about a week and is followed by a scaling of

the skin over the tested area.

The question arises as to “what value are

these reactions in helping diagnose tuber-

culosis?’*

A positive reaction to tuberculin always

means that there is an infection with tuber-

cle bacilli but does not necessarily indicate

that the disease is active.

Repeated negative reactions where the

dilution of 1-100 and 1-10 is used is proof

that there is not a focus of tuberculosis in

that particular child’s body. Children un-

der two years of age are negative as a rule

and when a positive reaction is obtained

can usually be interpreted to mean that

there is an active lesion present.

This test is 90 per cent reliable, from two

years to puberty provided the material used

is potent and carried down to dilutions of

1 to 10.

Even with this cases should be watched

before a definite decision is given because

it must be remembered the sinuses, throat

infections and allergy complicate the pic-

ture so many times.

Slide 5.

Epituberculosis

Up until 1920 children under three years

of age showing consolidation both on physi-

cal and X-Ray examination with an asso-

ciated positive tuberculin reaction, were

thought to be developing adult lesions. This

has been found to be incorrect.

The physical finding and general health

of the child do not agree. Epituberculosis

is now considered to be a specific infiltration

of a lung area due to an allergic reaction.

The onset is usually following an injection

of tuberculin. Whether the infiltrate in

itself is histologically a tubercular process

or consists of non-specific inflammatory

elements or whether it is an alelectatic

process is still an open question but must

be considered as a physical expression of

allergy.

X-Ray. With the improvement in the

technique valuable information can be

placed at our disposal. It must be remem-
bered though that all X-Ray interpretations

must be weighed with clinical findings.

The average flat plate is not satisfactory in

these cases. The technique found most

satisfactory is the stereoscopic picture

taken at a distance of 5 feet.

TREATMENT
Preventative

B. C. G. I merely mention this because

there are some men who advocate its use

while others condemn it. From the knowl-

edge of its use at present I am of the opin-

ion that it has not reached the stage of per-

fection that I would feel justified in using

it in private practice.

Specific

There is no specific treatment for tuber-

culosis. Such assistance as we can give
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nature by hygienic and dietetic support is

the only way we have at the present time.

The French claim that there is a de-

ficiency of calcium in tuberculosis which
is accepted partially. Granting that there

is a decrease in calcium of the blood, it

must be remembered that the average diet

contains more than enough calcium for the

body needs. It also must be remembered
that the blood cannot be considered an

accurate criterion of the state of the tissue

but merely a supply and drainage system

which carries material to be utilized and

eliminated.

The problem relative to calcium therapy

that faces us at the present time is

:

1. How to make the blood absorb.

2. Then distribute.

3. Then fix it in the tissue so that it will

remain.

Handling of cases in private practice is

more difficult than institutional work.

Climate is of relatively minor importance

so long as the air is not polluted with dust

and smoke. Fresh air both night and day

is essential.

An absolute dogmatic schedule must be

followed. Clean living and sanitation are

essential.

Wherever there is an increase above

normal in a child’s pulse or temperature

absolute rest in bed away from the entire

family is necessary. These cases are not

allowed to exert themselves at all.

Diet

The same basic rules as used in infant

feeding viz

:

Clean food.

Food properly prepared.

Free from harmful bacteria.

Food that is digestible.

Foods containing the proper elements.

Mineral salts and vitamines.

An abundance of fruit, moderate amount

of carbohydrates.

We are of the belief that the use of milk

in preference to other foods is wrong and

that the child will do better on not more
than two glasses daily.

Prescribing unnecessary drugs should be

avoided.

Ultra Violet radiation is harmful in ac-

tive cases of tuberculosis where the disease

has progressed to cavity formation.

CONCLUSIONS
1. Childhood tuberculosis is a primary

infection.

2. Education of the public is of 'para-

mount importance.

3. Mantoux intradermal tuberculin test

is 90 per cent positive in diagnostic work.

4. Tuberculin should not be used in the

treatment of childhood tuberculosis.

5. Blood chemistry is not a positive find-

ing as to the exact condition of the tissues.

Discussion
DR. JOE T. SMITH (Knoxville) : I should like

to state at the outset that I enjoyed Dr. Ruck’s

paper very much. It is a very practical paper and
something from which we will all be able to get

something usable.

Since it is a proven fact that all of us, practi-

cally, who reach adult life, at some time or other

have had a tubercular infection similar in some
degree to those described by Dr. Rucks, the im-

portance of this question, it seems to me, is readily

understood. It also demonstrates to us the fact that

those of us who see children are probably every

day or every week overlooking cases of some de-

gree of tubercular infection. However, these symp-

tomless, undiagnosed infections seem to be a bless-

ing in disguise, since it is by this means that our

adult immunity is obtained. This fact also would

seem to emphasize the importance of periodic

health examinations in children to detect these

lesions early, if present, and more important to so

regulate the lives of these children that when the

inevitable infection does occur, that their resistance

will be such that symptoms will not take place.

Dr. Rucks has presented to us a concise and

usable discussion on the mode of infection, inci-

dence, diagnosis and treatment of childhood tu-

berculosis. I think I should only muddy the water

should I attempt to elaborate upon any of these

topics. The selection of this subject by Dr. Rucks

is very apropos at this particular time, since April

is the month set aside by the National Tubercu-

losis Association for an educational campaign

against tuberculosis.

The essayist very properly stressed the value of

public-health education along these lines. It is im-

portant, in my opinion, from the standpoint of

preventive medicine, that physicians co-operate

with such organizations as the National Tubercu-

losis Association, whose object is the prevention of

disease, in order that they may be properly ad-

vised medically. In my opinion, the educational
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or preventive aspect of the tuberculosis problem is

of vital importance, as Dr. Rucks has properly im-

pressed upon us. If and when we reach the state

of perfection where by the general application of

our present knowledge with reference to the pre-

vention of tuberculosis is applied, we will have lit-

tle use for methods of diagnosis and treatment of

this disease, which at present kills more people

between the ages of eighteen and thirty than any

other disease.

In closing, I believe it would be well to keep in

mind the oft-repeated phrase that every case of

tuberculosis comes from another case, and that

when we make a definite diagnosis of childhood

tuberculosis, we are immediately confronted with

the problem of finding the other case. In looking

over our case histories of fifteen cases of tubercu-

lar meningitis which we have been unfortunate

enough to see in private practice in the past few

years, we were able to find the focus of infection

in each case. In four instances the offending par-

ent or servant was found to have an open case of

tuberculosis which had not been diagnosed or seri-

ously suspected prior to our referring them to an

internist for examination.

Dr. Rucks has expressed my opinion with refer-

ence to B.C.G. as an immunizing agent. Theoret-

ically, it is ideal, but I feel, with Dr. Rucks, that

it has not reached that stage in safety which

would warrant its general use in private practice.

Again I would like to express my appreciation

to Dr. Rucks for the privilege of having heard this

excellent paper.

DR. J. A. PRICE (Memphis) : This subject of

childhood tuberculosis at this particular time is

most important, I think. A few years ago, in the

memory of all of you, there were very few doctors

who dared to make a diagnosis of tuberculosis for

fear of the effect it was going to have, the stigma

it put on adults, much less children. I am afraid

that our pendulum is swinging too far the other

way and that tuberculosis has gotten to be a pop-

ular diagnosis. There is nothing that is certain

in medicine, and I know of nothing that is less

certain than a positive diagnosis of childhood tu-

berculosis as being responsible for the symptoms
observed. None of the methods we have of making
a diagnosis of childhood tuberculosis is positive,

not one. I don’t think there is a man living who
can take the stethoscope and make a diagnosis of

childhood tuberculosis with any degree of certainty

whatever. There are no physical findings that you

can tie to. Our skin test upon which we rely so

much when it is positive—what does it mean? It

merely means that that child is infected and a

host of living tubercle bacilli and is not necessarily

a clinical case of tuberculosis.

The next question arises: What is a positive

skin test? Every red spot that we get from an

injection of tuberculin into the skin of a child is

not a positive reaction. No man is warranted in

making a diagnosis of a positive skin reaction

without a definite edema. The protein reaction

will irritate the skin and make it red. There is

some question being raised at the present time

as to whether an edema without the small blebs

on the top of it is definite. A small edematous

area, with a few of the little blebs on top of it, is

considered at the present time by the men who are

doing work along this line as being the most posi-

tive.

If we have a positive skin test, the child is in-

fected; that is granted; the child has symptoms
that may or may not be coming from tuberculosis.

Our next best and most substantial method is the

X-ray, and there are X-rays and X-rays. Many of

the X-rays that are made are absolutely worthless.

A flat plate that is not made with extreme care

and at the proper distance is worse than nothing;

you get a distorted view of the entire chest find-

ings of this particular child. Flat plates, to my
mind, are no good, because we can take a flat plate

that looks terrible and get a stereoscopic plate of

the same child and clear out many of the shadows

that are so disturbing when you see the flat plate.

Your stereoscopic plates made properly bring out

widening of the hilus, thickening and enlargement

of the glands in the peribronchial tissue. But is

that tuberculosis? That is what wre are up

against. There are many things that will give you

identically the same chest findings in the child as

tuberculosis.

Then the question arises: How are we going to

draw our conclusions? Again I think our diagno-

sis of tuberculosis being responsible for symptoms

in childhood tuberculosis is most unreliable, and I

don’t believe that any man, regardless of who he is,

is warranted in making a definite diagnosis of tu-

berculosis without a long period of observation,

eliminating every other possible cause of the en-

largement of the hilus glands and the peribron-

chial tissue glands. In spite of the fact that you

have a definite infection as shown by the Mantoux

test, I think we can frequently find that we have a

tuberculous infection superimposed upon that, or a

respiratory or secondary infection, or some acute

respiratory condition that may for a time light up

the old infection; but when the child has been

watched sufficiently and treated sufficiently for the

secondary infection, probably as far as the old tu-

berculous infection is concerned, the tuberculosis

will quiet down and the child has not a clinical case

of tuberculosis at all.

DR. HORTON CASPARIS (Nashville): You
have just heard how difficult the diagnosis is. Of

course, as we know, there are no pathognomonic

symptoms or signs. If a child has a tuberculous

infection, and even though he develops active dis-

ease, our means of determining just when that

starts are so crude, really, that it is pretty hard

to say just when a child has symptoms from his
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tuberculous infection and when he hasn’t symp-

toms.

There are two phases of this. There is the care

of children that have symptoms; then there is a

phase of tuberculosis control work where you do

tuberculin tests and find children with positive

tuberculin tests, and the question comes up as to

what to do with them. If they are undernourished

or if they have any symptoms which may be tuber-

culosis, they must be taken care of some way or an-

other. We are going to find a lot of those, and they

are going to be in the hands of people who may
not be as well trained as others to try to make a

diagnosis. If one carefully explains to those peo-

ple that this positive tuberculin test merely means
an infection and that it is difficult to say whether

or not those symptoms are coming from the tuber-

culosis, but they are symptoms just the same, and

if one stresses the point that that child has got

to be kept in good condition, he has got to get over

these symptoms if he is going to get along all

right, and that with this infection he has a rela-

tive degree of immunity, I don’t believe one will

scare them too much. I do think that the point

that has been made about actually diagnosing with-

out just foundation is bad, but it should be ex-

plained that this means a tuberculous infection

and that all you have got to do in most cases is

simply to maintain good general health in the child

and he will never have any trouble.

The other point that has been mentioned here

is that this child, if he has a positive tuberculin

test, because he is a child and has a more or less

limited cruising range, is often in intimate con-

tact with open disease, and through him you can

stop that repeated infection that is apt to take

place under such circumstances, and you can be

pretty sure that if he has not already developed

definite trouble, his chances of going along with-

out trouble are very good. Of course, having used

him to trace back the source of spread, you find

and take care of the source and have access to

other members of the family so that you can go

ahead and determine whether there is any trouble.

Very often children that they don’t bring to you

have more trouble than the one they do bring.

DR. W. L. RUCKS (closing) : I appreciate

ever so much the discussion of this paper, and am
awfully sorry that the chairman did not allow us

more time, for I feel that there are other men
present who would like to express themselves in

regard to this condition.

The definition of tuberculosis at the beginning

of my paper was that used by the Tuberculosis So-

ciety of America.

The incident curve was transposed, and due

credit is hereby given to Dr. Smith.

My reasons for presenting this paper were to

stimulate interest in a proper diagnosis, trying to

find children that have a definite focus in the body

and to try and impress every one that the fight is

not ended until all contacts have been examined,

and also to get at the beginning the person or per-

sons in the family who are spreading the infection.
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A CO-OPERATIVE VERSUS A FULL-TIME PAID HEALTH DEPART-
MENT, WITH A COMPARISON*

John S. Freeman, M.D., Springfield

I
N PRESENTING THIS PAPER it is

with no spirit of antagonism towards

any set of workers, nor to reflect any

discredit on the work of the State Depart-

ment of Health or to offer any panacea,

should it be found diseased; but more to

get before the doctors of Middle Tennessee

if possible, a more thorough realization of

where we are drifting; whether we shall

hold up the practice of medicine as physi-

cians in our own name or whether we shall

turn the work over to the states and become

hired workmen.
The old adage that “public health is pub-

lic wealth” cannot be discounted, neither

can it be denied that education and vacci-

nation have greatly reduced the prevalence

of many diseases. Time was when through

polluted drinking water, unsanitary and

poorly prepared food, many people suffered

from enteric diseases and each summer and

fall the doctor would reap a rich harvest

from the usual crop of sick babies. From
the annual typhoid crop many doctors’ sons

and daughters have gone to college. The
source of tuberculosis was rampant every-

where, an early diagnosis was unheard of,

and many bright little lives were sacrificed

to that dreadful plague—diphtheria.

We must concede that this is an era of

preventive medicine and the question that

confronts us today is who shall do the pre-

venting—shall the old, tried medical pro-

fession that has brought about the advance

in public health stay at the helm or shall it

give way to a politically lay controlled ma-
chine? If a health program is to be put on,

who is the better prepared to do it—the

fellow looking for a job, the magazine

writer, the social uplifter, or the hard-

headed studious doctor, and if it is to be put

on, just how much preventive work and

public health do we owe the public? I con-

tend that neither education nor health can

Read before the Middle Tennessee Medical As-

sociation, Columbia, November 11, 1932.

ever be put on the basis of infant feeding.

We know when a baby needs food to sus-

tain its body and if he refuses to take it,

we pour it down him, but we can never edu-
cate a man or make him healthy unless he
has some desire on his part for it, and there-
fore there is a limit to how much we are
to offer him. The first lesson in psychology
is that there must be a desire and if one
desires a thing, he will work for it. If a
man really wants a farm or a business he
doesn’t sit down and wait for some one to

bring it to him, but he goes to work and
buys it and pays for it. After the state

educates the public with regard to the im-
portance of good health, it is up to the pub-
lic to go to work and buy it, just as they
would any other public commodity And
beyond education in public health matters,
its duty is over. It is the opinion of many
good thinkers that the State Department
of Health should educate the public and
maintain a corps of trained workers to be
sent out by the public health service in cases

of sporadic epidemics, for consultation and
to co-operate- with the local medical profes-

sion and not to compete with them.

When I first thought of writing this

paper, I sent out one hundred questionnaire

letters, each one to a doctor selected from
the state roster, in each county of the state,

and then a few to my more intimate friends

and acquaintances, in which I asked what
seemed to me to be the most important

questions that affected the work of the

present department of health, relating to

the amount and character of work they were

doing, the effect it had on the general prac-

tice, the cost, whether they favored a modi-

fication, and the ultimate good that had been

accomplished by it. I received 91 replies

—

there were 23 who favored the continuance

of the work as it is now being carried on,

22 answered emphatically against the pres-

ent method, while 46 favored some form of

modification of the present system, which
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carries out the old idea that doctors do not

always agree.

It is generally conceded that the Health

Department owes and is duty bound to a

certain class—that of school children—but

before and after that age it is very ques-

tionable whether or not the state or the

county has any part at all except in special

cases. This was the intention of the work
at first because bringing large numbers of

school children together increased the

chances of contracting many communicable
diseases. Not being satisfied with the

school work, they extended their work to

the indigent, and from there to any one who
applied to them, regardless of whether or

not they were able to pay. In one instance

a private doctor was asked by the county

unit nurse how to give pertussis vaccine.

On his inquiry, it was learned that it was
the child of a lawyer who was at that time

a candidate for governor.

Advocates of the full-time health unit

secure work under the disguise of Good
Samaritans, they cry out from the housetops

a lot of sentimental stuff about the worthy
indigent, (and they include in that class,

people from the day laborer to the bank
president) and insist that these are entitled

to the medical care, and that it is the duty

of the Health Department to furnish it to

them free
;
yet you never hear one of them

making any howl about the state furnishing

them free legal or religious service.

Can the work ever be a success without

the co-operation of the medical profession

and the State Health Department and can

it be expected that there will be perfect

co-operation between the Health Depart-

ment and the private doctor as long as the

Health Departments are going to persist in

giving any and all vaccines and other treat-

ments to patients who are able to pay, and
so long as they accept and treat venereal

diseases regardless of whether they are

from another county or even another state?

If it is right that the Department of

Health should look after the indigent class,

would it not be the better part of wisdom
and diplomacy for indigents to first present

themselves to a private physician? After

he is convinced that they are indigent, let

him give the applicant a ticket, stating that

he is indigent and entitled to be treated by
those in charge of the public health, signed
by the physician to whom the application

was made. This could be easily brought
about, if the medical profession would or-

ganize and demand it.

One doctor, commenting on the subject in

answering his questionnaire said that “the

medical profession was in a hell of a mess.”
He said that the doctors are not organized

and the State Board of Health is. To my
mind he struck the keynote of the whole
situation. Every medical man discovers

sooner or later that the practice of medicine
has two sides: a greater scientific side and
a lesser, yet a very important, business side.

The same principles that are involved in

making a successful physician are invalu-

able in making a successful medical society.

And it seems to me that it would be the part

of wisdom if every county would so organize

its forces that they could carry out this

work all over this great state. Great

strides are being made in public health and
preventive medicine in some sections

through the full-time paid health units and
through co-operative health departments.

Personally I do not believe that any paid

health unit can ever create as much interest

in public health as can a co-operative health

department of a county, with co-operation

of the Board of Health and the medical

profession, with the profession always in

charge, working through the various lay

clubs. A co-operative health department

could be worked out in different counties

through the best medium in that particular

county. In my own county we have a co-

operative department of health that is built

up by a combination of the County Board of

Health and the greater part of the medical

profession, working through the home
demonstration clubs of the county. Now,
if health is not a home demonstration pro-

ject, I am at a loss to know just what it is.

In my county there are 35 home demonstra-

tion clubs. The County Home Agent acts

as our organizer. She organizes the clinics

for typhoid and diphtheria vaccine and for

the examination and inspection of school

children. She has a committee in each of

her clubs to do follow-up work. The medi-

cal profession divide their time and give
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their services free at these clinics. The

home agent distributes health literature

and teaches proper diet and preparation

r of food directly to the ones most interested

in health in the home and the community

—

the mothers.

The chairman of tuberculosis Christmas

seals, an experienced health worker, dis-

tributes health literature and gives lec-

tures to the pupils of most of the schools

in connection with seal sales.

I have advocated for years and still be-

lieve that the truth of scientific preventive

medicine as available today, properly taught

in our public schools, will eliminate more
diseases than all systems of state medicine

or board of health in existence or that ever

will be concocted.

Through these clubs we look after the

water supply of the school and that of

private homes, give inspection and examina-

tion to school children, and direct treat-

ment to tuberculous patients that are down-
right indigents. Through this combination

we have given typhoid vaccine to 6293 peo-

ple and diphtheria toxoid to 2454 children

between the ages of one and twelve years,

the first nine months of this year.

I believe we are giving the public the

fundamental principle of health and teach-

ing them how they may obtain it, and re-

tain it, and yet our hands are not tied, nor

do we have to carry out a lot of propa-

ganda that is set out by congress. I believe

that any reasonably intelligent county medi-

cal society that is organized and tries,

knows more and is able to give more to the

people of the county in which they reside,

than any set of paid workers sent out by
the State Department of Health. They have

to carry out the work outlined by the

Health Commissioner, because they are un-

der his supervision and could he do other-

wise? My answer is NO. His money partly

comes from some act of congress and the

plans for the work are set out in the bill

appropriating the money for this work.

Possibly one of the most meddlesome pieces

of legislation in this connection was the

Shepherd-Towner act passed by congress in

1921 and signed by President Harding, not-

withstanding the opposition of the medical

organization by almost unanimous vote.

this act being an offshoot of state medicine

that carried with it an appropriation of six

million dollars of the tax payers money for

the investigation of maternal and infant

mortality. And what has this act accom-
plished? Nothing other than a flood of

printed propaganda. There has been no
material decrease in mother or infant death

at birth, and no great addition to our knowl-
edge of the control of these accidents. The
real achievement of the Shepherd-Towner
act was to sow the seed of state medicine
and to win votes thru the “feminine appeal"
of the act to the newly enfranchised woman
of 1921 and to waste six million dollars.

If our State Department of Health and
some of the free hospitals are not practic-

ing state medicine, there is a very thin wall

between what they are practicing and state

medicine, and such an unsatisfactory state

of affairs cannot long exist. The practice of

medicine must be conducted on a more busi-

nesslike basis. Charity should be accorded
only to those who actually need it. Only
then it is a community obligation. The
township or the county should see to it that

its impecunious sick receive medical atten-

tion by its local physician, who should be

paid for this service out of the public funds
and not by any national or state controlled

clinic. A system that debases the doctor

and deprives him of his livelihood cannot

fail to redound to public disadvantage. For
if the practice of medicine is reduced to such

a levei as to fail to attract ambitious and
progressive young men, the health of the

community will eventually fall into the

hands of a very inferior type of physicians.

The medical profession, unlike any other

profession, has always been willing to do its

part of preventive medicine, and the per-

sonnel of the doctors has not changed as

they have indicated in their answers to my
questionnaire that they are still willing to

give a part of their time to public health

when it is carried on in a practical way.

But when the State Department and its al-

lies come in and advertise as they do and act

as competitors to us by making charity out

of a very considerable lot that are by no

means charity, I believe the profession will

not long stand for it. Not so long ago I

advised a woman whose husband had tuber-
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culosis and had gone to a sanitarium and

they were in good financial standing, that

she should be examined. Her reply was

that she would be as soon as the state clinic

came to this county.

On two occasions the state has tried to

force upon my county a full-time health

unit, against the opposition of the County

Board of Health and the medical society,

and for some reason they circulated among
the laymen and the members of the county

court the records of some counties with

health units, far remote from Robertson

County.

Now, I wish to make some comparisons

with Robertson and Montgomery counties,

which I think is fair, because these two

counties are very much alike, in many
ways—they are practically of the same

size, with little difference in population,

they grow the same crops, they have about

the same manufacturing industries and

have practically the same health conditions

to meet.

Working on a basis of ten years, Mont-

gomery county has had a full-time health

unit from 1920 to 1930 at an annual average

cost of $6,000.00. Robertson county has

had a co-operative health department.

Now, all the figures I give are from the

statistics of the State Department of

Health. I once had a friend who said so

far as he was concerned there were three

kinds of liars
—

“the ordinary liar, the damn
liar, and the statistician.” Now this is

without any reflection on these statistics,

for they are all that I have to judge from.

After Montgomery County had had a health

unit for ten years, and it looks like in ten

years time one might be able to discover

some good if there was any to come from it,

I selected from their morbidity report of

1930 a few of the communicable diseases

that are expected to be controllable, and

with that you may judge. During the year

of 1930 the two counties of Montgomery and
Robertson had reported as follows:

Disease Montgomery Robertson

Tuberculosis 25 35

Typhoid fever 19 9

Smallpox 12 0

Scarlet fever 26 13

Diphtheria 12 4

A check over from the report of vital

statistics of 1930 after Montgomery County
had had its health unit for 10 years, going
over each disease that had caused death,

where the?*e were more deaths from a cer-

tain disease in Montgomery than in Rob-
ertson, I gave Robertson a merit and when
there were more in Robertson than in Mont-
gomery, I gave Montgomery a merit. After
going through the entire list Montgomery
had 12 merits and Robertson 19. In 1920
Montgomery’s death rate was 12.9 and
Robertson’s death rate the same year was
11.7. In 1930 after ten years of health

unit work in Montgomery County, Mont-
gomery’s death rate was 12.6, or showing
only a reduction of .3 per thousand. And
in Robertson in 1930, with its co-operative

health work, its death rate was 10.4, which
shows a reduction of 1.3 per thousand, a

reduction of one point more than Mont-
gomery. Montgomery county spent prac-

tically $60,000.00 ;
while hard to estimate

we can safely say that Robertson County
was out not more than $15,000.00 in the ten

years and still having a greater improve-

ment in its death rate by over 300 per cent,

than in Montgomery, besides a saving of

$45,000.00.

In these days of depression and taxation

this is a matter for serious thought. Con-

tinuing further on a ten-years basis, the

state legislature of 1921 appropriated for

the State Department of Health $180,000.00

or $90,000.00 a year for two years work.

In 1931 an appropriation of $749,390.00 or

$378,685.00 a year for two years was made.*

In this ten years the appropriation has more
than quadrupled and unless there has been

vastly more improvement in the Health con-

dition over the state in proportion than has

been shown, the old adage “a fool and his

money are soon parted” is applicable to

the tax payers of Tennessee.

*According to Miscellaneous and General Ap-

propriation Bills, Regular Session Public Acts,

1931, the total appropriated for the biennium was

$746,790.00.

The first and second extra sessions of the same

Legislature, seeking to economize, passed the mis-

cellaneous and general appropriation bills in which

for the Department of Health an appropriation

was made amounting to $1,215,986.13—an increase

of nearly one-half million dollars.
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URINE TEST FOR PREGNANCY (Report of 200 Cases) *

Henry Litterer, M.D., F.A.S.C.P., Nashville

Principle

F
or the past several years
numerous laboratory methods for the

determination of early pregnancy

have been reported. Those embodying the

principle advanced by Aschheim and Zon-

dek, namely, that during pregnancy an ex-

cessive amount of anterior pituitary hor-

mone is excreted in the urine, are probably

the most practical and simplest in the hands
of workers who do not have a large stock

or colony of animals available. Another
popular biologic test to which the names
of Mazer and Hoffman are identified de-

pends upon the presence of female sex hor-

mone in the urine. This test appears to be

quite specific especially in cases of en-

docrine dysfunction, menopause, functional

sterility, etc., where a compensatory pitui-

tary hypertrophy may arise followed by in-

creased anterior pituitary hormone unas-

sociated with pregnancy. The female sex

hormone in these conditions is not disturbed

sufficiently to produce false positive results.

In fact the authors and their adherents

claim that no condition other than preg-

nancy yields an increased amount of female

sex hormone capable of producing erroneous

results.

The close relationship between the hor-

mones elaborated by the anterior pituitary

body and the ovary can be followed by
briefly considering:

1.

That the anterior pituitary hor-

mone controls follicular maturation,

ovulation and luteinization. It exerts

a definite influence over the Graafian

follicle and corpus luteum. It should

be of sufficient potency to properly

stimulate the ovary to completely carry

the follicle through the entire cycle

(luteinization). Otherwise a cystic

state of constant feeding of the system

*Read before the Montgomery County Medical

Society, Clarksville, Tenn., and the Todd County,

Ky., Medical Society, October 19, 1932.

with follicular cyst hormone exists

with a resulting deficiency of corpus

luteum.

2. That the female sex hormone,
coming from the lutein and granu-
losa cells of the Graafian follicle and
corpus luteum, exercises a distinctive

influence on endometrial and vaginal

growth and vascularity even in the

spayed animal.

3. That another hormone, a counter

substance, progestin, also a product of

the corpus luteum, prepares the endo-

metrium for nidation and stops the

development of Graafian follicles.

White and Severance 1 in their comparison

of pregnancy tests, outline the general

principles of technic by various workers

with a brief sketch of procedure, necessary

consumption of time, ease or difficulty of

interpretation of the findings and sources

of error based on statistical records. Some
of the most interesting and important so-

called departures from the original and

popular tests are those of Brouha, Berko-

vitz, and Manoilov.

Brouha-’, attempting to obviate the ne-

cessity of tedious and time consuming mi-

croscopic study on mice ovaries, resorted to

the use of immature male mice. In many
cases this is essential to obtain an unmis-

takable reading. A positive test consists

of changes in the genital tract easily recog-

nizable to the unaided eye. The seminal

vesicles become abnormally large, swollen

and distended with a whitish fluid. Eight

to ten days are required for the test. It

appears from the literature that this test

tends to show an abnormally high false

positive reaction.

Berkovitz1 observed a disturbance of the

pupil when blood serum from a case of

pregnancy be instilled in the conjunctival

sac. He considered a reaction as positive,

one in which the pupil became alternately

dilated and contracted. This test is said

to be of little diagnostic value.
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Manoilov4 advanced the idea that during

pregnancy a rise in the hydrogen ion con-

centration of the blood serum occurs. Tak-

ing advantage of this fact he claims to have

shown ppsitive reactions by color changes

on suitable indicators to the extent of a 94

per cent accuracy in a series of some 700

observations. Other investigators, par-

ticularly Fretwurst and Otto5
,
have had a

much different experience with the test,

theirs tending to discredit its specificity and

hence its practical application in pregnancy

cases.

Animal Experimentation

In this series of 200 cases the first 60

were tests made according to the method of

Aschheim and Zondek on infantile female

white mice of definite age and weight. Five

mice, each injected thrice daily for three

consecutive days, were used in each test.

On the fifth day all mice were autopsied for

presence or absence of fresh corpora hem-

orrhagica and lutea on the surface of the

ovary. Although the percentage of error,

as followed up by clinical observation in all

cases possible, was small (1 in 60 cases),

there were obvious objections constantly

arising in the use of mice for the test.

Chief among these were (1) difficulty at

times of interpretation of results; ( 2 ) rela-

tive susceptibility to shock in slightly toxic

urines; ( 3 ) ovulation occurring without

provocation.

In the last 140 cases Friedman’s modifi-

cation of the Aschheim-Zondek test was

used. The rabbit is the animal of choice

and is found to possess many advantages:

she is more sensitive; never ovulates with-

out copulation; and is less susceptible to

toxic urines. Where time is a factor a

period of 24 to 48 hours is required to

render a report as compared with 5 to 10

days in other tests. The rabbit, to reduce

errors to a minimum, must be over eight

months of age, weigh at least 6V2 pounds,

unmated, and isolated for a period of three

weeks or more.

Any departure from this rule is too fre-

quently met with disappointment. In a

series of approximately 12 cases, the writer

was forced to buy rabbits indiscriminately

on the market. They did not give uniform

results. It appears that young rabbits, as

suggested by Schneider, are not as sensitive

as the matured ones, and in very early preg-

nancies tend to give a false negative reac-

tion. It is also observed that an oestral

fabbit is more sensitive to the gonad-stimu-

lating substance than an anoestral rabbit.

But oestrus cannot be determined by ex-

ternal examination. It can be prolonged

by increasing the feeding of vitamin E
which is supplied by the leafy vegetables.

If this precaution is taken, the percentage

of error may be diminished, although Dr.

Friedman, in a personal communication,

takes the position that no special dietary

measures should be necessary.

It has been frequently observed that

close association of one female rabbit with

another will oftentimes cause an ovarian

disturbance similar to a positive reading.

The necessity of absolute isolation, even in

delivery or transportation, cannot be too

closely heeded.

Collection of Specimen

For best results it is necessary to secure

the first morning urine after the fluid in-

take the evening before has been reduced

to a minimum. Catheterization is not

necessary. The patient can be instructed to

void into a large, clean container from
which at least two ounces are then collected

in a clean bottle. Although the test is

positive throughout the entire course of a

normal pregnancy, it is subject to the least

variation if performed not earlier than two

weeks following the cessation of the last

menstruation. Immediately after collec-

tion, the urine specimen is best preserved

by keeping on ice. It retains its potency

under ordinary conditions for about six

days but, experimentally, it has been found

that prolonged exposures of 45° C. render

the anterior pituitary hormone inactive.

Technic

After receiving the urine for examina-

tion, it is filtered and preserved with trik-

resol, then iced. Intravenous injections of

urine thus prepared are given in the mar-

ginal vein of the rabbit’s ear. Three in-

jections of from 4 to 5 c.c. each are made at
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8:00 A.M., 12 M., and 4:00 P.M. on two

consecutive days. Each dose is warmed
before injection, as this seems to materially

reduce the possibility of shock to the animal.

It appears very necessary to have the in-

jections separated by intervals of a definite

and somewhat constant number of hours

rather than merely getting in three injec-

tions some time during the day. Forty-

eight hours from the time the first injec-

tion is given the rabbit is anesthetized and

opened for inspection of the ovaries.

A positive test is characteristic and un-

mistakable, having one or more large, bulg-

ing, shiny, freshly formed corpora hem-

orrhagica on the surface of one or both

ovaries. A negative test consists of several

flattened, pinkish or clear cysts appearing

partly shrunken and small. Some workers

advise final reading in 24 hours. Surely

more accurate results are obtained by an

additional three injections, autopsying at

the end of 48 hours. For the sake of econ-

omy, there has been a general tendency to

save the rabbit for subsequent tests after

operation and inspection. This can be done

very easily but, in the writer’s experience,

the animal is often unfit for use for some
time. However, there should be no great

difficulty in distinguishing between the old

collapsed and shrunken corpora of a pre-

viously positive test and those fresh and
newly formed.

The technic of the test and interpretation

of the results can be mastered with a little

experience and without much difficulty. Ex-

perience alone will teach one of the vital

importance and absolute necessity of secur-

ing a proper animal conforming in every

detail to the requirements above outlined.

A few organic changes noted in the

rabbit at autopsy are liable to confuse the

beginner. Almost without exception the

uterus, in cases of positively reacting

rabbits, is swollen, congested, enlarged and
tortuous. This also occurs oftentimes in

negative tests. These changes noted in the

uterus and tubes relative to increased size

and engorgement are not to be interpreted

as positive signs of pregnancy. A substance

known as ovarian hormone, present in both

gravid and non-gravid women but gradually

increasing in the former to about the

seventh month of gestation, is responsible

for these tubal and uterine changes. The
formation of the diagnostic corpora hem-
orrhagica on the ovary is independent of
the effect of the ovarian hormone.

Results

In this series of 200 cases, extending over
a period of two years, 60 were performed
according to the original technic of Asch-
heim and Zondek with a 1.7 per cent error.

The remaining 140 cases were performed
according to the technic of Friedman with
a 2.7 per cent error.

This report includes one case of decidu-

oma, one hydatidiform mole and two tubal

pregnancies. The test became positive in

all four cases, although the results were of

unsuspected accuracy. The test has its

essential application in normal pregnancies,

there being an error of some 20-50 per cent

variously recorded by workers in cases of

abnormal pregnancies. Every attempt has
been made to follow all cases clinically in

an effort to prove or disprove the correct-

ness of the test for statistical purposes.

Having heard directly or indirectly from
only approximately three-fourths of the

entire number in this series, a true percent-

age of error cannot be accurately deter-

mined. However, of 152 cases reported

there were known to be two false negatives

and one false positive with an error of 2

per cent.

Conclusions

1. That a very reliable and practical test

for the determination of early pregnancy

is offered by Friedman’s modification of the

Aschheim-Zondek technic.

2. That the time factor has been cut to

24-48 hour period—with an error variously

estimated between 1 and 3 per cent; in this

series 2 per cent. Only one rabbit is re-

quired in the test.

3. That this test finds its real application

and value in normal pregnancies. It is sub-

ject to a 20-50 per cent error in abnormal

pregnancies.

4. That the greatest factor which must
be reckoned with in the test is the selection

of a proper rabbit. Any departure from
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this rule will invariably lead to disappoint-

ing results.

5. That Friedman’s test, as outlined

above, when care is taken in the selection of

an animal meeting all requirements, is

destined to replace other more complicated

methods and become established as the test

of choice.

6. That this test combines simplicity of

technic, ease of interpretation of results,

low percentages of error and rapidity of

performance.
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THE CONSERVATIVE TREATMENT OF ECLAMPSIA WITH INDICA-
TIONS FOR SURGICAL INTERVENTION*

J. R. Reinberger, M.D., and P. C. Schreier, M.D., Memphis

O NE-THIRD OF THE MATERNAL
DEATHS result from eclampsia.

The earliest historical recording

shows the intensive interest the medical pro-

fession has manifested in combating this

serious complication of pregnancy. Proper

prenatal supervision has lessened the num-
ber of cases, but since it takes many years

to disseminate this information there still

persists a high incidence of eclampsia.

A resume of 170 cases from the Memphis
General Hospitalf was published in 1930

with an outline of the ever changing methods

of treatment. The review revealed a mor-

tality of 28.8 per cent. The cases fell into

two groups— (1) Radical, (2) Conserva-

tive—corresponding with the general atti-

tude of the profession. Up to 1922 it was
looked upon as primarily surgical and from

1922 to 1929 as primarily medical. The
conclusions were that although the medical

treatment showed a definite improvement

over the operative, yet the mortality was
discouragingly high. A fact of interest was
that many cases died undelivered under the

conservative treatment. This made it ap-

parent that the problem of managing
eclampsia could not always be regarded as

a medical one, but that the question of

emptying the uterus as a part of the treat-

ment required further consideration.

Since the completion of the above study

there has developed a small group of cases

which we choose to call the “intermediary

group.” The principle of theory applied

here has been medical, followed by surgery

when rapid improvement did not follow.

The line of reasoning was based upon the

fact that 66 per cent of the deaths in the

•From Department of Obstetrics, University of

Tennessee. Read before the Memphis and Shelby

County Medical Society, June 7, 1932.

fA resume of History of Eclamptic Therapy,

with review of one hundred and seventy cases.

Jour. Tenn. Medical Ass., Vol. XXIII, No. 7, 1930.

J. R. Reinberger, M.D., and P. C. Schreier, M.D.

medical group occurred within 24 hours

after admission and 33 per cent within 12

hours, thereby showing the urge for im-

mediate response.

The basis of the medical treatment is free

administration of glucose solution subcu-
taneously and intravenously with proper re-

gard for the myocardial condition, when
using the intravenous route. The sedatives
must be rapidly effective in controlling the
convulsions. An initial dose of morphine,
followed by regular repeated doses of mag-
nesium sulphate is preferable. It is diffi-

cult to judge the condition of the patient

when larger repeated doses of morphine
are given, as the picture is disguised. Gas-
tric lavage and colonic irrigation are re-

garded as irritating and exciting and are

avoided. Evidence of pulmonary conges-

tion, which can be partially explained by
retention of body fluids, can be lessened by
large doses of atropine. Phlebotomy is em-
ployed in selected cases to relieve the hyper-

tensive crisis, but is not advocated as a rou-

tine. Not enough attention is paid to the

myocardial condition resulting from the

strain of repeating convulsions. Digitalis

preparations are employed when the pulse

rate is rising and the blood pressure is fall-

ing. The proper administration of fluids

has reduced the complication of urinary

suppression and instead more often see a

profuse diuresis. Other than fluids we have

found no other method of combating sup-

pression.

When improvement does not follow as

manifested by lessening of coma, decrease

in the number of convulsions and marked

lowering of pulse rate within 2 to 4 hours

of medical measures, operative intervention

is indicated. Even though the convulsions

may not have been controlled, we feel that

the severity of the toxemia has been les-

sened by the medical measures and the pa-

tient is a better operative risk than she was

upon admission.
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The method of termination is of consider-

able importance. No operation requiring

deep inhalation anesthesia should be em-

ployed, thereby eliminating forcible dilita-

tion or bagging of the cervix followed by

forcep or version. The hydrostatic bag is

not employed because of the uncertainty in

the number of hours before dilitation is

complete. A limited experience with spinal

anesthesia for vaginal delivery was found

unsatisfactory. Abdominal Caesarean section

under local anesthesia is the operation of

choice. For extraction of the baby and also

to allay the pains of contraction of the

uterus in labor, gas is occasionally required.

It has been possible to relieve the con-

vulsions complicating early pregnancy and

with extreme care the patients have been

tided over to the period of viability of the

fetus. This has been a most gratifying ex-

perience in several cases. However, it re-

quires the closest observation as the possi-

bility of the recurrence of alarming symp-

toms is ever imminent and may require

prompt intervention, either before the onset

of labor or during labor. The treatment

of the toxemia should be continued follow-

ing delivery to prevent the development of

post-partum eclampsia.

As illustrative of the points brought

out in the above discussion, we present the

following cases:

Case 1—Age 19, colored primipara. At

term. Began having headaches on August

11, 1931, the day of admission to hospital.

Her sister stated that she was found having

a convulsion in her room and has had

several. On admission her blood pressure

was 150/110, albumen four plus. Body
edematous. N. P. N. 36 mgms. Urea N 6.5.

Medical treatment consisting of morphine

and magnesium sulphate and glucose intra-

venously administered. The convulsions

continued and the coma deepened and hour-

ly, the patient’s condition grew progressive-

ly worse, as manifested by the continued

increasing pulse rate and beginning pul-

monary edema. In that medical measures

had failed after five hours of trial, the pa-

tient was operated upon under local anes-

thesia by abdominal Caesarean section. Gas
was necessary for the extraction of the

baby. Her condition immediately improved,

both mother and baby discharged on the

sixteenth day.

Case 2—Age 17, white primipara. Had
not attended our clinic and was admitted to

the hospital with a history of having been

treated for kidney trouble by her private

physician for several months, and was dis-

charged cured. On the day of admission,

April 11, 1932, she had had five convulsions

at home. Blood pressure 180/100. Albu-

men 4 plus. Medical treatment adminis-

tered, followed by immediate cessation of

convulsions. She was kept in the hospital

under close observation in that she was only

seven and a half months pregnant. She re-

mained within the limits of a mildly toxic

patient until May 12, 1932, when there was
a recurrence of intensified symptoms. Medi-

cal induction was given, combined with

artificial rupture of the membranes. She
delivered spontaneously a normal eight and
half months’ male child. She was dis-

charged from the hospital ten days after

delivery.

Case 3—Age 16, colored primipara. At
term. Was admitted to the hospital May 2,

1932, with a history of having had nine con-

vulsions. She had had no prenatal super-

vision. Blood pressure 180/140. Albu-

men 4 plus. Medical treatment given with

immediate response and patient delivered

spontaneously a normal male child May 6,

1932. Discharged from the hospital on the

eleventh day post-partum.

Case 4—Age- 17, colored primipara, who
had been attending our prenatal clinic was
sent into the hospital for mild pre-eclamptic

toxemia at the eighth month of pregnancy.

She remained in the hospital seven days and

left against our wishes on April 5, 1932.

She returned with marked symptoms of

blood pressure edema, visual disturbance

and heavy albumen in the urine. She re-

sponded nicely to medical treatment, but

during labor had an increase in the blood

pressure to 190/140, but was delivered spon-

taneously of a normal male child. Follow-

ing delivery she had three convulsions, but

recovered and both were discharged May
5, 1932.
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It is felt that the principle herein outlined

takes advantage of the accumulated ex-

perience and by applying it in a flexible

manner, will result in a decided improve-

ment over the groups previously analyzed.

We recognized that the strict adherence to

one line of therapy had its shortcomings,

which the present plan attempts to obviate.

Before an analysis can be made of this

intermediary group a much larger series

will have to accumulate to permit its proper

evaluation and comparison with the older

figures.

Discussion
DR. P. C. SCHREIER: The question of eclamp-

sia and toxemia in general forms the greatest

problem of obstetrical literature probably that we
know of. If we eliminate toxemia and eclampsia

from obstetrical literature, I think we would al-

most eliminate obstetrical literature. Therefore,

it continues to be of paramount importance. There

is no big medical meeting held, obstetrical or gen-

eral, without some phase of the subject being

taken up.

I merely want to emphasize one or two little

points that Dr. Reinberger brought out in the dis-

cussion of this intermediary group. We did not

set out in the treatment with the sole idea of

sticking to medical measures. We set out with the

idea that if the patient responds to medical meas-

ures, she will be treated that way
;
but if it is dem-

onstrated that medical measures do not avail, we
are flexible enough to assume the next best thing

—

that is, surgery.

There are certain points that are often over-

looked ; one in particular, the condition of the

heart. As you know, the repeated convulsions are

repeated attacks on the myocardium, and giving

3,000 ccs. of fluid in the vein in twenty-four hours

does not sound like common sense if dealing with

the myocardium. So we are guiding our dosage

by how we interpret the condition of the heart.

In other words, if it is indicated that the myocar-

dium is weakening, followed by or accompanied by

a rapid rise in pulse rate, intravenous injection is

not indicated, but substitute hypodermoclysis.

The man on the gynecological service at Meth-

odist Hospital comes from St. Louis, where the in-

travenous method has been tremendously popular-

ized, and he said that we are about to convince him

that our intermediary measures are about right.

We feel that there are several cases at the General

Hospital that were saved by that common-sense

viewpoint.

In regard to suppression of urine, which is the

basis of the intravenous medication, we feel that

hypodermoclysis w’ill often relieve it. If it does

not, we know that an intravenous dose of glucose

will suffice without damaging the already damaged

myocardium.

DR. LOUIS LeROY : I was thinking, while the

essayist was going over the paper, in a casual

way, of the enormous radical change in the view-

point of this very thing in the last twenty-odd

years. I can remember back very readily in my
interne days when they were discussing and talk-

ing about conditions of this sort, and it was years

before we began to even sense the value of elimi-

native measures in eclampsia, and even with that

we were not very quick to sense the extreme neces-

sity of constant urinary watching. Even though

it was thoroughly well known in general medical

profession, we went many years before we even

expected more than a few of the medical men to

keep a careful tab on the urinalyses. As for a

urinalysis once a month, that was really an ab-

surd innovation that some of the “dudes” of the

medical profession were introducing. In fact, it

ranked in those days with rubber gloves, which

were highly unnecessary and impossible.

Nevertheless, the points that the Doctor brought

out today, as to the medial groundwork, apply so

much to other things besides eclampsia. There

are certain other types of work in intravenous med-

ication, in the dosage and solution in aiding in the

elimination of renal stimulation in many other

lines besides that of eclampsia. We have struck

close to the border of excessive quantities intra-

venously, overlooking the fact that every quart or

pint you put into the veins you are increasing to a

certain extent the strain upon the myocardium. It

does not necessarily mean that the myocardium

has to pump a greater amount of solution, be-

cause with the same pulse rate the same amount

will be pumped and the excessive amount will be

taken up with a slight engorgement of the veins.

Unquestionably, in all of these types, the medial

ground will be the safe ground. We practically

have left the days of absolute, hard and fixed rules.

We are learning every day that there is no uni-

form, infallible, fixed routine that has to be car-

ried through. It is not surprising that a series of

statistics in any other line— I believe in many

other lines—of surgical work shows that we are

close to the border line of too great an amount of

intravenous medication. We are close to the line of

overdoing it at times.

DR. G. P. JONES: I think the subject is pretty

well covered. I think the. point about not over-

distending the veins by too much fluid is a good

point.

Dr. LeRoy brought out bleeding. When hand-

ling a case, I try to bleed them, give magnesium

sulphnte, a small amount of glucose, and look after

elimination. That is the principal thing before

delivery and after delivery—put more fluids in

than you put before. In other words, support the

heart with digitalis, or something of that sort, and

push the fluid around.
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DR. G. A. COORS: I want to ask a question.

The general practitioner who doesn’t do any sur-

gery at times in obstetrical cases frequently sees fit

to do a Caesarean. Naturally, his inclination is to

call on a general surgeon, because if an obstetrical

surgeon is called on he will deliver the next baby

and the general practitioner will lose the patient.

Frequently I am called on to do a Caesarean, and

I am in a dilemma as to whose, information I can

rely on. I wish some discussion would be brought

out on that point.

DR. JAMES R. REINBERGER (closing) : I

appreciated the remarks made by such a good

physiologist as Dr. LeRoy concerning the possibili-

ties of intravenous medication. We have felt for a

long time that large doses of glucose intrave-

nously as a routine procedure was unquestionably

not without danger. There is an analogy of symp-

toms ofttimes complicating eclampsia with those

following thyroidectomy. Recently an article ap-

peared demonstrating the effect of oxygen in re-

lieving the high temperature, rapid respiratory

rate and pulmonary edema following the removal

of the thyroid. The writer of this article con-

tended that the oxygen lessened the respiratory

rate by restoring the cardiac imbalance and in

turn relieving the plumonary edema. It is not

unlikely that this same benefit would be derived

in handling eclampsia. It must not be forgotten,

however, that the frequent pulmonary edema can
be attributed to the generalized fluid retention,

which is present in all toxemias, as well as the car-

diac imbalance resulting from convulsions.

Dr. Coors stated that he was often called at

times to treat eclampsia surgically. He questioned

the proper specialty in handling this complication

of pregnancy. I feel that his dilemma is justifiable

in that the literature is filled with articles advo-

cating both medical and surgical management. We
feel that each case requires individual medical

study and treatment, and in those cases who failed

to respond, and only in those cases, that the preg-

nancy should be terminated surgically. Hence, if

one does not feel justified in medically handling

these cases, he should not accept them for purely

surgical intervention. In other words, we feel that

eclampsia is an obstetrical rather than a surgical

disease.

In closing, our review shows that the purely sur-

gical management of eclampsia should be eradi-

cated. It likewise signifies that strict adherence

to the medical dictum resulted in too many deaths

to be ignored. It is hoped and is logical to feel that

by applying surgery as an adjunct that our future

report will show a considerable lessened number
of deaths from eclampsia than was reported by

either of the two groups previously mentioned.
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IDIOPATHIC NARCOLEPSY (A Case Report)

Henry B. Gotten, M.D., The Polyclinic, Memphis

THE CASE DESCRIBED is typical of

idiopathic narcolepsy, a disease char-

acterized by a sudden irresistible de-

sire to sleep, and peculiar cataplectic seiz-

ures induced by emotion, in which the

muscles relax and the victim sinks to the

ground, conscious but unable to move.

Case No. 34093—B. J., male, white, aged

twenty-one, came to the clinic on April 3,

1930, complaining of sleepy and nervous

spells. His family history was negative.

His own history revealed nothing of im-

portance other than an automobile accident

which had occurred eighteen months earlier

and in which he had suffered concussion of

the brain, with loss of consciousness for

three or four minutes. There had been no

further injury. Six months after this acci-

dent, he fiad the first “nervous” attack one

evening at a party. While laughing very

heartily, he suddenly became weak, limp,

and nervous, his muscles twitched and his

mouth drew to one side
;
he sank into a near-

by chair, fully conscious but unable to move

or talk for two or three minutes. The first

of the “sleepy spells” occurred only a few

days later.

The patient states he is able to distinguish

the nervous and sleepy spells. The nervous

attacks are caused by some excess of emo-

tion, such as laughter or anger. They are al-

most invariably induced by laughter, as he

rarely loses his temper and has no frights or

other emotional disturbances. With the on-

set he becomes very weak and limp, is unable

to move or talk, and must sit or lie down
wherever he happens to be. Occasionally

he trembles and his muscles jerk to some

extent, and his mother states that he has a

peculiar stare in his eyes. He is always

fully conscious. He hears and sees all that

goes on around him and can later repeat the

conversation and tell what was done during

the seizure. A sleepy spell usually, but not

invariably, follows.

The sleepy spells are without apparent

cause. They are much more frequent than

the nervous attacks, as he has from four to

six a day. Regardless of what he is doing,

he has an intense desire to sleep; his lids

become heavy, fatigue is marked, and in

nearly every instance he is overcome, al-

though he can sometimes resist the desire.

He often falls asleep while plowing, con-

tinues to walk, and on waking finds his rows

crooked or his horse stopped at the end of

the row. He is occasionally overcome while

stacking lumber and in this case is forced to

sit down. The attacks also appear when he

is eating or walking. If he is walking, they

last from two to five minutes, whereas if he

is sitting they continue from twenty to

thirty minutes. He never falls. He practi-

cally always dreams, is easily aroused on

being called or touched, and feels refreshed

after his sleep. He sometimes has ringing

in the ears, but has no headache, visual dis-

turbance, vertigo, biting of the tongue, con-

vulsions, loss of sphincter control, paralysis,

or other neurologic manifestations. His

weight has not appreciably increased.

On physical examination, the patient’s

height was found to be about 5 feet, 7

inches and his weight 170 pounds. His

blood pressure was 115 70, his pulse 76,

and temperature 98. No abnormality was
revealed in his head, neck, chest, abdomen,

or extremities. The reflexes were normal.

The white blood count was 8,000, red blood

count 5,100,000, and hemoglobin 95. The

urine, blood Wassermann and Kahn, and

spinal fluid tests were negative. His basal

metabolic rate was minus 2. Roentgeno-

grams of the skull, including the sella, were

negative. The eyegrounds were normal and

vision was 20 20 in both eyes.

The diagnosis was made after lues, epi-

lepsy, neurasthenia, and hysteria were ruled

out.

A brief summary of this rare and inter-

esting disease is as follows: It was first

described by Gelineau, a Frenchman, in

1877, who gave it the name “narcolepsy.”

It presents a definite clincial syndrome.
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which, however, is seldom recognized and
usually is diagnosed hysteria or epilepsy.

Both males and females are affected, al-

though the incidence is higher in males.

The age of onset may be from fifteen to

forty years, and the attacks may continue

over a period of six months to twenty years.

As a rule, the family and personal history

reveal nothing significant. The condition

has been reported in several feeble-minded

persons, but the majority of these patients

are normal mentally and work at occupa-

tions which require average intelligence.

Spinal fluid examinations are always nega-

tive.

Two types of attack are observed in cases

of true narcolepsy. The patient is overcome

by sleep and, as a result of emotional dis-

turbance, the muscles become weak and
powerless. The sleepy attacks vary in fre-

quency and duration in different patients.

Some patients have one or two a day, where-

as others have fifteen to twenty. Sleep con-

tinues from a few seconds to fifteen

minutes, or, in favorable circumstances, for

an hour or more. The sleep seems normal

in every way, the patients frequently dream,

are always easily aroused, and feel re-

freshed on waking.

The cataplectic attacks are generally in-

duced by laughter, although other emotions,

as anger, fear, or annoyance may precipi-

tate them. Grimacing, protrusion of the

tongue, and trembling account for the usual

diagnosis of epilepsy. Cataplexy is, as a

rule, regarded a feature of narcolepsy. The
pathology is undetermined, no known autop-

sies having been performed on this type of

narcolepsy.

The treatment is unsatisfactory. Patients

have been benefited by varying doses of

ephedrine sulphate, but the patient whose
case we are reporting showed no improve-
ment, although the dose was increased to

eight capsules of 3/8 grain each a day.

The prognosis is essentially that of a
chronic disease.
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SUPPLY AND DISTRIBUTION*

Conclusions

S

rr^HERE ARE MORE PHYSICIANS in

I the United States than are needed to

provide an adequate medical service

for the country.

J The United States has more physicians

per unit of population than any other coun-

try of the world ;
twice as many as the lead-

ing countries of Europe.

The sixty-six approved four-year medical
'

schools in the United States are now gradu-

ating almost as many physicians as approxi-

mately one hundred and sixty schools gradu-
' ated each year between 1900 and 1910, when
* there was a large excess production of phy-

|
sicians by the proprietary and commercial

I medical schools.

The present medical schools in the United

States are producing more physicians than

the country needs.

The oversupply is being increased by ad-

|
ditions to the profession from unapproved

medical schools in this country, from physi-

“ cians from foreign countries, and from an

f increasing number of American students

who are studying medicine in Europe, a

I very large proportion of whom were unable

I to secure admission to a medical school in

I this country.

If the annual additions to the profession

l in this country continue at approximately

I the present rate, the number of persons per

I physician will decrease during the next few

1 decades. The ratio of one physician to ap-

proximately 750 persons will be reached in

a few years.

If the annual additions are increased, as

I seems probable, the number of persons per

I physician will probably be below 700.

Available data indicate that proper medi-

cal services can be provided on the basis of

one active physician to 1,000-1,200 persons,

*From the Final Report of the Commission on
Medical Education.

depending on the size and type of the com-

munity, the organization of the services,

and other factors. The present number of

physicians probably exceeds the need by at

least 25,000, although the number of thor-

oughly qualified practitioners is and always

will remain insufficient.

Modern transportation and communica-

tion and the numerous aids to medical prac-

tice (hospitals, nurses, laboratory techni-

cians, physical therapists, dentists, etc.) now
allow a physician to care for more patients

at one time and over a wider area than in

the past, thereby reducing somewhat the

need for physicians.

Although there is an oversupply of physi-

cians in the country as a whole, there is a

relative shortage in certain areas because

physicians are concentrated in the larger

communities. This concentration is due to

the greater economic returns of practice in

the city, better facilities and conveniences

for practice, professional associations, so-

cial and educational advantages, and the

type of medical training, which makes the

physician dependent upon numerous auxil-

iary aids and reluctant to go into practice

in areas where modern facilities, nursing,

laboratory, and other services are not well

developed.

The uneven distribution of physicians is

not as serious as it appears, for modern

transportation and communication has re-

duced the isolation of many rural areas.

Some remote communities cannot support

medical services on a basis of private prac-

tice. The solution in such districts appears

to be the employment of a physician on a

salary.

The development and support of better

central facilities for medical practice in the

smaller communities is the most important

single factor in correcting the uneven dis-

tribution of physicians.

There is no evidence to support the sug-
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gestion that shortening the medical course cians in the larger cities, particularly of

or giving preference to students from rural recent graduates, but a larger proportion

districts will help to correct the present un- 0f them limit their practices to a specialty,

even distribution of physicians. often without a sufficiently broad previous

Not only is there a concentration of physi- clinical experience.
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REORGANIZATION BILL

AN ACT to reorganize the Department

of Public Health; creating a Council of

Public Health; prescribing the method of

election and powers of the Commissioner

of Public Health
;
and repealing section 328

of the Code of Tennessee.

Section 1. Be it enacted by the General

Assembly of the State of Tennessee, That

section 328 of the Code of Tennessee be and

the same is hereby repealed.

Sec. 2. Be it further enacted, That the

Governor shall appoint a board to be known
as the Public Health Council, to serve with-

out compensation. This Council shall con-

sist of seven members, of whom six shall

be licensed practitioners of medicine, and
of whom one shall be a licensed practitioner

of dentistry. Two of the medical members
of said Public Health Council shall be elect-

ed from each grand division of the State,

and the dentist member thereof shall be

selected from the State at large. The medi-

cal members of said Council shall be ap-

pointed by the Governor from a list of six

from each grand division of the State, cer-

tified to the Governor by the House of

Delegates of the Tennessee State Medical

Association. The dentist member of said

board shall be appointed by the Governor
from a list of three certified to him by the

Tennessee State Dental Association.

In making appointments to membership
on said Public Health Council as aforesaid,

the Governor shall designate the term of

each of the respective members of said

board at from one to seven years, so as to

provide for the expiration of the term of

one of the members of said Council each

year from and after the effective date of

this Act and the appointment, each year,

of one successor member of said board

whose term as a member of said board shall

be seven years from the date of his appoint-

ment. Each successor member of said

Council, or member named to fill a vacancy,

shall be appointed from a list of not less

than three persons certified by the State

Medical Association, or the State Dental

Association, respectively, in the manner
above set out.

Sec. 3. Be it further enacted, That the

Public Health Council shall formulate the

policies of the department of public health.

All discretionary powers vested by law in

the Commissioner of Public Health shall be

exercised by and with and subject to the

consent and approval of the Council of

Public Health.

Sec. 4. Be it further enacted, That the

Public Health Council shall elect the Com-
missioner of Public Health and the Govern-

or shall commission as Commissioner of

Public Health the executive officer so elect-

ed and certified to him by the Public Health

Council. The term of office of said Com-
missioner shall expire with the beginning

of the term of the Governor next elected.

He shall be subject to removal at the pleas-

ure of the Council of Public Health.

Sec. 5. Be it further enacted, That the

Council of Public Health shall meet as soon

as practicable after appointment, and semi-

annually thereafter, on dates to be fixed

by the Council. The Council shall annually

elect a president and vice president from its

own membership, and the Commissioner of

Public Health shall serve, ex officio, as

secretary of said Council. Special meetings

shall be held from time to time on the call

of the President, or of a majority of the

members. Four members shall be necessary

to constitute a quorum at any regular or

special meeting, and the action of a ma-

jority of all existing members of the Coun-

cil shall be the action of the Council. The

necessary expense of members incurred in

the attendance at any regular or special

meeting of the Council shall be paid by the

Treasurer of the State, on the warrant of

the Comptroller, when certified by the Com-
missioner of Public Health.

Sec. 6. Be it further enacted , That all

laws and parts of laws in conflict with this

Act be and the same are hereby repealed.

Sec. 7. Be it further enacted. That this

Act take effect from and after May 1, 1933,

the public welfare requiring it.
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EDITORIAL
The Reorganization of the State

Health Department

On another page of this issue of the

Journal there appears a bill relating to the

reorganization of the. State Health Depart-

ment. This bill has been approved by the

Liaison Committee of the State Associa-

tion, the Legislative Committee of the State

Association and by his Excellency, Gov-

ernor McAlister.

Members of the House of Delegates will

recall that the Liaison Committee of the

State Association was created by an amend-
ment to the by-laws passed at Knoxville in

1931. It was created and appointed for

the purpose of making a study of the

activities of Public Health Departments
and of making recommendations as to what
actions should be taken which would have

the effect of causing these departments to

formulate and follow sound public health

policies and remove that constantly grow-
ing conflict between the practitioners of

medicine and various agents of the

health departments.

After making a careful study of the

situation the Liaison Committee recom-

mended that the State Health Department
be reorganized along the lines set out in

this bill. The House of Delegates in 1932

approved unanimously the recommenda-
tions of the Committee.

This bill will be introduced when the

Legislature reassembles. In the meantime
local medical societies should explain this

bill to their representatives in the House
and Senate and secure their support of it.

This should be done now.
The following are a few of the reasons

why this bill should become a law : First, the

Commissioner of Public Health under ex-

isting statutes has more power than should

be vested in one man. His powers are

almost limitless in so far as health policies

and health regulations are concerned. For

this reason there should be a Board of

Directors whose duty it is to make the

regulations and formulate the policies to be

followed by the various executives of the

department.

It is not the purpose of the medical pro-

fession in sponsoring this bill to destroy

the health department or its effectiveness.

It is rather our desire to see that sound

policies are formulated and followed. It

is believed that economies can be affected

and the usefulness of the department in-

creased at the same time.

Sound policies of administration will re-

move the causes for the growing conflict

between the practitioners of medicine and
the public health agencies. This is a vital

consideration. The practitioners of medi-

cine who take care of sick people, who make
the first contact with contagious diseases

of all sorts, are the most vital public health

agencies in the state. To destroy their

interest in public health by following un-

sound and unnecessary public health poli-

cies financed by large appropriations have

a disastrous effect. It has the effect of

destroying the greatest public health agency

we have, and of bringing about the neces-

sity for still larger appropriations for pub-

lic health departments and the creation of

more bureaus. By such steps the medical

profession and the public become engulfed

in bureaucracy.

Every one recognizes the need for a pub-

lic health department clothed with the

authority to exercise those powers which
only an executive of the state can exercise.

These powers should be preserved and vest-

ed in a board who will exercise them judi-

ciously, in the interest of public health, in

the interest of economy, and in the interest

of preserving the institutions and principles

of government which make ours a free

country.

We must arrest our march toward
bureaucracy or our freedom is gone.



February, 1933 EDITORIAL 81

Hundredth Annual Session of The
Tennessee State Medical

Association

The one hundredth annual session of the

Tennessee State Medical Association will

convene April 11, 12, 13, 1933. The Nash-

ville Academy of Medicine and Davidson

County Medical Society have appointed Dr.

Robert Sullivan as chairman of the ar-

rangements committee. The Hermitage

Hotel has been selected as headquarters for

the sessions. The Committee on Scientific

Work will soon be announcing the pro-

gram upon which it has been busy. A num-
ber of exhibitors have shown their interest

in placing displays during the meeting.

Let every doctor bear in mind these

dates—April 11, 12, 13—and plan to do his

part to make this meeting a success. It

will be a long time until the two hundredth

annual session is held, but let us strive to

make the one hundredth meeting one never

to be forgotten.

The following prominent surgeons and

internists will appear on the program:

Dr. Tom G. Orr, Kansas City—The Essential Fac-

tors in the Treatment of Acute Peritonitis.

Dr. Walter E. Sistrunk, Dallas—Subject to be an-

nounced later.

Dr. C. W. Roberts, Atlanta—Subject to be an-

nounced later.

Dr. Geo. W. Crile, Cleveland—Peptic Ulcer (Lan-

tern Slides).

Dr. W. D. Haggard, Nashville—Toastmaster.

Dr. Chevalier Jackson, Philadelphia—Diverticula

of the Esophagus and Hypopharynx (Lantern

and Motion-Picture Demonstration).

Dr. Charles Bagley, Jr., Baltimore—Subject to be

announced later.

Dr. W. E. Lower, Cleveland—The Various Func-

tions of the Testes: An Experimental and Clin-

ical Report.

Dr. Hugh Cabot, Rochester—Subject to be an-

nounced later.

Dr. Hubert A. Royster, Raleigh—Sidelights on the

Pathology of Appendicitis.

Dr. E. W. A. Ochsner, New Orleans—The Relative

Value of Sclerosing Agents in the Treatment of

Varicose Veins.

Dr. Dean Lewis, Baltimore—Muscles, Nerve and

Blood-Vessel Injuries Qf the Extremities.

Dr. Carl A. Hedblom, Chicago—The Diagnosis and

Treatment of Tumors of the Thorax.

Dr. W. Wayne Babcock, Philadelphia—The Vaginal

Approach to the Peritoneum.

Dr. Irvin Abell, Louisville—Tumors of the Breast.

Dr. W. R. Houston, Augusta—Subject to be an-

nounced later.

Dr. Curtice Rosser, Dallas—Problems Confronting

the Proctologist.

Dr. Robert Wilson, Charleston—The Fundamentals

of Surgery: A Medical Viewpoint.

Dr. Cecil Rigby, Spartanburg—Subject to be an-

nounced later.

Dr. Russell O. Lyday, Greensboro—Surgical Prog-

ress from a Physiological Standpoint.

Dr. Vilray P. Blair and Dr. James Barrett Brown,

St. Louis—Cancer of the Mouth.

Clinics will be held also. The complete

program will be mailed out about February

15, 1933.

“As a man thinketh in his heart, so is

he.” The wise man, Solomon, uttered this

statement. From all the evidence we have,

human nature has not changed materially

since this expression was uttered; nor has

any scientist, philosopher, or psychologist

challenged the truth of it.

The word “revolution” is heard with

great frequency in high places at the pres-

ent time. There is no doubt that thinking

is going on. Some of the thinking is asso-

ciated with deep feeling. “Thinking in the

heart.” This thinking by a majority of

people is, after all, the thing that will de-

termine what the future of America is to be.

One may trace the cause, or causes, of our

present economic plight in many different

directions, and arrive at many different

conclusions as to its cause, or causes. Many

different suggestions are being offered to

cure these economic ills. Many of these

suggestions entirely disregard the funda-

mental “thinking in the heart.” Many of

them if adopted might bring about a dis-

torted type of thinking which would leave

us in a worse shape than we are in now.

The end results in the form of psychological

notions may be more important than any

immediate economic result. For example,

a hungry, unemployed man, who we will

call Mr. A, is walking down the street and

approaches Mr. B, a man with a job, who is

moderately well to do. Mr. A asks Mr. B
for a quarter with which to buy some food.

Mr. B gives him the quarter. As a result

of this transaction, two very wholesome

reactions are brought about. Mr. B is
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moved by a sense of compassion. He expe-

riences a sense of gratitude that he is in

position to give the quarter. He experi-

ences a sense of satisfaction from having

given the quarter to help a poor soul along.

He experiences the thrill that comes from

a duty done.

Mr. A, if he has a normal mental make-
up, experiences a sense of gratitude. His

faith in humanity is lifted up, and this faith

in humanity is a most important element.

He is given hope. Both of these men have
experienced satisfactory and wholesome
psychologic reactions as a result of that

transaction.

The same economic problem and solution

may be dealt with in another way with en-

tirely different results. Mr. A is without

a job and without food. He is told by a

politician that the government owes him a

living. The government, through the pow-
er of taxation, takes from Mr. B the quar-

ter, and after deducting expenses, salaries,

etc., hands over the net to Mr. A in the

form of food. Almost the same economic
and nutritional results have been accom-
plished, but very different psychologic re-

actions have been brought about. Mr. B
has given up a quarter and Mr. A has the

food, but Mr. B has been compelled by an
officer of the law to pay a quarter into a

fund. He cannot see the end result it ac-

complished. A spirit of resentment natu-

rally has been stimulated in him. Mr. A
has received a meal, which he is led to be-

lieve is nothing more than he is entitled to.

He may be resentful, because the living is

not up to what it should be.

The latter transaction may be accom-

plished with greater economic efficiency.

It may satisfy a hankering for super-

organizations. It may lend itself to accu-

rate statistical tabulation and all that sort

of thing, but the very human psychologic

reactions brought about, both in the giver

and the receiver, may bring disaster.

Some of our economists, efficiency experts

and politicians might, with profit, give a

little thought to the human side of thinking.

Once an international treaty became “a

scrap of paper” when an emergency arose.

NEWS NOTES AND COMMENTS

Because of the “reduced cost of living”

and to “stimulate the more prompt pay-

ment of bills,” the Putnam County Medical

Society, meeting in the City Hospital, cut

the costs of visits to their patients.

Day calls were cut to $2 ;
night calls, be-

tween 8 P.M. and 6 A.M., were cut to $3;

and country calls will be scaled according to

distance and condition of roads.

Dr. Ralph Bowen, former head of the Pe-

diatric Division of Polyclinic, Memphis,
Tenn., has joined the Balyeat Hay Fever

and Asthma Clinic, Oklahoma City, Okla.,

where he is now devoting his entire time

exclusively to allergy in pediatrics.

Drs. E. L. and Glen Grubb have opened

an office in the Medical Arts Building, to

practice medicine in Knoxville.

Dr. J. G. Eblen, of Lenoir City, has re-

turned home from Knoxville, where he was
a patient for several weeks.

Death is rapidly draining rural Tennessee

of physicians, according to figures of the

American Medical Association now avail-

able for the period ending June 30, 1932.

Of the eighty-three physicians who died

during this period, sixty-four were from the

rural sections.

New physicians entering rural practice

amounted to only twenty-four for the rural

districts and four for the cities. Of these

total replacements, the University of Ten-

nessee furnished more than sixty per cent.

Dr. Jack Witherington, of Munford, has

moved to Covington and opened his office in

the Walker Building.

Dr. J. W. Raulston, after an internship

in Panama, has returned to open an office

in Tracy City.

Dr. Edwin W. Cocke, formerly superin-

tendent of the Western State Hospital at
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Bolivar, has been appointed Commissioner

of Institutions by Governor Hill McAlister.

Prosperity Far, Far Away
“Well, doc, ah’m gonna have some money

for you before long.”

“That’s fine, Tom
;
but I didn’t think you

had any money.”

“Ah ain’t got none now, but ah will have

some when I sell my pigs.”

“How many pigs do you have?”

“Ah ain’t got none now, but ah got a sow,

and soon as she has pigs and soon as they

gets big enough to sell ah’ll sell ’em and pay

you some money.”

“How long before you expect the sow to

have pigs?”

“Ah don’t know’, doc; she ain’t pregnant

yit.”

MEDICAL SOCIETIES

Benton, Carroll, Henry and Weakly Coun-

ties:

On January 13, Dr. J. Owsley Manier,

Nashville, read a paper on “Cardiac Irregu-

larities,” and Dr. Henry L. Douglas, Nash-

ville, discussed “Kidney Frequencies.”

Tw'enty-tw’o doctors were present. Two
newr members w’ere elected.

At the February meeting Dr. H. H.

Shoulders, Nashville, discussed “Diagnosis

of Acute Abdominal Conditions,” and Dr.

T. Fort Bridges, Nashville, read a paper on

“Bow’el Disturbances in Children.”

Blount County:

For the year 1932 the Secretary reports

as follows

:

Total attendance, 734 ; cases reported, 93

;

papers read, 35; discussions of papers, 160;

clinics presented, 6; total number of meet-

ings held during the year 1932, 50 ;
special

addresses by visiting doctors, 7 ;
visitors

during the year 1932, 35; total members,

23; average attendance at the 1932 meet-

ings, 15.

The Blount County Medical Society has

been able to maintain its splendid record

during the past year. There has been more
enthusiasm among those members w’ho have
been privileged to attend the meetings than

ever, and better work generally than in any
previous year.

Quite a number of our members attended

the annual meeting of the Tennessee State

Medical Association at Memphis in April.

The meetings of this society are held reg-

ularly every Thursday night at eight o’clock

in the First National Bank Building, Room
311. Visitors are always welcome to our

meetings.

J. A. McCulloch, M.D., Secretary.

The 1933 program up to the next publica-

tion is as follows

:

January 5—“Athletic Foot,” by Dr. E.

H. Lowe. Discussion opened by Dr. J. E.

Hall.

January 12—“Mouth Hygiene,” by Dr.

N. E. Morris. Discussion opened by Dr. S.

D. Mount.

January 19 — “Complications Following

General Anesthesia,” by Dr. L. C. Olin.

January 26—“Obstetrical Analgesia and

Anesthesia,” by Dr. C. F. Crowder. Dis-

cussion opened by Dr. L. C. Olin.

February 2—“Septic Sore Mouth,” by Dr.

G. W. Burchfield. Discussion opened by
Dr. A. M. Gamble.

February 9—“Intestinal Obstruction, Its

Early Diagnosis and Treatment,” by Dr. C.

C. Vinsant. Discussion opened by Dr. J. E.

Carson.

February 16—“Uterine Hemorrhage,” by

Dr. S. S. Kitrell. Discussion to be opened

by Dr. H. A. Calloway.

February 23—“Vaginal Discharge, Its

Cause and Treatment,” by Dr. E. W. Griffin.

Discussion to be opened by Dr. R. L. Hyder.

March 2—“Prolapse, Cystocele, Recto-

cele and Vaginal Hernia,” by Dr. H. A. Cal-

loway. Discussion to be opened by Dr. C. C.

Vinsant.

March 9—“Modern Methods in the Treat-

ment of Pulmonary Tuberculosis,” by Dr.

J. B. Naive, Knoxville.

Davidson County:

January 10—“Acute Suppurative Oste-
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omyelitis,” by Dr. S. M. Ballard. Discus-

sion opened by Drs. R. W. Billington and L.

W. Edwards.

January 16—“The Present Status of En-
docrine Therapy,” by Dr. Louis Klein, De-
troit.

January 24— “Prostatic Resections—

A

Summary of One Hundred and One Cases,”

by Dr. E. G. Ballenger, Atlanta, Ga.

January 31— “The Problem of Heart
Disease,” by Dr. Sidney Burwell.”

February 7— “The Galactose Tolerance
Test,” by Dr. R. C. Derivaux. Discussion

opened by Dr. John Youmans. “Discussion

of the Rabies Situation,” by Dr. John Over-
ton.

Fentress County:

Dr. J. T. Moore, of Algood, Councilor of

the Fourth District, reports a visit to Fen-
tress County in January. As a result of

this visit an application has been made for

a charter of the Fentress County Medical

Society. At the preliminary meeting held

Dr. J. P. Sloan was elected President and
Dr. A. H. Crouch Secretary-Treasurer. It

is thought that all the doctors in Fentress

County will join at the next meeting of the

society.

Gibson County:

At the January meeting of the Gibson

County Medical Society, Dr. Geo. E. Spang-
ler, of Humboldt, was elected President;

Dr. F. Douglas, of Dyer, Vice-President;

and Dr. F. L. Roberts, of Trenton, Secre-

tary.

The program committee reported, al-

though the dates are not exact yet. We
are expecting to have Dr. Hugh McCul-
lough, of St. Louis; Dr. P. C. Jeans, of

Iqwa City; Dr. Martin Fischer, of Cincin-

nati; Dr. J. E. Gordon, of Detroit; Dr. J.

H. Shroder, of Cincinnati
;
Drs. J. A. Myers

and J. C. Litzenberg, of Minneapolis; Drs.

Brennemen and Greenhill, of Chicago, to-

gether with men from Memphis and Nash-

ville, on the program during the year.

J. L. Roberts, Secretary-Treasurer.

Greene County:

Dr. L. E. Coolidge was the speaker at the

January meeting of the society. Dinner
was served at the Takoma Hospital.

Hamilton County:

January 12—“Thyrotoxicosis,” by Dr.

Franklin B. Bogart.

January 19—“Diagnosis and Treatment

of Hay Fever, and Asthma,” by Dr. T. C.

Crowell.

January 26—“Influenza,” by Dr. A. W.
Gross; “Intubation a Neglected Art,” by

Dr. A. E. Goodloe.

For the coming months the following pro-

grams are scheduled

:

February 2—“Report on the Cost of

Medical Care,” Round Table.

February 9—“Treatment of Chronic Em-
pyema,” by Dr. Dan E. Elkin; “Localizing

Symptoms of Intracranial Tumors,” by Dr.

Edward Fincher.

February. 16—“Peptic Ulcer,” by Dr. H.

Quigg Fletcher.

February 23—“Nonvalvular Diseases of

the Heart,” by Dr. W. E. Bryan
;
“Schafer’s

Method of Artificial Respiration in Suffoca-

tion,” by Dr. J. Paul Johnson.

March 2—“Neurosis Versus Phychosis,”

by Dr. J. C. Eldridge; “Juvenile Mental

Hygiene,” by Dr. W. E. Van Order.

March 9—“When Should a Case of Sus-

pected Focal Infection be Referred to the

Eye, Ear, Nose and Throat Specialist for

Consultation?” by Dr. Stewart Lawwill;

“Diagnosis of Sinus Pathology With the

Use of Opaque Oil Injections,” by Dr. E. M.

DeLay.

Hardin, Lawrence, Lewis, Perry and Wayne
Counties:

Our “Five County” society continues to

grow. The January meeting was held at

Centerville (which is' outside of its dis-

trict). An attendance of twenty-two was

present. Papers were read by two David-

son County doctors and one Henderson

County doctor, and one discussion was

opened by a Maury County doctor. This

society has not missed a meeting since the
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five counties have been combined, and we
are glad that it is covering more ground

every year.

The January program follows: Dr. J. Jef-

ferson Ashby, Nashville, “Osteomyelitis.”

Discussion opened by Dr. W. E. Boyce,

Flatwoods. Dr. William I. Howell, Lexing-

ton, “Treating Sepsis by Producing an Ar-

tificial Leukecytosis.” Discussion opened

by Dr. George D. Williamson, Columbia.

The President’s Address, “Perception.” Dr.

William R. Cate, Nashville, “Classification

and Management of Nephritis.” Discus-

sion opened by Dr. J. H. Tilley, Lawrence-

burg.

Knox County:

January 10—Dr. E. G. Wood, Presiden-

tial Address.

January 17—Dr. Glenn A. Bibee, “Chil-

dren Dentistry.”

January 24—Dr. E. S. Clayton, “Abdom-
inal Drainage.” Dr. E. G. Wood opened the

discussion.

January 31—Dr. Brown, “Post Operative

Illeus.” Dr. Chumley opened the discus-

sion.

February 7—Dr. J. B. Naive, “The Pres-

ent Status of the Tuberculosis Problem.”

Discussed by Dr. R. B. Wood.

McMinn County:

Dr. James L. Bibb, of Chattanooga, gave

a lecture, “The Failing Heart of Middle

Age,” before the McMinn County Medical

Society, January 14.

The paper of the month was given by Dr.

Prentiss Knox, of Decatur, on “Treatment

of Burns and Scalds.”

The paper for next month will be read by

Dr. S. B. McClary, of Etowah, on “Man-
agement of Influenza.”

Dr. W. R. Arrants, newly elected Presi-

dent of the society, announced that he had

planned to secure an out-of-town physician

to give a lecture at each monthly meeting.

Sullivan and Johnson Counties:

We have had an unusually successful so-

ciety the past year with the help of the Com-

monwealth Fund’s donations in securing

four invited speakers. We had an average

attendance of 25.4 out of a membership of

35, including our associate members. That
large attendance did not come from our

members only, for we had a good many in-

vited guests from the other adjoining coun-

ty societies to hear our invited speakers.

The Commonwealth Fund will continue

their aid this year, and we are looking for-

ward to another successful year.

W. K. Vance, Jr., Secretary-Treasurer.

White, Putnam, Overton, Cumberland and

Jackson Counties:

The January meeting was held at the

Commercial Hotel at Livingston. After a

splendid dinner, the scientific program was

taken up. Dr. W. M. Brown, of Living-

ston, read a paper on “Glaucoma,” and Dr.

Harlan Taylor, of Cookeville, on “Constipa-

tion.” Both papers were given liberal dis-

cussion. Officers were elected.

The next meeting will be held in March

at the Shamrock Hotel, Gainesboro. Dr. L.

R. Anderson, of Flynn’s Lick, and Dr. Up-

church, of Sparta, will be the essayists.

Williamson County

:

The Williamson County Medical Society

met in regular monthly meeting January 10.

One dentist, Dr. Rosalie Carter, and three

druggists, R. B. North, Frank Gray and

Cannon Kinnard, were guests at the meet-

ing. Mrs. John McGavock represented the

public. The discussion of the afternoon

was “The Report of the Committee on the

Costs of Medical Care,” and was interest-

ingly led by Dr. K. S. Howlett.

Wilson County:

On January 5, Dr. J. S. Campbell read a

paper on “Gangrene.” On February 2, Dr.

B. S. Rhea read a paper on “Management

of Prolonged Labor.”

The next meeting will be held on March

2. The essayist will be Dr. J. R. Doak, who

will discuss “Modern Care of the Diabetic.”
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OFFICERS RECENTLY ELECTED OF COUNTY SOCIETIES FOR 1933

Blount County:

J. M. Waters, Walland, President.

E. W. Griffin, Townsend, Vice-President.

H. A. Calloway, Maryville, Secretary-

Treasurer.

Bradley County:

E. R. Ferguson, Cleveland, President.

Vance H. Bell, Cleveland, Vice-President.

D. N. Arnold, Cleveland, Secretary-Treas-

urer.

Campbell County:

A. D. Butterworth, Eagan, President.

F. A. McClintock, Newcomb, Secretary-

Treasurer.

Carroll County:

H. T. Collier, McKenzie, President.

H. D. McGill, Clarksburg, Vice-President.

H. L. Alexander, McKenzie, Secretary-

Treasurer.

Chester, Henderson and Decatur Counties:

L. C. Smith, President.

W. I. Howell, Lexington, Secretary-

Treasurer.

Fentress County:

J. Peery Sloan, Jamestown, President.

A. H.. Crouch, Forbus, Secretary-Treas-

urer.

Gibson County:

George E. Spangler, Humboldt, President.

F. Douglass, Dyer, Vice-President.

F. L. Roberts, Trenton, Secretary-Treas-

urer.

Greene County:

C. P. Fox, Sr., Greeneville, President.

L. E. Dyer, Greeneville, Vice-President.

M. A. Blanton, Mosheim, Secretary-

Treasurer.

Hamblen County:

F. F. Painter, Morristown, President.

P. L. Henderson, Morristown, Secretary-

Treasurer.

Haywood County:

John C. Thornton, Brownsville, President.

John Chambers, Brownsville, Vice-Presi-

dent.

T. C. Chapman, Brownsville, Secretary-

Treasurer.

Knox County:

A. H. Lancaster, Knoxville, President.

R. G. Waterhouse, Knoxville, Vice-Presi-

dent.

Jesse C. Hill, Knoxville, Secretary-Treas-

urer.

Lincoln County:

W. F. Cannon, Fayetteville, President.

J. M. McWilliams, Fayetteville, Secre-

tary-Treasurer.

McNairy County:

John R. Smith, Selmer, President.

H. C. Sanders, Selmer, Secretary-Treas-

urer.

Robertson County:

W. F. Fyke, Springfield, President.

W. S. Rude, Ridgetop, Secretary-Treas-

urer.

Sullivan and Johnson Counties

:

0. S. Hauk, Kingsport, President.

W. W. Widener, Mountain City, Vice-

President from Johnson County.

M. B. St. John, Bristol, Vice-President

from Sullivan County.

W. K. Vance, Jr., Bristol, Secretary-

Treasurer.

White, Putnam, Cumberland, Overton and

Jackson Counties:

C. E. Reeves, Gainesboro, President.

W. M. Breeding, Livingston, Vice-Presi-

dent.

T. M. Crain, Monterey, Secretary-Treas-

urer.
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OTHER MEDICAL SOCIETIES

Vanderbilt University Medical Society,

January 6, 1933

1. Case Report:

“Unusual Congenital Malformation of

Heart,” Dr. John M. Saunders.

J. B., white, male, age 11, was admitted

to the Vanderbilt University Hospital with

pneumonia and congenital malformation of

the heart. He recovered from this infec-

tion, and at this time was thought to have

a defect of the interventricular septum.

He continued to have mild respiratory in-

fections, but did fairly well and was cya-

notic only whenever he cried. He was re-

admitted January 1, 1933, and died the fol-

lowing morning. Autopsy revealed a great-

ly enlarged heart with a complete absence

of the interventricular septum. The mitral

valve was smaller than normal and did not

have any functional chordae tendinae.

Case discussed by Drs. Casparis, Bur-

well, Garrey and Harrison.

2. “Osmotic Relationships in the Hen’s Egg
and the Concept of the Steady State,”

Dr. J. M. Johlin.

The apparent maintenance of an osmotic

difference between yolk and white of the

hen’s egg indicates the existence of a steady

state at the vitellin membrane. Some have

explained this as a pseudo-steady state

gradually adjusted by slow diffusion, while

others have denied an osmotic difference to

exist. The present paper provides data ob-

tained in a critical study by a new and

more precise freezing-point method, and

shows that an osmotic difference exists, but

that it adjusts itself, by diffusion, with great

difficulty, and need not be explained as a

steady state.

Paper discussed by Dr. Wells.

3. “Comments on Medical Education and

Public Health in European Countries,”

Dr. W. S. Leathers.

WOMAN’S AUXILIARY

President Mrs. Oliver Hill, Knoxville

President-Elect Mrs. W. O. Floyd, Nashville

Chairman Press and Publicity

Mrs. T. G. Pollard, Nashville

State Medical Convention, Nashville,

April 11, 12, 13, 1933

Shelby County

Congratulations to Shelby County

!

It is with a joyous thrill of pride that

Memphis has a new auxiliary to report this

month. Mrs. D. H. James, Vice President

for West Tennessee of the Tennessee Med-
ical Auxiliary, accompanied by Mrs. W. T.

Black and Mrs. W. T. Braun, motored to

Jackson, Tenn., to assist in organizing the

auxiliary to the Madison County Medical

Society.

Mrs. James presided, telling of the State

work and the w’ork done in her own county

—Shelby. Mrs. A. B. Dancy was elected

President of the new chapter. Other offi-

cers were Mrs. J. L. Crook, Vice President,

and Mrs. J. W. McClaran, Secretary-Treas-

urer. There were eighteen charter mem-
bers. The next meeting will be held on the

second Tuesday in February. An invita-

tion was extended them also to attend the

meeting of the local chapter on the third

Wednesday in January.

Following the oVganization meeting, the

visitors were complimented with a luncheon

at the Southern Hotel.

The Shelby County Auxiliary met
Wednesday morning, January 18, 1933, at

the University of Tennessee. The annual

election of officers, postponed from the De-

cember meeting, was held. Mrs. W. T.

Black was re-elected President. A lunch-

eon in charge of Mrs. D. H. James, assisted

by Mrs. Willis Campbell, followed the busi-

ness meeting. A number of special guests

attended from the newly organized chapter

at Jackson. Dr. B. F. Turner was the

guest speaker. His subject was “The De-

fective Child.” He spoke of the lack of at-

tention in perpetuating family defects by
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unwise marriages. He pointed out that the

Greeks eliminated family defects by choos-

ing their mates carefully
;
that is the reason

they produced the most perfect human race

in the world. In many cases of defective

children the family employs an excess of

affection for the necessary discipline and

training. Dr. Turner criticized the lack of

State institutions for the care of defective

children and declared that more should be

established.

Knox County

At the January meeting of the Woman’s
Auxiliary of the Knox County Medical So-

ciety, Dr. Moore, city school physician, gave

a very instructive and enjoyable talk on the

use of the audiometer in our schools. After

which a report was made relative to the

audiometer for smaller children, and it was

voted to buy one for their use.

The Hygeia magazines have been distrib-

uted by the auxiliary to city and county

school teachers.

Plans also are being made for a clothing

shower for the unprivileged children of the

Fort Sanders, Riverside Hospital at the

March meeting.

On January 20 a health tea was given by

the auxiliary to all members, presidents of

organizations throughout the county and

their chairmen of Welfare. Dr. Oliver Hill

gave a splendid talk on “Health Education.”

After the address, a lovely musical pro-

gram was given, tea was served, and a so-

cial hour was held.

Davidson County

The meeting of the Davidson County Aux-

iliary met Friday morning, January 5, in

the parlors of the Y. W. C. A. Mrs. Oscar

Nelson, Program Chairman, was in charge

of the meeting. Dr. H. H. Shoulders ad-

dressed the group, his subject being “Med-

ical Legislation.” He discussed the stand-

ards of requirement for medical practition-

ers. He heartily advised us to read the

State Medical Journal for information

other than that regarding the auxiliary.

On the resignation of Mrs. Theo Mor-

ford, President, Mrs. B. F. Byrd, First

Vice President, assumed the duties of that

office. A vote of appreciation for her serv-

ice to the auxiliary was given to Mrs. Mor-
ford by the members. Mrs. T. G. Pollard,

Philanthropic Chairman, reported that the

children at the General Hospital were made
very happy Christmas with a lot of toys,

!

and the money donated by the Big Brothers

was used for buying permanent toys and

linen books to be kept in the hospital. The
fifty garments for the Red Cross have been

finished.

The auxiliary is already doing much pre-

liminary work preparing for the annual

meeting of the State Convention in April.

ABSTRACTS OF CURRENTLITERATURE

ANESTHESIA
By Hugh Barr, M.D.

Medical Arts Building, Nashville

Physio-Chemists, Anesthetics and Anesthetists. H. Boyd
Stewart, M.D., Tulsa, Okla. Current Researches in

Anesthesia and Analgesia, November-December, 1932.

According to the theories of Claude Bernard,

Bancroft, and Richter, chemical anesthetic agents

when introduced into the body, first attack the

colloid envelope about the individual lipoid parti-

cles, producing a state of coagulation, precipita-

tion or dehydration. The fat particles kept apart

by the protein envelope remain unchanged, but act

as a solvent for the agent introduced. The reac-

tion is produced on the protein envelope alone, and

may vary according to the amount and character of

the agent and the condition of the electrolytes in

the fluid portion.

According to Bancroft, these protecting films

may be completely dehydrated, become brittle and

crack, causing the lipoid particles to coalesce. Un-
der ideal anesthetic conditions, the coagulation is

of a moderate degree and affects just the sensory

cell colloids. This would not be extensive enough

perhaps to produce loss of consciousness, but with

a continuance and a more marked degree of coagu-

lation taking place, coma results with a temporary

loss of function. The colloids in these states pos-

sess a reversible capacity with a return to con-

sciousness and irritability.

The author states that under the latest concep-

tion, anethetic agents are direct and indirect. The

direct coagulates the colloids direct, while the indi-

rect group produces waste products, which in turn

produce coagulation. Acetylene and nitrous oxid

belong to the indirect group. Ether and chloroform

are considered direct agents, due to their fat sol-
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vency capacity. Also ethylene probably falls in the

direct group. Novocain acts directly, as it is

thrown in direct contact with the colloids of the

conductive system.

Nitrous oxid or acetylene is difficult to adminis-

ter, because waste products must be formed before

narcotic action and coagulation take place. Chlo-

roform produces marked coagulation in a short

time, causing fatty degeneration due to a severe

degree of coagulation spoken of as irreversible

where the envelope becomes brittle and cracks.

Ether produces at times such a degree of dehydra-

tion, and sometimes in overdose reversible coagu-

lation is very slow or impossible due to its fat sol-

vency. Novocain has limited action locally.

Ethylene has less fat solvency than ether, and is

almost parallel with nitrous oxid when given prop-

erly. It is only retained a brief period in the lipoid

substance and gets a prolonged action on the pro-

tein envelope. New toxic agents are constantly

coming to us from chemists which are undesirable

because of the waste products which the vascular

system cannot rid themselves.

DERMATOLOGY
By E. E. Brown, M.D.

Doctors Building, Nashville

Roentgen Rays in the Treatment of Acne. Evidence

That They Do Not Produce Scarring. By Henry I).

Niles, M.D., New York, N. Y. Archives of Derma-

tology and Syphilology, January, 1933.

The author reports forty consecutive unselected

cases of acne vulgaris where one-fourth skin unit

of unfiltered X-rays each week was directed to the

right cheek and a placebo treatment to the left

cheek. These patients consisted of twenty-five fe-

males and fifteen males. The average age was

twenty-one and two-tenths years, and the average

duration four years. Scarring was equal on both

sides in thirty-two, greater on the left in five, and

slightly greater on the right in three. He also

noted that the roentgen rays caused no increase in

the growth of hair on the face, since there was no

difference in the treated and untreated sides. The
total amount of treatments was from seven to six-

teen, and the average was twelve and one-half.

The usual supportive measures, such as diet, treat-

ment of constipation and dandruff, and, when pos-

sible, removal of foci of infection, were carried

out in every case. If lesions were present on the

chest or back, these areas were treated in the regu-

lar manner.

His conclusions were that the amount of scarring

after acne vulgaris depends on the severity and

duration of the eruption and the tendency of the

patient’s skin toward scar formation. This seems

to be neither increased nor decreased by roentgen

therapy. Dr. George N. MacKee, in his book on

roentgen therapy, said: “It is a consensus of opin-

ion that the best way to avoid scarring in severe

cases of the disease is to check the affection as soon

as possible, and X-rays are used for this purpose.

Acne, no matter how treated, is likely to produce
scarring.’’

In his lectures at the New York Post Graduate
Medical School he has repeatedly stated that in his

thirty years of experience he has never seen acne
scars made worse by roentgen rays.

Note: From my own experience in treating sev-

eral hundred cases I feel positive that the X-rays
do not increase scarring.

ORTHOPEDIC SURGERY
By Robert F. Patterson. M.D.

Medical Arts Building. Knoxville

An Operation to Make a Posterior Bone Block at the

Ankle to Limit Foot-Drop. By A. Bruce Gill, M.D.
Journal Bone and Joint Surgery, January, 1933.

“To Dr. Willis C. Campbell belongs the credit of

originating an operation to limit plantar flexion of

the foot by means of a posterior ankle bone block.

His operation was the first effective solution of the

problem in certain groups of cases.’’

The author states that comparatively few indi-

viduals, who have deformity from infantile paraly-

sis, require a bone block operation to correct foot-

drop. This is due to the fact that some form of

stabilization operation is usually necessary, and
quite often the foot is displaced backward in this

procedure. In addition to this, scar tissue forms
around the ankle where the lateral ligaments have

been separated from the malleoli. These procedures

tend to lessen motion in the ankle.

The operation that Dr. Gill describes has been

used about five years with success.

A skin incision is made parallel to the tendo-

achilles. The latter is exposed and divided Z fash-

ion. The incision is then made through the soft

structures, and the back portion of the ankle joint

and the upper surface of the oscalcis are denuded.

The foot is then dorsiflexed to its limit, thus expos-

ing the posterior end of the astragalus. With a

broad, thin osteotome, a section of cartilage, to-

gether with a thin portion of the bone, is lifted

upward from behind until it comes into contact

with the posterior lip of the tibia.

“A wedge-shaped piece of bone is then removed

from the upper aspect of the oscalcis and is driven

firmly into the space beneath the superior portion

of the astragalus. It will then be observed that

the foot is maintained firmly in a position of dorsi-

flexion.’’

The tendo-achilles is then sutured with No. 0 or

No. 1 chromic gut, and the skin is closed. Plaster

is applied with the foot in slight dorsiflexion and is

worn for three months.

This operation is simple and requires only one

incision for its execution.
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OPHTHALMOLOGY
By Robert J. Warner, M.D.

Doctors Building, Nashville

The Pathology of Papilledema. W. E. Fry. American

Journal of Ophthalmology, September, 1931.

A brief history of papilledema is given, and the

theories explaining the condition are considered.

The author examined forty eyes obtained in

twenty-one cases, in most of which the diagnosis

had been tumor of the brain. In thirty-two of

these eyes there was papilledema. Transverse serial

sections were made of thirty-seven nerves, begin-

ning at the level of the highest point of swelling

of the disk in three instances and extending back

to the intracranial portion of the nerve, which was
examined in several cases. In most of the cases

the sections began 3 mm. back of the globe. In

twenty-six instances the posterior part of the eye

containing the optic nerve was sectioned longitudi-

nally.

The intraneural course of the central vessels in

these cases is considered (previously published)

from the standpoint of vascular pressure as an

etiologic factor in papilledema. The site and

amount of edema of the nerve, the distention of

the nerve sheath and interesting features in the

pathology of the swelling of the nerve head are

described. The following summary was made

:

(1) No evidence was found of an inflammatory or

toxic cause of papilledema. (2) The initial cause

of papilledema is a compression of the central vein

of the retina, either along the side of the nerve or

in the subarachnoid space. This produces a venous

stasis with a consequent transudation of lymph

into the tissues of the optic disk and adjacent nerve

fiber layer of the retina. (3) The secondary cause

is a forward pressure of fluid within the optic

nerve, produced in all probability by the infiltra-

tion of cerebrospinal fluid under increased pres-

sure in the perivascular lymphatic spaces.

PEDIATRICS
By John M. Lee, M.D.

Doctors Building, Nashville

Chemical Action of Sodium Citrate as a Cause of

Certain Transfusion Reactions. A. S. Minot, Ph.D.,

Katherine Dodd, M.D., and Ray Bryan, Ph.D. Amer.

Jour. Dis. Children, January, 1933.

In certain acutely ill infants, transfusion with

citrated blood has seemed to make them definitely

worse. In one case, a marantic dehydrated infant

died shortly after receiving 50 cc. of citrated

blood with symptoms of sodium citrate poisoning.

This prompted experimental work on dogs. It was

found that citrated blood transfused into dogs with

subnormal blood calcium showed unfavorable tetany

like reactions. Complete relief from these symp-

toms promptly followed the intravenous injection

of calcium salts. The same results were obtained
from the injection of sodium citrate intravenously
in normal saline. If the dog’s blood had normal
calcium content or better, no reaction resulted

from citrate injections, unless excessive doses were
given.

Where there was greater than the normal amount
of guanidine in the dog’s blood or if the dog had
alkalosis, the intravenous injection of sodium
citrate in blood or in normal saline solution gave
more or less severe reactions.

Following these observations, the authors con-

cluded that acutely ill infants with certain abnor-
malities of blood chemistry may be harmed rather
than benefited by transfusions of citrated blood
even when no incompatibility or allergy existed.

They feel that before the administration of citrated

blood to these cases, especially those with diarrhea,

the blood chemistry should be restored to normal.
If this is impossible, calcium therapy is an effec-

tive means of preventing or relieving this type of

reaction.

SURGERY— GENERAL AND
ABDOMINAL

By John L. Dies, M.D.
1213 Exchange Building, Memphis

Postoperative Pulmonary Complications. A Statistical

Study on Two Years’ Personal Observation. Donald
S. King, M.D., Boston, Mass. Surgery, Gynecology

and Obstetrics, Vol. LVI, January, 1933, No. 1, pp.

43-50.

Statistics based upon two years’ personal ob-

servation of the postoperative pulmonary compli-

cations occurring on the General Surgical Services

of the Massachusetts General Hospital have been

presented. Figures have been tabulated separately

for the two years showing striking similar per-

centages in most instances.

A brief summary combining the figures for the

two years brings out the following points:

1. Purulent bronchitis develops in a large per-

centage of patients after operation. In the type

of pulmonary complication discussed, bronchitis is

associated with “pneumonitis.” In 47 per cent of

the cases there has been sufficient bronchial ob-

struction to give rise to atelectasis.

2. Eleven of the thirteen fatal cases were true

bronchopneumonias, without evidence of preceding

atelectasis.

3. Pneumonia, “pneumonitis,” or collapse has de-

veloped in 6.0 per cent of all operations, and in

14.0 per cent of laparotomies and herniorrhaphies,

and in 7.2 per cent of thyroid operations.

4. The pulmonary complications are regarded as

primarily responsible for, or as a major contrib-

uting cause of, death in 0.5 per cent of the total

operations performed and in 1.2 per cent of the

laparotomies and hernia operations.

5. In practically any given type of operation
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the percentage or complications is at least twice

as high for men as for women.
6. Among males the incidence of complication

following operations on the stomach and duode-

num is 46.8 per cent; on the gall bladder, 35.6 per

cent; and on the intestines, 26.2 per cent. This

group is designated as the “bad-risk” group.

7. Following gastrostomies and palliative oper-

ations for intestinal obstruction, 22.2 per cent of

the patients developed pulmonary complications,

and among the patients having gastric and duo-

denal suture the incidence w*as 61.8 per cent.

8. After drained appendices, 22.5 per cent com-

plications occurred, as compared with 6.6 per cent

following simple appendectomy.

9. Of the 426 complications, only 14.3 per cent

had preoperative, acute, or chronic respiratory in-

fection.

10. The seasonal curve does not parallel that for

lobar pneumonia or show any consistent seasonal

rise.

11. The somewhat lower percentage in 1931 is

probably due to better bronchial drainage.

12. In laparotomies and herniorrhaphies, 12.7

per cent of the patients operated upon under in-

halation anesthesia developed pulmonary complica-

tions; 16.6 per cent of those under spinal anes-

thesia; and 18.4 per cent of those under local

anesthesia.

1. Purulent bronchitis and “pneumonitis” are

present in practically all instances of the type of

pulmonary complication here described. Atelec-

tasis is associated with the infection in about one-

half the cases, but severe and fatal cases are usu-

ally true bronchopneumonias without evidence of

atelectasis at any stage.

2. Complications occur especially in males fol-

lowing operations on the stomach, and duodenum,

gall bladder, and intestines.

3. Preoperative sepsis and perforation, as well

as malignancy and poor general condition, are im-

portant factors.

4. Season and preoperative respiratory infection

play a minor part.

5. From the statistical standpoint, the type of

anesthesia is without significance.

UROLOGY
By Tom R. Barry. M.D.. F.A.C.S.

and F. K. Garvey. M.D.

Medical Building. Knoxville

Prevention of Recurrence of Urinary Calculi. A. Ran-

dall. Am. J. of Surgery, December, 1932.

This is a preliminary report. Three causative

factors for stone formation are discussed. First,

urinary stasis, w’hieh he thinks is the essential

preparation of the field. Second, chemical compo-

sition of calculus; this varies widely with the dif-

ferent types of stone. Third, infection; he believes

this has a definite role in the causative of so-called

earthy or triple phosphate stone. Once a deposit

of triple phosphate has taken place, it is rarely

replaced by other salts. These are usually the

large and rapidly growing stones; and if these are

removed, stones of similar character recur. He
believes this due to behavior of certain infecting

organisms. He states that bacteria often have a

limited range of chemical reaction in which they

normally live. Change their cultural habitat in

this one factor, and either bacteriostatic or bacte-

riocidal action is obtained. His work is based on

the above hypothesis and has endeavored to prevent

the recurrence by changing the reaction of the

urine.

His first work was with suprapubic fistul* fol-

lowing systostomy associated with alkaline urine

with incrustations. These were treated by topical

application of 5-10 per cent phosphoric acid with

rapid healing. At the first suggestion of ammoni-
acal odor to the urine, he began irrigating the blad-

der with 1 per cent phosphoric. One or two such

irrigations promptly changed the urine to acid and

without irritating effect on the bladder.

With the above facts in mind, he began washing

the renal pelvis of recurrent renal calculi with 1

per cent phosphoric, hoping to cause a steriliza-

tion of the infection causing the stones or as a

prophylactic against their implantation. He found

that phosphoric acid had a much greater acidifying

power than either acetic, hydrochloric, or lactic

acid, and that a 1 per cent phosphoric acid is less

acid than the stomach content. It has a pH of

about 1.6. Experiments on dogs have show'n that

irrigation with its solution is entirely non-irritat-

ing.

He reports eleven cases so treated, and con-

cludes :

1. That phosphoric acid depends on the pH for

its bacteriocidal value.

2. That in 1 per cent solution it is isotonic.

3. That it is entirely non-irritating.

4. That the reaction of the kidney urine can be

kept permanently acid by lavage with this acid.

5. That treatment of staphylococcic cystitis, en-

crusting systitis, leucoplakia and allied conditions

by this means is indicated.
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THE FREE CLINIC PROBLEM*

H. B Everett, M.D., Memphis

A
MONG THE PROFESSION there has

been so much discussion, pro and
- con, mostly con, about the use and

abuse of the free hospitals and clinics serv-

ice, that the program committee requested

that I prepare a paper on the problems of

the Free Clinic, and try to help some in

solving same.

Charity work being done by various in-

stitutions here and elsewhere, such as

Hospitals, Clinics, Organized Charity, etc.,

are making such inroads on the incomes

of the regular medical profession that it

behooves us to set up and take notice and

take steps to protect our profession and our-

selves.

We know that the poor must be taken

care of. The sick and injured poor especial-

ly, and nobody knows it more and better

than the physician. From our infancy in

medical training it is rubbed into us and

after we get into active work it is still

rubbed into us until it becomes second

nature to us, and we take it as a matter of

course. We, by the way, being the only

profession or business men who take it as

a matter of course and do charity work

day and night, as a part, and often the big-

gest part of our business, and we do it and

say nothing unless something turns up and

we realize that we are being used as goats

and suckers by a great part of the public.

It has been growing on us for a good

*Read before the Memphis and Shelby County

Medical Society, December 6, 1932.

many years that we are being used for a

good thing by State, City, and the public

at large.

The doctor is long-suffering, endureth

much and is full of charity and he does not

object to the charity if it be charity, but

when so-called charity patients can hire

taxi cabs and ride cars with liveried drivers

as has happened to a free dispensary here in

Memphis, it is time to get busy and see if

we can separate the sheep and goats. Those

who can afford to pay and those who really

cannot pay.

A man can commit a crime and a lawyer

paid by the state prosecutes him, and if he is

unable to employ a lawyer the state pays a

public defender to defend him. Mind you

the state pays both the lawyers, if the man
is unable to hire a lawyer and shows it to

be so to the satisfaction of the court.

Let the man happen to an accident and

if appearances warrant it, he is rushed to

—

say the General Hospital, given all the at-

tention needed, the state paying for all of

the needed attention, except the most im-

portant attention of all, that given by the

doctor or surgeon. They receiving as pay

only the satisfaction of a deed well done,

and if lucky, the thanks of the patient.

When the so-called charity patient shows

up at the charity institutions, do they know
he is a charity patient? They do not. Do
they investigate and know that he is a

charity patient? Not within our knowl-

edge. It would take a very little organiza-

tion and little time to find that each patient
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who applies for charity treatment is worthy
of all charity, part charity or able to pay.

When the medical charities first started

only paupers came for treatment, but a

large part of the population wants some-

thing for nothing, so they go to the free

clinics and hospitals, when they are able

to pay, and get something for nothing, thus

keeping the doctor from a legitimate fee,

and go further than that for the doctor

treats them for nothing, not only putting

nothing in his pocket, but actually being ouc

of pocket.

No class of professional or business men
have used as much time, work, study, and
money as have the medical profession in be-

coming capable of doing their work. They
stand more rigid tests and examinations

than any other profession, and we have al-

ways been doing real charity work and al-

ways will, but what we need is more effi-

cient management of the medical charities

so that the taxpayers, the public, and so-

ciety in general will not be imposed on, and

the doctor will get more of his due.

Statistics at best are dry and most any-

thing can be proved by them, but away back

in 1925 our late lamented friend, Dr. F. D.

Smythe, read a paper before this society,

stating that at that time the out-patient de-

partment at Memphis City Hospital was
costing the city $80,000.00 per year. It is

of course much more now, and it is an easy

guess that the greater part of this expendi-

ture is on patients able to pay at least part

of their expenses. There were other free

clinics then and more now, and I am satis-

fied that the proportion of those getting free

treatment and being able to pay for same

is greater now than ever before.

During the preceding years of prosperity

much politics, plenty of public funds and

the graft that goes with it all, the creation

of jobs to take care of henchmen was in

order and along with other departments

that of public health received its quota.

These appointees had to keep the pot boil-

ing and so they multiplied the volume of

work and broadened their sphere of useful-

ness and now much of the legitimate in-

come of our profession is taken from us by

the charities and so-called charity organiza-

tions.

All employees of the city receive good

pay, much better wages than other em-

ployees of the same class otherwise em-

ployed. They have “cut” themselves per-

haps ten per cent, and employees of other

businesses have been cut from twenty-five

to fifty per cent and they have to pay their

doctors.

Not from personal investigation but re-

liable information I will cite a few items for

us to think about and discuss. Almost any-

body without regard to race, condition or

station in life can go to the board of health

and get complete treatment for rabies from

the death of the dog to the last shot, all free.

Some five hundred receiving treatment the

past year. Probably many more than all

the doctors of Shelby County treated and
a mad dog being no respecter of persons

bites indiscriminately the rich and the poor.

There is another “Old Dog” that is careless

when and where he bites and so the Out-

Patient department of the general hospital

gives hundreds of treatments for syphilis,

though a fellow physician tells me of two
luetic patients who were amply able to pay

him for treatment but said they were pay-

ing the doctor at the “free clinic” $3.50 per

shot as that was the “actual cost of the

medicine,” both getting thirty-one shots,

(wonder why the extra one)

.

A maiden lady had been working for a

lumber corporation many years and must

have been in good circumstances as she was
able to keep three pet dogs. A common dog

bit one. A veterinarian immunized the other

two and pronounced the “bit dog” “mad,”

and as she had played with and been

scratched by the dog with rabies, recom-

mended Pasteur treatment, and seeing the

Board of Health for same, she stated to

another doctor that she could not pay for

treatment as she had just paid the veteri-

nary $35.00 for treating her dogs.

I am informed that the State Board of

Health will ask the next legislature for a

new building to house them and more em-

ployes.
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A TENTATIVE PROGRAM IN PUBLIC HEALTH*

A. B. McCreary, M.D., Memphis

WE WISH TO PRESENT for your

consideration and approval, a ten-

tative program in Public Health.

Three things are essential to the advance-

ment of a Public Health program. An ac-

tive Health Department, an alert medical

profession and an enlightened public. We
believe our department active, we consider

the medical society alert, and are positive

that our people are enlightened enough to

grasp and recognize truth when presented

to them. No program can be advanced be-

yond the understanding of the people with

any degree of permanency. No program
can be assured of success without the co-

operation of the medical profession.

Our school program calls for, first, a sur-

vey. An inventory of the needs. Vaccina-

tion of all unvaccinated children. Inocula-

tion of all children under 12 years of age

with toxoid. Examination of all children

up to the seventh grade. Re-check of all

children previously examined in which de-

fects were found. Bringing all pressure

possible to get the parents to see the neces-

sity of correcting the defects. This is of

course essentially educational work and

should immediately throw the defective

child into the hands of the family physician.

When the school physician refers a child

to you for the treatment of some defect,

do not pass it off with a slight remark.

The examiner is referring the child to

you, and an attempt to discredit the ex-

aminer will only serve as a boomerang.

The school physician has nothing to gain

by pointing out defects that do not exist and

the public knows it. That we sometimes

make mistakes is admitted and I am sure

that none of you would claim infallibility.

Every time a child repeats a grade, this

increases the expenses of government. In-

creases the burden upon the schools as well

as upon the parent and the child. The num-

*Read before the Memphis and Shelby County

Medical Society, December 6, 1932.

ber of repeaters who are not physically de-

fective or mentally maladjusted is negligi-

ble. The school should be relieved of both
types. The physical defect properly cor-

rected and the child allowed to go along
with his class. The mental defective and
the maladjusted properly classified and
placed in an adjustment school where he
may produce his best. Mental Hygiene is

being recognized as one of the important
phases of Public Health programs, and one
which steadily increases in importance.
Our program calls for extensive follow-up
work on the mentally maladjusted in our
special schools.

Epidemiology and school hygiene over-
lap and interlock in a manner which needs
no discussion here. Measles, scarlet fever,

etc., have a relationship with school work
which we are all familiar with, and can be
passed up with the simple reminder, “Please
report promptly.” Smallpox, typhoid, and
diphtheria are three diseases which medical
science has given us a simple and specific

preventative. Smallpox cannot be success-

fully controlled by chasing up an alley and
vaccinating a half dozen negroes every time
a case breaks out. Widespread educational

propaganda regarding the benefits of vac-

cination gives far better results. Teach the

public to cry for vaccination like babies are

supposed to “cry for castoria.” Stimulation

of public interest.

Our typhoid rate during 1931 was 43

per 100,000, much higher than it was in

numbers of rural counties where organized

health work was less than ten years old.

Your health department is cognizant of

this fact and wants to do something about

it. The health department does not assume
all responsibility for this. The amount of

smallpox, diphtheria, and typhoid fever in

a community must be borne by the health

department, the medical profession and the

public with the burden of responsibility on

the first two named—the health department

and the medical profession. We can place
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the responsibility on the public by acquaint-

ing them with the facts. True, most of our

typhoid cases were contracted outside the

city, but why can’t we train our people to

take care of themselves when away from
home? Early recognition of cases is valu-

able to the epidemiologist as well as the

private physician. A blood culture should

be taken during the first week on every

case, where there is even the slightest sus-

picion. Have a widal done on the same
specimen. If the culture and widal are

both negative, typhoid is improbable but

cannot be ruled out absolutely. As long

as the diagnosis is obscure, continue to get

specimens and request both culture and
widal on them. Get a widal after the pa-

tient recovers to confirm the diagnosis. If

he had typhoid it will be positive. Use your

health department, any service the health

department can render you will be gladly

given. Use us, we make a great buffer sub-

stance. Learn to use your health depart-

ment, and discover if you haven’t already

discovered it, that you will get friendly co-

operation from us.

Pass the buck on us. We recognize that

frequently pressure is brought to bear on

the physician by the parents, especially if

the child has a disease which is quarantine-

able and they want to get around the quar-

antine. You have an easy way around that.

Simply call us, and let us bear the brunt. It

is sometimes embarrassing to both of us

when there is a disagreement in diagnosis,

but you can feel assured that we will up-

hold the physician in ethical manner, simply

making the request that he see our side and

recognize not only our duty and obligation

to the public but his own as well. Do not

let your patient or the parent high pres-

sure you to the detriment of the public.

You have an easy way out. You can simply

call us and then we must assume the re-

sponsibility. There is no place for us to

shift it, even if we were so inclined.

To the general practitioner and the pedia-

trician let us suggest that the day of the

“family physician” is returning, and in a

greater sense of intimate relationship with

the patient than ever before.

The family physician should be the health

officer and health adviser for the families

that he serves. He should see that they

receive the necessary immunizations, tests,

periodic examinations, corrections of de-

fects as well as treatment for the acutely

ill, and refer them to the specialist when
necessary.

We are attempting to keep strict clinic

hours at the department. We have had
numerous calls and requests that we wait on
this one and that one after business hours.

Our answer is no. If their time is so valu-

able that they cannot comply with our

hours, then they are able to pay their physi-

cian for this service. We are taking the

same attitude with reference to vaccina-

tion on the leg, or parts of the body other

than the arm. We disapprove the practice,

and feel that any one with social aspirations

that causes them to frown on the vaccina-

tion scar on the arm should be able to pay
the family physician for this special service.

And we tell them so.

Lead them through public health educa-

tion from medical pauperization to a reali-

zation of their own duties and obligations.

Teach them to demand service and to pay
for it. But the diphtheria, typhoid, and
smallpox rate must not rise, but decline.

The family physician must derive a part of

his income as a practitioner of preventive

medicine. What will be the monetary

effect? That question can be answered by
asking one. Thirty years ago when typhoid,

diphtheria, and smallpox were rampant and

abundant, were the returns of the family

physician any greater than yours are now?
Would you swap places with him?
We do believe that the day of simply

looking at the tongue and prescribing calo-

mel has passed. The public demands more.

There has never been a time when the pub-

lic has grasped for medical information

with more avidity. If we do not supply it,

they accept medical misinformation from
cults and charlatans.

Education of the public must ultimately

mean development of public opinion, which

will produce legislative limitations, if not

abolition of cults and quackery, which is

waxing fat on the ignorance and supersti-

tion of the public.
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Put the responsibility on the public by

giving them the facts. Organized medicine

and public health have nothing to fear from

the truth. If we can’t stand up under the

searchlight of truth, do we deserve to exist ?

If you have occasion to listen to some of our

local radio programs you can readily see

how the public is being exploited by false

propaganda. How do you think they would

react to the truth? Let me urge to you,

that we supply them with the truth ! How?
By using the agencies at hand. 15 minute

radio talks on specific subjects by members
of this body under the sponsorship of the

health department. Publication of these

talks in the local press. Through lectures

to P.-T. A. and civic organizations. Attack-

ing no one, simply giving the truth.

Gentlemen, the machinery is here. Shall

we use it, or shall we assume an attitude of

passive indifference? Smallpox and typhoid

takes its greatest toll from the ignorant of

all races. This class cannot be reached by

newspapers or pamphlets unless they stimu-

late the educated ones to impart the infor-

mation orally. The leaders of the colored

race can be reached through their medical

society, their churches, and their various

organizations and thus stimulated to render

service to their less fortunate fellows.

This is no new experiment. It has been

successfully used in many rural counties

and its efficacy has been proven for the

cities by the work in Detroit and by the

Bellevue-Yorkville demonstration in New
York City. Visionary as it may seem, it

is practical. “Knowledge is power” even

if it won’t take the place of gasoline.

Gentlemen, we invite your criticism, both

pro and con. We want your suggestions

and your support.

DISCUSSION
DR. T. F. MITCHELL: There has, in the last

few years, been the complaint that the public

health authorities were taking away much of the

private practitioner’s business by their wholesale

immunization of children. In reply the public

health would contend that practitioners generally

would not immunize a great enough proportion of

the population to be a satisfactory protection

against the appearance of epidemics. The high

incidence of diphtheria lately in this community
might be taken to indicate that as yet the problem

is not solved, and that perhaps more co-operation

intended to protect all susceptibles is needed.

When health departments were more abundantly

financed than at present, they w’ere more anxious

to assume the greater responsibility. Times have
changed, and today one feels the urge for co-oper-

ation, and out of the present crisis I believe may
develop a system which will be just and satisfac-

tory to all and which will offer protection to every
one.

That some progress in this line is being made
may be learned from the fact that there was held

last month in Birmingham a joint meeting of the

Southern Region of the American Academy of

Pediatrics and the heads of the board of health of

most of the Southern States. These subjects here

under consideration were discussed and several com-
mittees appointed to work out schemes for the man-
agement of this undertaking, and outlining the pro-

posed part to be taken by the several boards of

health on the one hand and the practitioners of

medicine on the other. It is to be hoped that this

combination of forces which have the common in-

terest, the generalized protection of individuals, at

heart will succeed in its purpose and that all con-

cerned may be benefited.

As an example of what might be attempted in

this direction, nurses in the public health could

easily refer the individual needing treatment or

immunization to the physicians who had last seen

him for the needed advice or the treatment now
necessary. The one then who most likely is more
familiar with the patient’s needs could direct what
measures would best suit those needs. This w’ould,

of course, necessitate the proper willingness on the

part of the physicians to be prepared to carry out

these measures, which I am sure would prove most
profitable in the end to both patient and doctor.

Again, this sort of a system would in the public

mind build up the idea that the science of medicine,

whether administered by the private physician or

the public health, w’as one solidly organized body
against the spread of disease. Under this system
also it is likely that communicable diseases would
be more promptly seen and reported, and in certain

instances would lead to beneficial consultations with

the public health officials.

As regards educating the lay public. Dr. Carey,

president of the American Medical Association,

has advised, in an address delivered at the Iowa
White House Conference, that doctors should be

willing to meet with laymen interested in the wel-

fare work, and that leadership may thus be gained

in these projects by the intelligent use of the phy-

sician's superior knowledge along these lines. He
says: "It behooves us as a profession to reorgan-

ize the human attitudes and aptitudes and assume
that leadership in all matters relating to medicine,

which is our natural sphere. Our assumption is

based upon our education, training, and desire to

serve.’’ He also laments the fact that at present

the profession can be criticized for failure to carry
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to the people the knowledge it possesses because of

certain inhibitions based on the belief that the pub-

lic would misinterpret any unusual effort on the

part of the profession as a play for unethical pub-

licity.

DR. W. P. MOORE: We feel very timorous in

getting up here.

We, the medical portion of the staff of the De-

partment of Health, belong to the medical frater-

nity as surely as any of you, just as the surgeon or

those of any other specialty of medicine. We are

of you and not on the outside. In this connection,

may we relate that there was a controversy when
the surgeon began to specialize. He was criticized.

This was also true of the ear, eye, nose and throat

men. Group work among physicians was looked

at askance. In fact, all innovations have caused a

furore.

Dr. Leroy stated we were all wrong. We believe

he has been right all the time, and it is because of

those unselfish services he has rendered that we
appreciate him.

We believe the medical profession has been right,

and possibly the others wrong. At least, business

methods have seemed to fail. We of the profession

of medicine have been carried down in the vortex

with business, though ours is not a business.

The doctor has no fixed prices as does the gro-

ceryman. A hungry man would feel wrathy if

asked to pay $100 for a steak, for it has a current

price. Medical services have no market price. If

medical service is needed and the recipient is well

able to pay, there is no hard and fast price and
should not be.

Several years ago some one in conversation with

us stated that we medical men were getting to-

gether in our society to put fees up. We told him
we did not talk about money in our meetings, but

how to benefit our patients. We have had our

heads in scientific barrels and have not given other

issues enough thought.

There is a social and economic side of living.

As we see the question before the house this eve-

ning, it is an economic one rather than what serv-

ice we may be able to render. We are our broth-

er’s keeper, and the medical profession must do its

part.

Do you realize that in maintaining the General

Hospital the average taxpayer pays for something

he does not get? Some of these do feel, however,

that they have a right to go to this hospital.

We have made the statement that if our people

were given physically sound bodies at the expense

of their initiative, they were left worse than found.

We must go back to the virility of the old days.

Rabies treatments have been mentioned. The
plan of the Shelby County Health Department is to

furnish vaccine to those who cannot pay for it and
direct them to their family physician for adminis-

tration of the vaccine.

As to the clinic, this is not our problem. How-

ever, appearances deceive, and because a patient

drives up to a clinic in a car does not mean he is

able to pay. A few days ago a gentleman told me
that he owned a good-running Cadillac, and after

he turned it in it sold for $10.

Much of the time of many of you is spent in hos-

pitals and you see only a portion of the people.

We see all classes and have to talk to them of their

various problems. As stated, your contact is with

each other and your patients in your daily routine.

Formerly your patients had money and could pay.

There has been a change.

At the present time the place of the Department
of Health is extremely difficult, as an epidemic of

any illness would be a double calamity.

Let us get together. As members of the profes-

sion we want to serve you, and as an official agency
we want to serve you.

In closing, we wish to say that our livelihood is

based upon something we as physicians have ever

attempted to prevent—namely, sickness. Let us

still cling to that altruism the masters taught.

DR. A. G. JACOBS: It is my opinion that the

public health authorities are trying to do their

duty in this matter as they see it. There has been
some conflict with private practitioners in the dis-

charge of these duties as they see them. It ap-

pears that charges have been made that the public

health authorities have been immunizing children

against diphtheria and smallpox whose parents

were fully capable of paying for medical care. I

have found a few cases in my own practice where
this has occurred, but I am sure that the public

health authorities do not care to go out of their

way in order to immunize people who are able to

pay for this attention, and I am satisfied that they

have enough to do without resorting to such prac-

tice.

I consider both of these papers to be timely, as

they deal with matters that must concern us very

much. They both cover considerable ground, and
it is impossible to discuss everything they have
brought up for our consideration. I wish, however,

to discuss one of the most urgent of these prob-

lems, and that is the prevention of diphtheria.

Dr. McCreary has said that he considered it our

duty to prevent the rise in incidence of diphtheria.

I consider that it is our duty not only to prevent a

rise, but to bring about a fall and eventually the

extermination of diphtheria, and I believe it to be

possible for us to practically achieve that. Why
have we failed in this thing? You have heard Dr.

McCreary say that diphtheria is quite prevalent

even today. I believe I know why this is true;

75 per cent of the cases of diphtheria occur in the

pre-school age. The Board of Health has so ar-

ranged matters that no child can enter school

until vaccinated against smallpox, and in that way
the authorities have been able to compel people to

have their children vaccinated. They cannot go to

school unless they have been vaccinated. That is
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the rule, and it is rigidly upheld. The result is

this: I don’t see any more smallpox, neither do

you. It is practically gone. Now, why can’t we

get the same result in regard to diphtheria? Why
can’t we enforce the same rule as in the case of

smallpox and forbid a child to enter school unless

it has had toxoid? Yes, that is easily done; but

inasmuch as 75 per cent of the cases occur before

school age, such a measure would and does prove

thoroughly inadequate.

Something should be done and done now’ to bring

about immunization of all children one year of age

and a little older; this is urgent. I see many cases

of diphtheria where I should not see any. How
can this be accomplished? The people do not ob-

ject to the fee of a private physician for toxoid

administration; they are afraid and refuse to have

it done, and neither the pediatrician nor general

practitioner nor Board of Health authorities suc-

ceed in immunizing at least 40 or 50 per cent of

the children. We might achieve our purpose

through education of the masses, but that has been

tried and is only partially successful. Some form

of coercion might be necessary. I believe that if

all children were inoculated against diphtheria by

the time they are a year old we will have diphtheria

as completely under control as smallpox is today.

DR. L. M. GRAVES: I would like to say just a

few words in connection with some points men-

tioned in these two papers.

The first paper spoke of the people as one of the

parties concerned in the three groups— public

health officials, private practitioners and the peo-

ple. I think the people compose the most impor-

tant group after all. They will possibly have most

to do with working out this problem. They cer-

tainly will unless the other two groups assume

some leadership in the matter, because the people

are becoming more and more interested and assum-

ing more organized efforts along that line. I be-

lieve that education of the public is one of the

most important things. We investigate some of

the points of misunderstanding and controversy

and discuss them here from time to time, but so

long as w’e merely continue to discuss these points

and go no further, I don’t see that the situation

will be a great deal improved.

One of the points mentioned is the question of

antirabic treatment. I should like to say in re-

gard to that matter that the Health Department
certainly would be glad to be relieved of antirabic

treatment. We don’t particularly enjoy giving

those treatments. We would like to see a satisfac-

tory plan worked out that would relieve us of them
entirely. W’e have tried to follow a plan agreed

upon some months ago by a committee representing

the society and the Health Department.

A peculiar instance in that connection occurred.

A patient came in for antirabic treatment. She
stated that she had been to a physician for first-

aid treatment. I called this physician and asked

him about the patient’s ability to pay. He said he

didn’t know, but thought she could pay if given

time, and that he would be willing to treat her. I

immediately sent the patient back to the doctor,

who happened to be a member of the committee.

The patient did not come back, and I thought she

was under treatment. I did not hear from her for

something over a w’eek, when she came back and
applied for treatment again. I wras surprised and
asked her why she was not under treatment. I

called the physician again, and he stated the pa-

tient had not been back. I sent her back again,

and finally the physician called me anti said per-

haps the patient wasn’t able to pay and to go ahead
and treat her.

The next patient who came in was a patient of

one of the other members of the committee, as it so

happened. He told me about his fine dog, and that
he had it treated by a veterinarian. It sounded
like he was able to pay, and I told him I thought
he was. He voluntarily said that his physician
would give him a statement to the effect that he
was not able to pay. I told him to go to the phy-
sician. He came back in about fifteen minutes with
the statement from his physician requesting that

we give the man treatment.

Of course relating these instances will do no good
so far as the whole problem is concerned, but there
are matters of that kind coming up almost daily,

and I feel like, as the Health Department is being
criticized, u’e are entitled to mention some of these
things. When these bites have been reported by
the physician to the Health Department, I don’t

believe any one here would say we have ever failed

to send that patient back to the physician. If any
doctor would call up and report it, as I really be-

lieve he ought, when a case comes in to him, and
say the patient is able to pay, we w’ould be glad to

send him back to the physician. If you know he
is able to pay, say that; and if he is not able to

pay, tell us that, and we will be guided by what the
physician says about it. You have a much better
opportunity to know whether he is able to pay than
we have.

As to the point of immunization that one of the
discussors mentioned, I think it is generally rec-

ognized that, w’hile smallpox vaccination is about
135 years old, the disease was never controlled un-
til public health authorities began to vaccinate. 1

also believe some of the other immunization prin-
ciples have been popularized by the Health De-
partments. But not enough people have accepted
them yet.

W’e are making a strong effort to get patients to

go to their private physician if they possibly can.

I would like to say that every member of the
Health Department has plenty to do always. There
is no lack of employment, as some seem to think.

We would be glad to be relieved of immunization
work if we could be assured that it would be done.

DR. C. W’. POLK: Since all three of the other

public health men present have spoken, I shall only
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add a few words to what has been said in the splen-

did papers of Doctors McCreary and Everett.

I have no issue to take with either, but will only

outline the way in which some of the work of the

Shelby County Health Department is being con-

ducted. Dr. Moore forgot to tell you that we are

not giving rabies treatment in the office of the

Shelby County Health Department any more.

It was stopped at the time that the committee

from this society conferred with the health de-

partments in regard to the matter. We have al-

ways felt that rabies treatment was curative medi-

cine, and when any one gets bitten by their pet

pup it is their responsibility, and they should go to

their doctor for treatment.

In regard to what Dr. Jacobs has just said about

diphtheria, I want to emphasize that it will never

be controlled until more pre-school children are

immunized. We feel proud of the fact that in the

county we probably have more co-operation in the

pre-school age than there is in the city. We try to

educate them, and they bring their children in to

get toxoid. It seems to me the greatest responsi-

bility rests with the obstetrician and pediatrician to

insist that all children that they come in contact

with be immunized as soon as they are old enough

to get toxoid, which would go a long way in con-

trolling diphtheria.

Dr. McCreary mentioned co-operation with the

negro doctors. We have been carrying on a pro-

gram and have set up between the Board of Health

and the Bluff City Medical Society a plan of co-

operation that has succeeded beyond our fullest

expectations. The negro doctors co-operate with

us in the school clinics and venereal disease con-

trol work, and by doing so they are getting quite

a good deal of practice. There are about forty

negro doctors in the city and county, and they all

express themselves as very much pleased with our

plan of co-operation.

We have also set up venereal disease control

clinics with the white doctors in the county, and

about fifteen of them are working with us on this

problem. We find that about 31 per cent of the

total of 1,604 so far blood tested have positive

syphilis. We have the approval of our Commis-
sioner of Finance, Mr. E. W. Hale, and Mr. E. H.

Crump is also very enthusiastic about venereal

disease control in this county. These clinics are

being held in every doctor’s office in the county

under the doctor’s suggestions and directions, and,

as suggested by Dr. Duncan, we furnish the medi-

cine that the doctor needs, give laboratory service,

bring in the blood specimens and take the report

back to the doctor. He gives the treatments in

consultation with us and builds up his own prac-

tice. This plan is working successfully with every

doctor in the county. I would like to have the

pleasure and opportunity of working more with the

city doctors as with the county doctors. Our rela-

tionship with the county doctors is most cordial.

Please understand that what is being said ap-

plies only to the County Health Department. We

disapprove of the nurses trying to take children to

the hospitals for free operations in wholesale num-
bers regardless of financial ability to pay. We in-

sist that people should pay something. It is a ter-

rible thing to pauperize the whole people, and we
fight it all of the time. We like to have a workable

understanding with every doctor which we come in

contact with. We heartily agree with Dr. Leroy

that there should be a sharp line of demarcation

between public health and curative medicine.

DR. C. A. SIMON : The free clinic problem is

a “problem” for all concerned, directly and indi-

rectly. It is a problem for the financing officials

to keep the clinic operating; for the clinic em-

ployees to judiciously and humanely handle the

many patients; for the clinicians to so measure

their time that the greatest number of patients

may be seen and each case given proper consider-

ation so that both patient and doctor benefit; for

the social welfare workers to fairly divide the ap-

plying cases according to their financial abilities;

and this “problem” could be discussed until every

one of us was duly mentioned, from the youngest to

the oldest, from the lowest-paid employee of the

county and city to the county and city “fathers”

(so called) ; for we all are concerned.

With due apologies to the recent expressed views

for and against the report of the National Com-
mittee on “Organized Medicine,” the care of the

sick and injured poor has always been in the past,

is now, and will ever be a problem directly depend-

ent upon the doctor.

There is no doubt of the direct need for the “free

clinic.” It serves as the necessary “elastic belt”

for the hospitals—that is, the hospital beds are

more readily emptied when there is a clinic to fur-

ther care for the ambulatory sick and injured, and

many cases are returned to health by clinical care

when hospitalization would have been demanded
had there been no clinic. And the “free clinic”

serves the doctor in many ways that cannot be

measured, especially in a financial way, contrary

to the fact that the financial earning of the doctor

is most important to him today, and we are aware
that were the “free clinic” closed we would have

many other things to do beside “rake in the gold.”

Since the establishment of the Associated Chari-

ties Clinic at the Police Station about twenty years

ago there has been a rapid increase in number of

welfare organizations and necessarily an increase

in welfare work, all of which has greatly in-

creased the amount of medical aid. And we know
that sickness and unemployment are the main rea-

sons for welfare work.

The “problem” of investigating the ability of

each individual to pay for medical service that ap-

plies for treatment at the “free clinic” is a huge
one now. With the number of patients increasing

every day—referred by individuals, by organiza-

tions, by hospitals, transients, etc.—the corps of

social workers would have to be an army and navy
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to investigate deeply the status of each applicant,

taking social histories, visiting homes and places of

employment, all of which is necessary at times to

arrive at the proper conclusion.

So it seems, since Dr. Everett has “generalized”

in his paper, the discussion should be along the

same lines.

Much could be said in figures about the increase

over the past five years even, but why add to the

figures we already know?
The number of patients has been legion, and the

fees collected have been infinitesimal. The clin-

ical expense has been ever increasing.

The number of “financially able to pay patients”

cared for in the “free clinic” is small and ever

changing, because continuous investigation often

reverses first judgment, and cases are later refused

further treatment.

To offer a solution for this “problem” w’ould be

presumptuous on my part, but I believe it lies within

the hands of the profession.

DR. W. S. ANDERSON : Dr. Everett has out-

lined to you some of the vital facts that are now
confronting our profession.

I heartily agree with him. When a charity case

confronts us, we are willing to do everything we
can either at the hospital or at home, expending

our time, money and energy to do the best to re-

lieve their sufferings and unfortunate condition.

We are all imposed upon in many ways, but this

cannot always be helped, but in many cases it can.

This state of affairs has during the past few years

been steadily increasing, and it has now reached

the point where some steps should be taken to cor-

rect this steady advance of services by the free

clinics and hospitals and boards of health to those

who can pay, and there are many such cases who
are given free medical and surgical treatment.

We as physicians are too long-suffering. Many
visit these institutions who could pay a feee to a

doctor. The doctor is deprived of this revenue,

and in turn, if he is a taxpayer, and the majority

are, he is called upon to help defray these expenses

through taxation. In other words, he is not only

losing the revenue that is rightfully due him, but

is helping to pay the expenses to keep up these in-

stitutions. Is this right? Is this justice?

If any of you will take the time to investigate

some of the patients who come to these clinics, you
will see many of them come in good autos; often

there are so many of them who come to the out-

patient department of the General Hospital that

it is sometimes difficult to find parking space in the

grounds of the adjoining hospital. To my way of

thinking, a person who is able to own and main-
tain a car is able to pay a fee to a doctor. There
should be some way of checking on those who at-

tend the clinic or hospitals to determine which are

the charity cases and which are not.

I am well aware that a medical school needs ma-
terial for teaching its students, but there is plenty

among the frank charity cases for this purpose,

and those who can pay should not be treated in

these institutions. Is it right to continue this ex-

tensive treatment by the Board of Health? As you

know, the schools of the city and county are given

regular days by visiting doctors and nurses for the

vaccination against smallpox, typhoid, diphtheria

and what not. Even children who have not yet

reached school age are so treated. Many of these

are able to pay. Up to a few years ago the doc-

tors had a chance to do some of this work and

derive some revenue for it, but it is getting less

and less each year due to the encroachment of the

Board of Health. Only a few days ago while in

the courthouse I saw a well-dressed family, con-

sisting of three children accompanied by the mother

and nurse', going into the Board of Health. They
were all well dressed, and the youngest child was
carried by the nurse. I suppose they were going

in for their “shots” or vaccination. These people

could have no doubt paid, but they are being edu-

cated by the visiting nurses and others that this

is the thing to do. Why blame the people? Blame
ourselves for not correcting this.

Information has reached me that the Board of

Health is top-heavy with employees, many of whom
are no doubt political gifts for deeds well done

during election time. They draw good salaries.

We help pay them.

A Board of Health is a very vital essential to

any well-organized community, but good deeds can

be overdone. There can be created many avenues

for the expenditure of money, but in these days of

continued depression instead of continually asking

for larger appropriations there should be a call

for conservatism and marked retrenchment.

Fellow doctors, it is up to us. The time is ripe.

We must be up and doing—doing something that

is worth while to stem the tide of these rapid en-

croachments upon us.

DR. I. G. DUNCAN: I think both of these pa-

pers are timely, and, of course, there is something
to be said on each side.

I think the community centers, different neigh-

borhood centers and welfare workers have a lot to

do with patients being referred to the Board of

Health and other places, when they should not go.

I remember seeing an article in a paper about the

wonderful work the ladies had been doing. They
had had a hundred children’s tonsils taken out, but
not a word about the doctors who had done the

work for nothing, and possibly upon some who
could have afforded to pay. Nurses have been too

free about telling them to go to the Board of

Health and City Hospital.

I imagine Dr. Pulliam makes fifty to seventy-

five X-rays a day. I had one patient who had trou-

ble with indigestion, and I thought she had an
ulcer. I advised her to go to an X-ray man for

pictures. The next day she called and said she

was going over to the City Hospital, that they
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were sending out after patients, and glad to do

anything they could—they needed the experience.

Speaking about clinics and city hospitals. They
are wonderful organizations. We need them and
have to have them. These institutions must be

kept in first-class condition, both for the sake of

real charity patients and for teaching purposes.

Last year, when on medical service over at the

City Hospital, they brought a negro man in who
was dying. We investigated that case and found

he had $2,900 in the bank. He was over there

on charity. Last year over in the clinic, especially

in the Dermatological Department, they gave a very

large number of salvarsans. Some patients could

have paid for their treatment. A negro man mak-
ing $5 a day went there and got a full course of

treatment. Those things are happening every day,

and there ought to be some way of preventing iL
John Smith is in an automobile accident; he goes

to the hospital; the interne sews him up without

charge, regardless of his ability to pay.

It seems to me that all this talk without some
remedy is not going to get anywhere. Possibly the

best proposition would be for the Board of Health

to give very little treatment and refer the patient

to the doctor. If the patient is not able to pay,

the doctor could call the Board of Health and it

would furnish the medicine. In that way the pa-

tient would get treatment, and possibly in the

meantime he could pay something. The injured

patients who call at the various hospitals for treat-

ment should also be referred to private physicians.

Gentlemen, I think some such plan as this should

be given a trial.

DR. EMMETT R. HALL: The department of

Syphilology and Dermatology has been mentioned
by two or three speakers as possibly furnishing

free treatment to patients fully able to pay a pri-

vate physician or charging patients amounts for

which a private physician would be willing to treat

them. As one of the members of this department,
1 would like to offer a few remarks of explana-
tion. I use explanation rather than defense be-

cause I feel when the true situation is known no
defense is necessary. During the year just ending
we gave a total of 11,445 intravenous medications
and 42,866 intramuscular injections for syphilis;

the amount collected from patients did not pay the
actual cost of medicine, and no case paid as much
as $10 during the entire year.

It is possible that every now and then some one
gains admission that might be able to pay a pri-

vate physician. Certainly none pays into the clinic

an amount that would justify any private physician
treating them. Every doctor connected with this

department is doing a private practice, and we
would be the first to complain. From my own ex-

perience I am convinced that none of you would

want, as private patients, the people we treat in

the clinic.

Now, if you have a rambling statement from
some patient, before you accept in full their state-

ment, call the department of Syphilology and Der-

matology and Miss LaRoche will be glad to give

you all the facts relative to their case.

If any physician is suffering as the result of

the large number we are treating, it is the negro

doctor. I feel that in normal times the negro im-

poses upon the clinic. They realize that they will

receive better treatment, and they lack confidence

in the doctor of their own race. I would like to

see some movement to educate the colored physi-

cian to take care of the syphilitic of his own race

and to restore the confidence of the patients in him.

I think it behooves every clinic and hospital ad-

ministering to charity to investigate their patients

as far as possible, and doctors should co-operate in

furnishing such institutions information when they

have it.

DR. A. B. McCREARY (closing) : There will

always be some charity patients. Paupers and

deadbeats have always existed. It is really not our

problem. Dr. Stanford covered that in his re-

marks. This problem is in the realm of eugenics.

How many times has the physician referred the

patient to the Health Department for tests, immu-
nizations and other service? You started it, and

now you jump on us because we co-operate with

you. The clinic problem might be handled by ad-

mitting no patient who does not have a certificate

from his family physician. But even this has been

abused.
.
The doctor is not always careful regard-

ing whom he gives a certificate. The physician

knows the financial condition of his patient better

than any one else does. To err is human, no

scheme can be perfect; but if we had some form
of welfare agency to investigate applicants, and

to contact the doctor who has been doing their

practice, get his opinion regarding their ability to

pay, and handle in the free clinics only those who
are unable to pay. In some of our schools we are

not holding immunization clinics, as they are in

districts where the people are able to pay for the

service.

There are such things as non-medically directed

Health Departments. The medically directed

Health Department sees and appreciates the phy-

sician’s viewpoint, and will certainly be more co-

operative than a lay-controlled department would be.

Public health was bound to come. It is here to

stay. The question is: Are we as doctors going to

stay in it and assume leadership, or supinely sit

down and let other agencies dictate? The medical

profession fostered public health. Was the motive

altruistic, or did we see it coming? Industry and

insurance companies recognized its value years ago

and put into operation a modified form as far as

their interests were concerned. In the march of

civilization there were certain reforms that simply
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had to come. It is not a question of whether we
are going to do away with public health, but

whether we are going to get on the band wagon and

work together in harmony and unity, or going to

turn it over to a non-medical agency.

The Health Department will gladly give to the

physician such immunizing agents he needs. We
do not give diphtheria antitoxin. If we supply

physicians with this, it must mean an increased

budget. This is now handled through Isolation

Hospital. Frank charity is sent to Isolation Hos-

pital and can get antitoxin there.

Attend the

One Hundredth
Annual Meeting

NASHVILLE

April 11, 12, 13, 1933

Hotel Hermitage



104 March, 1933

REPORT OF A CASE OF COLOR-HEARING AND SOME IMPORTANT
ADVANCES IN MEDICINE, WHICH HAVE COME SINCE MY

GRADUATION 56 YEARS AGO

J. L. Minor, M.D., F.A.C.S., Cordova

C
OLOR-HEARING is that condition in

which certain sound notes give rise

to the sensation of certain colors.

It is rare. I have seen one case, and read

of another, referred to in the Archives of

Otology of 1883.f My case was observed

one year before this report, which gave me
my first information that “color-hearing”

had been coined. I retained the notes of

my case with the intention of elaborating,

as I have done. The recent passing of a

birthday admonished me that the present

would be the proper time. My case is as

follows

:

Miss C., age 22, New York City, musician,

1882. She told me that certain piano notes

always brought to her mind the sensation

of certain colors, and asked what it meant,

and if I could explain it. I had to confess

my ignorance, but said that I might reach

some conclusion after examining her. I had
her strike notes on the piano, on octaves, as

notes between octaves gave blurred colors

—

and, as she went from the lower notes to

the highest, she repeated, “red,” “yellow,”

“blue,” “violet.” Then,I reasoned out the

following theory

:

Colored rays of light, traveling at the

rate of 186,000 miles per second, fell upon
the retina with a wave-length of 57,000 per

second for blue, and 36,000 per second for

red. Sound waves, traveling at the rate of

1120 per second, strike the drum mem-
brane with a wave-length of 33 per second

for the lowest sounds, and 4200 per second

for the highest. I know of no theory yet

advanced to explain color-hearing, and
suggest that there is some connection be-

tween the rapidly moving color waves on

the retina and the slowly moving sound
waves on the drum membrane.
Now to medicine. In a brief way I will

enumerate some of the most notable events

in its progress, which came in the many
years of my connection with it.

I began with antiseptics, which Lister

established about the beginning of my pro-

fessional career. It took the place of soap

and water.

General anaesthesia had not long been in

use, and chloroform was used chiefly in

preference to ether. Local anaesthesia came
years later, when I was so well established

in the profession, as to take part in its in-

troduction. Cocain had been suggested as

a local anaesthetic for eye operations, by a

student of medicine in a German Univer-

sity, who experimented with it on the eyes

of lower animals and suggested that it

might be useful in operating upon human
beings. His name was Carle Roller, who
was to become the Dr. Roller, father of

cocain. Cocain was first used for eye opera-

tions in New York City in October, 1884, by

three ophthalmologists— Dr. Agnew, Dr.

Moore and myself.$ I used it for cataract

extraction, and I believe mine was the first

recorded case in the world to be so operated,

on October 14, 1884.$ I may say, that in

my domain, the famous Von Graefe of

Germany, devised the method of operating

for cataract as it is now performed. He
also devised the operation of iridectomy for

glaucoma. Eserine came later and atropine

some decades earlier.

The germ theory of disease made its ad-

vent, while I was working in the pathology

laboratory of Bellevue Medical College, un-

der the instruction of Dr. Welch, who was

at that time, Professor of pathology in that

college, and later, with Johns Hopkins.

There, I prepared microscopic slides, of

Roch tubercle bacillus, shortly after his

world-wide discovery. During my associa-

tion with Dr. Welch, I undertook some ex-

perimental work in regard to the origin of

$New York Medical Journal, October 18, 1884.fGerman edition.
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pus cells. Strickes was teaching that they

came from broken-down tissue cells ;
Cohn-

heim, that they were wandering leucocytes,

and I worked for six months or more to add

my experience to that of Cohnheim. The

germ theory of disease was demonstrated

about the same time as were also, the hypo-

dermic syringe and clinical thermometer

—

the spigmograph and the stethoscope came

later. The late Dr. B. G. Henning used to

relate an amusing experience of his pre-

stethoscopic days— “while thumping and

listening for chest-sounds on a woman,

whose 3-year-old child complained, ‘that old

doctor’s been taking my dinner from

mamma.’ ”

Pasteur, with his brilliant discovery of

a cure for rabies, and about the same time

another investigator did the same for tet-

anus. I knew personally, Dr. Sims and

Dr. Emmett, who revolutionized gynecologi-

cal operations. The later discoveries of the

causes of malaria, yellow fever and cholera

—the toxins—the anti-toxins—serotherapy

—radium and its accessories—allergy and

etc., you are more familiar with, than I am.

The microscope has but recently come into

its own, through the powerful oil emersion

lens—less than 50 years ago.

I consider myself most fortunate to have

had the experiences I have related before I

was out of my twenties.

The relation between colors and hearing

has led to several attempts to demonstrate

a close connection between the two. They
are similar in several respects. They are

both produced by vibrations acting on nerve

terminals, they both have a limited range

as far as perception by human sense organs

is concerned, both contain possibilities of

harmony and discord, both can affect us

pleasantly or unpleasantly in certain com-

binations and it is possible through the im-

pressions they convey to affect mental im-

pressions. A comparison has been attempt-

ed between the chromatic scale in music

and the spectrum, and Rimington has de-

vised an instrument known as a color organ

in which the spectrum is considered an anal-

ogous to an octave.

DISCUSSION
DR. E. C. ELLETT: I have had an experience

within the last few days that brought home to me

some of the things that Dr. Minor has just spoken

of. I went to Philadelphia to attend the dedica-

tion and opening of the new Wills Eye Hospital,

which happened to come on the hundredth anniver-

sary of the founding of the original hospital. The

corner stone was laid in 1832. That was a litc.e

before my time, but I served my internship there,

and I think a thing like that, when you have

known the institution under one set of circum-

stances, and then see the expression of that institu-

tion when it has practically everything it wants to

equip it, has a modern, up-to-date thing. Some of

the things that Dr. Minor spoke about and referred

to were brought to my mind by that occasion. For

instance, the laboratory in the hospital, as I knew

it, consisted of a bench across one end of the bath-

room, and the work was done by the junior interne

and consisted largely of examining urine. Our

facilities for sterilization and our whole conception

of antisepsis was so very different from what it is

now that it was impossible in a hospital equipped

as hospitals were then to carry out anything like

what would be considered today a clean surgical

operation. And yet some of the things to which Dr.

Minor referred, as the development of certain gyn-

ecological procedures by Sims and Emmett, have

not been surpassed with the facilities that we now

consider necessary. It takes more than facilities

of any sort to make a man a real pioneer and dis-

coverer in his work.

It seems to me that in a good many respects our

results were not as much worse as you would ex-

pect them to be, especially in regard to infection;

but, then, I suppose you might say that so many

things are undertaken today that would have been

considered criminal to undertake in that day.

Brain surgery was nothing except lifting a de-

pressed fragment or the removal of a foreign body.

In regard to the very interesting case of color

hearing, to which Dr. Minor referred, the relation

of which he spoke between the perception, or vis-

ual sensation, that colors produce, and the hearing,

as red, blue, etc. Several attempts have been made

td demonstrate the close connection between the

two. They are similar in several respects, and Dr.

Minor has already referred to practically all of this.

Both have a limited range. Ultra-violet and infra-

red, in terms of everyday language, though not as

much spoken of every day, and the limitations of

our hearing are equally well known; that there are

sounds too low for the human ear to appreciate,

as well as too high for the human ear to appreci-

ate; that both contain the possibility of harmony

and discord, as we know. Some people have gifts

that way. Some people can produce color schemes.

I marvel at the window dressers, the effects they

can produce. I know the effects I would produce

would run the customers away rather than attract

them. The same is true with sounds, I think. We
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are more susceptible to discord than we are able to

produce harmony. Both can affect us pleasantly

or unpleasantly in certain combinations, and it is

possible through the impressions conveyed to affect

the mental processes. A good deal of attention,

for instance, is given to harmonious colors on hos-

pital walls. Some combinations have a bad effect

and some a soothing, quieting effect. Certainly the

same is true of music. A comparison has been at-

tempted between the chromatic scale in music and
the solar spectrum, and there has been devised an
instrument known as the color organ. There is an
attempt in this instrument to have different notes

classed different colors, and it is worked out along

the lines of relation between vibrations of certain

sounds and the vibrations that produce certain col-

ors.

/

DR. B. F. TURNER: A real analytical discus-

sion on the very interesting subject that Dr. Minor
first presented to us would lead us into very deep
psychology. Part of it is very simple and parts

of it are extremely complex.

There is in psychology, with reference to our
sensibility, what we call transference, and the thing

that we mean by that is that a sensory stimulus
arising in some part of the body with the purpose
of being eventually lodged in the cortex of the

brain, some sensory center maybe, would arouse a

different reaction in the cortex from that which is

what we would call normal physiologically. Sim-
ple illustrations of this are met with in neurology
nearly every day. It is no uncommon thing, in at-

tempting to ascertain a patient’s sensibility, to

prick him with a pin and have him interpret that
in terms of temperature. He won’t acknowledge
feeling the pin, but will claim he feels a sense of

burning, or a hot sensation. We know from the

physiology of the sensory functions that pain is

one thing and temperature another thing, but we
would call that misinterpretation of a sensory stim-

ulus. Now, there we are led at once into a psycho-
pathic. There are among infections what we call

an illusion, a misinterpretation of a sensory stim-

ulus. That, you say, is a psychopathic illusion.

As far as that goes, that would be an answer
to the incidence that Dr. Minor has cited to us

—

a stimulus of sound being transferred into a stim-

ulus of vision, or into a reception of vision. When
we come to discuss what is the common concept, it

is a matter of sensory stimulus transmitted from
one portion of the brain to another. A word pic-

ture is formed, which originates from a sensory
stimulus here. This is common to us all.

A strain of music will call to mind a memory of

seeing surroundings that one had thought had been
forgotten. Especially is this true in the sense of

smell. An odor will suggest a forgotten memory
that comes upon us with all the vigor of a fresh
perception. Experiences of this kind are common
to us all, especially with us doctors in disagreeable

odors. Misinterpreted stimuli of sound constitute

illusions again, and when prominent enough con-

stitute a branch of insanity.

The thing I would like to hear about in Dr. Mi-

nor’s case, if possible, is the history of that per-

son throughout succeeding years. Did that illu-

sion persist, or did it finally disappear? Did it

become so that it was noticeable to other people

and unaccountable by the patient herself? Because

insane hallucinations often originate in just such a

simple manner as that.

The transference of one sensation into the terms

of another one. Dr. Minor has given an analysis

of it. Dr. Ellett has touched upon it. We can see

it in many phenomena of life. A violin lying upon
the floor will vibrate in unison with a key struck

upon a piano. That is simple. But that is not all

of it. A clap of thunder will cause the violin to do

the same thing. A stroke of lightning will do it.

I don’t know that I have anything new to offer

as to the analysis of Dr. Minor’s case, but it is one

of the sort of cases that are far commoner than

people appreciate, and when we get into the field of

psychology and a pathologic psychology, such phe-

nomena constitute diagnostic points, which are of

extreme value. If they go on from illusions to

hallucinations, they get into a state of insanity.

An hallucination is a sensory concept without sen-

sation. The misinterpretation of a sensory stimuli

in such cases as Dr. Minor’s might be met with

oftener if we knew the psychology of everybody.

It is the phenomena, which half, or few of us, are

unfamiliar with. I think the case which Dr. Minor

recited is of very great interest to us.

With reference to the other part of his paper:

I did not begin in 1882, but I began far enough

back to watch the development of antisepsis. They
taught the theory of antisepsis just the same as

they do today. But the funny thing was to see the

technique violated at the operating table by the

same men who were teaching us about it and who
knew what antiseptic technique was. I remember
Dr. Berry violated all the rules he could. Dr. Mi-

nor did not mention the name of Dr. Knapp, one of

the most noted ophthalmologists in New York. I

have seen him remove a cataract and hold the knife

in his mouth. He had a great big beard. I saw
Sims, of Chicago, who to this day has never had a

superior in surgical pathology, operate on twenty-

eight cases without having a gown on.

As I am reminiscing, I have one more reminis-

cence, which is the most spectacular incidence that

I can recall in my career, and was the result of Dr.

Minor’s having asked me to assist in an operation.

In the days of Dr. Minor’s career an operator had

to pick up almost anybody he could get to help him.

He asked me to assist in removing a congenital

cataract. The man was 40 years old and had never

seen light. I had the extraordinary experience of

seeing that man acquire vision for the first time.

So I am going to ask Dr. Minor to relate the story

of Mr. Parrish.
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DR. J. L. MINOR (closing) : In reference to

what Dr. Turner said in regard to Dr. Knapp, I

knew Dr. Knapp very well and often saw him oper-

ate. He had whiskers over his face. I have seen

him with the cataract knife in his mouth, and be-

fore operating he would moisten the knife by wip-

ing it on his tongue. He got beautiful results. He
operated on cases by the thousand.

In regard to Mr. Parrish. It happened forty

years ago. I think I will begin by describing the

man. He came from down near Minona, Miss. He
had been known as “blind-man Parrish.” He was
a hunter, following the hounds for foxes and coons,

and he never lost his way hunting in that country.

On one occasion he had been hunting with some
other hunters for a considerable time. Midnight

came, and they were at a loss to know where they

were. They took a vote and said: “We will walk
up north and catch the railroad there.” Parrish

said: “No, you don’t get there that way.” Know-
ing that he had a way of finding his way around,

they took their route and he took his. He got home
at noon ! the others got home at 3 o’clock.

An interesting thing about the man was that he

could tell colors by feeling of them. I tested him
with colored worsteds, and without any hesitation he

selected the reds, greens, blues, and did it accu-

rately. I asked him how he acquired that. He
said that he had once kept a store. His wife han-

dled worsted stockings of different colors, and he

learned to tell colors in that way.

I asked him how he found his way around, and
he said he did not know. He was just like a wild

hog or cat; he could do the same thing. I oper-

ated on him at St. Joseph’s Hospital. He had been

telling me all these yarns about finding his way
and having no difficulty at all. He was in a large

ward on the left-hand side as you go in. He was
in the last bed on the right-hand side. I had been

examining him in the dark room. I turned him

around to confuse him as to direction, and had the

Sister Superior, who was very much interested in

the case, have a lot of benches set in the middle of

the hall. I told him: “Now go on back and find

your way.” He went with that slow, cautious step

as if he might feel something his knee would strike,

but before touching it he would go around it. He
made the turn down the hall and to his bed. I said:

“You did pretty well, but you did not get the right

bed.” He ran his hands over his pillow and said:

“This is mine.”

We kept up a pretty active correspondence. His

wife, I think, was his stenographer. One of the

reasons he gave for coming up to see Dr. Minor

was that somebody told him there was a doctor in

Memphis who could make him see; that he would

be honest about his advice as to whether he could

make him see. He wanted to see his wife, whether

she was pretty or not. That interested him in

coming to me. It was very interesting to see the

tests that I put him through. Sister Alexia was

Sister Superior there. I said to him: “Would you

like to see a woman, Mr. Parrish?” He looked at

her and did not say anything; but when she had

gone, I said: “What do you think of her?” He
said: “If my wife looked like her, I would leave

her.”

I operated on one eye first, and a year later he

came back and I operated on the other eye. He
told me that before the second eye was operated

on he could see all right, but could not touch what

he wanted to. I held a pencil up, and he would go

over or under. After the second operation was

done, he voluntarily said he could tell what he was

looking at and put his hand on it. I tested his

vision and his muscles. His muscle balance cor-

responded in a way with that of the normal eye.

He had no diplopia. He had a binocular vision.
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THE DIFFERENTIAL DIAGNOSIS AND SURGICAL MANAGEMENT
OF HYPERTHYROIDISM*

W. 0. Floyd, B.S., M.D., F.A.C.S., Nashville

THE DIAGNOSIS of hyperthyroidism

ordinarily, when the classical symp-

toms are present, is very easy. Un-
fortunately, every case does not present the

typical enlarged thyroid gland, associated

with marked tachycardia, exophthalmos and

extreme nervousness, fine tremor of the

hands with loss of weight, and especially a

marked loss of strength. Many times the

patients state that they are so weak in their

knees that they can hardly stand. The
weight loss may be only very slight, or in

many instances it may vary from 40 to 60

pounds within a few months. The patients

frequently may tell you that they have a

ravenous appetite, but that they continue

to lose weight constantly. The eyes usual-

ly present an exophthalmos, which may be

very slight or may be very pronounced, or

they may present a rather starry appear-

ance. The toxic adenoma cases present

little eye changes, and were formerly called

toxic non-exopthalmic goiter. (Fig. 1.)

Fig. 1. Toxic Adenoma
Operated elsewhere four years previously. Now

recurrent. Pulge 170. B.M.R. +46. Lugol’s two
weeks. Pulse 86. B.M.R. +18. Resected. Recov-
ery.

*Read before the Middle Tennessee Medical As-

sociation at Columbia, Tenn., November, 1932.

From The Haggard Clinic.

The most confusing diagnosis, especially

to the inexperienced, presents itself in the

case that has some small enlargement of

the thyroid gland, plus a nervous complaint,

and with the history of tachycardia. Such
a patient however usually does not present

the typical tremor of the real hyperthyroid

case, and, as a rule, such a case, in all prob-

ability will prove to be a neuro-circulatory

asthenia rather than a case of true hyper-

thyroidism. The other common error in

diagnosing hyperthyroidism is made by the

inexperienced in incipient pulmonary tuber-

culosis who incidentally have some enlarge-

ment of the thyroid gland (Fig. 2). These

Fig. 2. Tuberculosis Similating Hyperthyroidism

Female, age 34. Small goiter several years.

Loss weight. Nervousness. Pulse 120. Slight

coarse tremor. X-ray shows T. B. both uppers.
Recovery after six months in bed.

cases may be very nervous and have a pulse

rate of 120 or more, with considerable loss

of strength and weight and may be free

from cough and free from chest symptoms,

and if not seen frequently by the physician

in charge they may not be found with any

elevation of temperature or with any varia-

tion during twenty-four hours. Usually

there is a history of some cough, or possibly

night sweats. The typical tremor of hyper-

thyroidism is always absent, altho there

may be a rather coarse tremor present,

owing to the nervousness and especially to

loss of strength.

The metabolic rate to the experienced
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diagnostician is usually confirmatory in

making a diagnosis of hyperthyroidism. Its

chief value usually lies in estimating the

amount of toxemia present. This test, how-
ever, when properly made, may sometimes

be the essential point in the differential diag-

nosis. It should be remembered that the

test is a delicate one and when depending

upon it for diagnostic value one should be

familiar with the ability of the person mak-
ing the test in order to know its reliability.

It is not infrequent at our clinic to see pa-

tients who have been diagnosed as hyperthy-

roidism, stating that their metabolic rate was

-f40 or above, and sometimes much greater,

who clinically are not hyperthyroid cases at

all, and whose metabolic rate when de-

termined by an experienced man frequently

proves to be normal. These cases usually

have some slight thyroid enlargement and
complain of nervousness, along with chok-

ing sensations or difficulty in swallowing,

or creeping feelings in their throat and

other bizarre or nervous phenomena. The
pulse rate may be too fast and if checked at

different times during the same examina-

tion may present a variation of from 20 to

40 beats per minute, as compared to the

high rate and the low rate. Such cases

should be classified as neuro-circulatory

asthenia with the attendant tachycardia

rather than a true hyperthyroidism. (Fig.

3.)

Fig. 3. Neuro-circulatory Tachycardia with
Goiter

Tachycardia 2 years. Great weight lost. Pulse

varies 120 to 170. Iodine daily for one year.

B.M.R. +34. Normal is one month after omitting
iodine. No operation.

The third group of cases that one sees not

infrequently now and which may be con-

fusing, is the group of tachycardias, which
have some thyroid enlargement and have

been taking iodine for many months. It

is sometimes difficult to say whether one is

dealing with a beginning true hyperthyroid-

ism or whether the symptoms are the result

of iodine poisoning. These cases have
presented themselves primarily, as a rule,

to the physician, stating that they have had
a goiter for a variable length of time and
that they want to be cured of the goiter.

The physician, as a rule, prescribes iodine

for these cases, and many times such a case

will be transformed from a non-toxic

adenoma of many years duration, into an

adenoma with acute hyperthyroidism in

from a few months to a year’s time. It is

not an uncommon thing for patients with

simple adenomatous enlargements of the

thyroid to state that they have been taking

iodine three times daily for from six months

to a year, and that their trouble is worse

than when they began the iodine. (Fig. 4.)

Fig. 4. Toxic Adenoma Exaggerated by Iodine

Goiter five months. Lost 45 lbs. 3 drams of

iodine daily elsewhere. Pulse 144. B.M.R. +90.
Double ligation and three months X-ray, followed

by resection and cure.

Such a case at the end of this time usually

has a definite tachycardia, which was prob-

ably absent in the beginning and has also

developed a tremor that was likely not pres-

ent in the beginning, and the metabolic rate,

which probably was normal in the begin-

ning, rises to +20, 40, 60, or more. There

has also been a loss of weight and a loss of
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strength and the patient has every symptom
of hyperthyroidism, save that of exophthal-

mos. Kocher first called our attention to

this transformation many years ago, and

at that time the condition was designated

as “Iodine Basedow/’ Reverden, a col-

league of Kocher’s time, also reported sim-

ilar experiences with patients who had been

taking iodine for a long period of time,

usually for a goiter of many years’ standing.

Both strongly advised against the use of

iodine in elderly people with goiter, as a

treatment.

As a result of these reports, iodine fell

into disuse in goiter cases for a long time,

but following Plummer’s reports from the

Mayo Clinic in 1922, iodine again came into

popular favor. Unquestionably the studies

of Plummer in connection with the use of

iodine in exophthalmic cases has been of

wonderful benefit to the surgeon by its short

administration as a preparation for safe

operation, and to the physician in the rescue

of such cases in the crisis of hyperthyroid-

ism, formerly so often fatal. Undoubtedly

his experiences and writings on this subject

have been misinterpreted and have caused

some physicians to do much more harm than

good by the administration of iodine as a

routine and over long periods, either in true

hyperthyroidism or in symptomless adeno-

mas of the elderly.

Plummer demonstrated the great value of

iodine, especially in the crisis of exophthal-

mic goiter, particularly in preventing medi-

cal deaths in these cases by tiding them over

with large doses of iodine, 50 to 100 drops

per day, for a short period of time, enabling

these cases to have surgery later and be re-

stored to well-being. This preparation by

iodine has enabled surgeons to very greatly

reduce the operative mortality rate in the

acute cases by the administration of iodine,

in 10 or 15 drop dosage, over a short period

of time, say a week or ten days, preliminary

to operation. In this manner the operation

of ligation has been almost abandoned and

the bad risk patient has been transformed

into a fair risk case, while the fair risk

patient has been easily transformed into a

good risk. Such reports, however, have

given a very general and widespread opin-

ion among physicians that iodine is a cura-

tive drug for hyperthyroidism, and with the

idea in mind many cases have been treated

with iodine until its beneficial results have

been completely lost or possibly the symp-
toms of hyperthyroidism have been in-

creased where it exists, or, where non-

existent, is added to the picture of a simple

goiter.

Hyperthyroidism is essentially a surgical

disease and at the present there is no known
drug that is curative of this condition. Sur-

gery, in experienced hands, is by far the

safest and sanest procedure for this disease.

If the patient has not already had iodine or

has had only a small amount of iodine as a

therapeutic test, the very grave case may,
under ten days or two weeks preparation

with iodine and with or without rest in bed,

be fairly safely operated upon. Under this

regime, with a basal anesthetic like Amytal
by mouth and local anesthesia, preferred,

and with good teamwork on the part of

experienced surgeons, the mortality rate is

now no higher than that of practically any

other major surgical procedure, it varying

from about one to two per cent. In the last

300 cases operated on in the Haggard Clinic

there were two deaths, a mortality rate of

2/3 of one per cent for all thyroidectomies.

During this series there were five medical

deaths, none of whom showed any benefits

from large doses of iodine. Three of these

cases died in the hospital in an acute crisis,

the other death occurring at home about

four and a half months after double liga-

tion. This case developed a very active

amcebiosis soon after the ligations, and

despite vigorous treatment for the amoeba,

along with large doses of iodine and four

months of X-ray, the hyperthyroidism did

not improve. (Fig. 5.)

A second of the medical deaths was com-

plicated by an active tuberculosis, having

been first seen in the Davidson County

Tuberculosis Hospital, and transferred to

St. Thomas Hospital, where she died a few

days later.

A third one of these cases was first seen

in the office and put on iodine and allowed

to return home for a few days, but when she

returned ten days later, her symptoms were
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Fig. 5. Exophthalmic Goiter

Goiter four months. Much iodine. Lost 50 lbs.

B.M.R. +63. Double ligation. Developed amoebic

dysentery soon after. No improvement after liga-

tion and four months X-ray. Died cardiac death.

markedly increased and she died as a

maniac about four days later. We had

urged this case to have something done

several months previously, but she refused.

The fourth case \yas diagnosed by Dr.

Haggard, as toxic adenoma, during the hos-

pital stay of her husband, whom we had

operated upon for hernia. She was urged

to have something done for herself at that

time. Goiter operation was refused. She

had a hysterectomy for early carcinoma of

the cervix nine years before. She was
brought to the hospital in an ambulance

about three months later in a crisis. She
had been taking iodine for several months.

The severe symptoms had existed three

weeks. On admission the temperature was
102. Pulse as high as 200. She was given

Lugol’s Solution daily, 100 minims, to con-

trol the very high temperature, and refrig-

eration by many ice bags with electric fans

blowing on them, but only survived two
days. Had she accepted operation when
advised she would have run a very slight

risk and should be alive now.

The fifth case was a non-resident male
who died in a crisis in a Nashville home be-

fore entering the hospital.

Of course, surgery is not 100 per cent

curative, but with better preparation for

the operation and with more care as to the

proper amount of tissue removed, especially

in the more desperate cases, our recurrences

have been considerably reduced. Radiation

treatment immediately upon any recurrence

of mild hyperthyroidism leaves an extreme-

ly small percentage requiring secondary

operation. At our clinic we have very

definitely concluded: First, that recurrent

symptoms are much more yielding perma-

nently to the use of radium or X-ray than

are the cases who have never had operation.

Second, that iodine, which usually produces

such marked improvement temporarily, will

soon lose its power to benefit the patient,

and if continued may even exaggerate the

symptoms.
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RELIEF OF INTRACTABLE PAIN*

Edgar F. Fincher, Jr., M.D., Atlanta

P
AIN HAS BEEN DESCRIBED by

Purves Stewart as being of two ele-

ments. First, the true specific sensa-

tion where the painful area is definitely

localized, and secondly, the vague experi-

ences of discomfort which are subject to

emotional influences. The former impulses

reach the cerebral cortex where localization

and degree of intensity is possible; the

latter terminating in the lower subcortical

center, the thalamus, where impulses arouse

no discriminating localized painful sensa-

tions.

The anatomical pathways over which

painful impulses travel mean nothing to the

individual writhing in pain but for those

who are called upon for relief, the knowl-

edge of these pathways is absolutely neces-

sary, particularly so, if the relief be the

result of a surgical procedure. The nerve

fibers over which painful impulses travel

have their origin in the sensory end organs

and are encompassed in the peripheral

nerves. Upon reaching the spinal cord

(Fig. I) these fibers go by way of the pos-

Fig. I

terior roots to the gray matter of the pos-

terior horns. From here, over a new set

of ascending fibers the impulses travel up-

*Read before the Chattanooga and Hamilton

County Medical Society, Chattanooga, Tenn., Feb-

ruary 11, 1932.

ward for several spinal segments when the

fibers cross to the opposite side of the cord

and continue upward in an anterolateral

position. These fibers maintain a lateral

position in the medulla and as they pass into

the pons they approach corresponding fibers

of the opposite side with which they finally

ascend to the anterolateral part of the

thalamus. It is here that the more primi-

tive sensations of pain, pleasure, and vague
discomforts are registered. Other fibers

pass from the thalmus through the internal

capsule to the cortex. It is over these path-

ways that impulses travel which give rise

to discrimination as to the intensity and
location of the pain areas.

In discussing the management of intract-

able pain there are several procedures under

which the different types of pain may be

taken up.

PARAVERTEBRAL BLOCK: Ransom
has demonstrated the presence of sensory

fibers in the sympathetic nerves, which
fibers enter the spinal cord through the

white rami of the dorsal and upper lumbar

regions, and sufficient proof has been ad-

vanced so that we have very definite visceral

segmental innervations. From these an-

atomical and histological studies there have

evolved certain diagnostic and therapeutic

procedures which occupy a very definite

place in the treatment of pain. White has

advocated paravertebral blocking with

novocain as a diagnostic procedure prelim-

inary to more radical surgical sympa-

thetic surgery. Woodbridge and others

have utilized paravertebral alcohol injec-

tions for the relief of pain. Such conditions

as angina pectoris, in which White advo-

cates blocking the upper five or six thoracic

segments ;
paravertebral block has been

used for esophogeal painful conditions,

which structure is supplied by the fifth and

sixth thoracic segments. Gastric crises of

tabetic origin have been successfully re-

lieved by blocking the mid-dorsal segments.

The gall-bladder is represented by the tenth
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thoracic segment on the right side, the small

intestines by the ninth and tenth thoracic

segments, and the kidneys by the twelfth

thoracic and first lumbar. Pain resulting

from ureteral strictures and renal calculi

has lent itself to successful treatment with

these injections.

Although there is the possibility of some

leakage of the alcohol into the cord where

the needle is directly in the nerve sheath,

paravertebral injections can be checked,

both for this undesirable possibility as well

as what is to be expected in the way of re-

lief. This is accomplished by the injection

of a few c.c. of novocain, then testing the

patient both as to loss of sensation and as to

other functions. If the novocain injection

is successful then it is to be followed by

alcohol injection. The technique is not a

particularly difficult one. The segments

which are to be blocked, as each case indi-

cates, are marked off on the skin and going

about four centimeters from the spinous

processes, the needle is introduced perpen-

dicular to the skin down to the transverse

process. This introduction is carried out

under local infiltration with novocain.

When the transverse process is encountered

the needle is then withdrawn slightly and

at an angle of about twenty-five degrees it

is passed under the rib for a distance of not

over two centimeters. Not infrequently

patients complain of pain in the segmental

distribution of the encountered root. Four

or five c.c. of a one per cent, novocain solu-

tion is then injected into each needle and

after a lapse of some five minutes the pa-

tient is tested for sensation to pin prick

and if there is a loss of pain in the desired

distribution five c.c. of a seventy to eighty-

five per cent, solution of alcohol is injected.

This method has proven very satisfactory in

the localized pain of breast cancers, other

painful malignant lesions, pain of herpes

zoster when confined to the trunk or abdo-

men, in certain cases of intercostal neural-

gias either the result of an inflammation of

the costal nerves or from pressure of a ver-

tebral arthritis, and in certain post-

traumatic pains, the result of fractures,

wounds, etc.

CORDOTOMY : Section of the anterolat-

eral columns (cordotomy) was first sug-

gested by Spiller and performed by Martin

in 1911, and the technique was later per-

fected by Frazier, who in 1920 reported

some six cases. Since this time this pro-

cedure has gained in popularity and there

have appeared a number of notable mono-
graphs dealing with the indications and
benefits in this procedure. Its chief indica-

tions are those of uncontrollable pain in the

lower part of the body, as is seen in malig-

nancies, either osteogenic from the pelvis

(Fig. II and Fig. Ill) or long bones, within

Fig. II

Osteogenic Sarcoma of Pelvis.

Fig. Ill

First two figures illustrate area of pain before
operation. Second two figures illustrate area in

which there was a loss of pain after operation.

the pelvis either bladder, rectal, prostatic,

or uterine in origin. Certain traumatic

cases which give rise to painful causalgias

of peripheral nerve origin, the ischemic

palsies resulting from constriction of casts,

the relief of tabetic crises (Fig. IV) with
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Fig. IV

Illustrating the painful areas before bilateral

cordotomy and the area in which there was no ap-

preciation of pain after operation.

the painful contractures in the extremities

not infrequently encountered in this disease

can be very definitely relieved by cordotomy.

Persistent sciatica (Fig. V) which does not

reh. «a«r scvsmcft corpotomY

Fig. V
A case of persistent ‘sciatica.

lend itself to any form of therapy has been

very definitely benefited by section of these

columns over which pain impulses travel.

The technique is that of a laminectomy,

going four or five segments higher than the

expected zone of analgesia. Usually the

procedure for lower body pains is carried

out in the upper dorsal region. After the

cord is exposed, using the fine supporting

ligament of the cord, to rotate it posteriorly

a specially designed hook collects the fibers

of the anterolateral columns. At this point

patient is tested for motion to be sure that

the pyramidal fibers have not been gathered

up in the hook. Ascertaining this, the an-

terolateral fibers are then sectioned within

the cord and the patient is tested for loss

of pain. Should this level be lower than

desired more fibers can be sectioned, each

time testing both for motor function and

the loss of pain. Thus we have another

method which can be safely and accurately

carried out in the relief of distressing pain.

In considering the relief of pain in the

upper extremities section of the posterior

root is the method of choice rather than an

attempt to cut the tracts in the spinal cord

over which pain sensation is carried. It is

usually necessary to section three roots or

more, inasmuch as the sensory distribution

overlaps such that with section of a single

root results can not be expected. In reliev-

ing pain produced by a cervical rib, section

of the scalenus anticus muscle, as advocated

by Adson, is most satisfactory.

SPINAL CORD TUMOR : The most com-

mon and usually the first symptom is pain.

This pain is most frequently in the region

of the spinal root involved and follows a

radicular course. The pain is usually ex-

aggerated on straining, coughing, sneezing,

or any act that tends to raise the intracra-

nial pressure. The pain may be easily con-

fused with neuralgias of the sensory nerves

or the pain of visceral or thoracic diseases.

Not infrequently spinal cord tumors have
been operated upon for gall-bladder disease,

renal stones, appendiceal lesions and pelvic

diseases through misinterpretation of the

symptom of pain. In spinal cord tumors
motor disturbances, sensory loss, sphincter

involvement, and reflex changes are to be

encountered as the cord is more and more

Fig. VI

Showing the lipiodol blocked by a spinal cord tumor.
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encroached upon. Lumbar puncture, using

the Queckenstedt test (spinal fluid flow) is

one of the most valuable diagnostic aids in

confirming the possibility of a spinal cord

tumor. Rarely, but of definite value, is the

injection of spinal lipiodol (Fig. VI) with

subsequent radiograms, in determining the

presence of a tumor within the spinal canal.

Inasmuch as the majority of spinal cord

tumors are of a benign character, laminec-

tomy if performed before secondary

changes occur in the spinal cord, with the

removal of the tumor, results in immediate

relief of the patient’s symptoms.

GLOSSOPHARYNGEAL NEURALGIA:
A relatively rare malady, which rarity in

part may be due to the fact that the diag-

nosis is infrequently made. The pain is

paroxysmal in character, most severe, and

usually precipitated by swallowing. Stimu-

lation of the tonsil or tonsillar fossa is prone

to bring on an attack, which fact is of value

in establishing a diagnosis. The pain is in

the tonsillar fossa, usually radiating to the

side of the pharynx, deep into the side of the

neck, and usually into the region of the ear

drum. Such paroxysms can be abolished

by cocainization and stimulation after this,

failing to bring on an attack of pain, quite

well establishes the diagnosis.

Section of the ninth cranial nerve as it

leaves the brain stem, although requiring

a craniotomy, can be safely performed. The

relief from the paroxysms of pain is imme-

diate. Ofttimes the intolerable pain of

pharyngeal malignancies or tuberculosis

can be completely relieved by this same

operation.

TRIFACIAL NEURALGIA: The most

common of all major neuralgias, the pain

suffered by these patients is by far the

most severe. The pain is usually unilateral

and involves either one, two, or all three di-

visions of the fifth cranial nerve. The pain

is paroxysmal in character and is usually

brought on by chewing, swallowing, talking

or some external stimulants. Very fre-

quently there is a “trigger zone,” the

stimulation of which sets off the attacks

(Fig. VII). The paroxysms usually last

Fig. VII

from a few seconds to one or more minutes,

after which there is no discomfort.

The relief of this condition is either by
alcohol injection of the peripheral divisions

or surgical section of the posterior root of

the fifth nerve. Where the pain is confined

to one or both of the lower two divisions

alcohol injection should be done before en-

tertaining any surgical ideas. The injec-

tion of alcohol has a twofold purpose ;
first,

for the relief of the pain, and secondly, for

educational purposes. When the nerve has

been properly injected there is a complete

numbness in the distribution of the branch

or branches injected. This usually persists

from three to eighteen months, at the end

of which time it disappears and there can

be anticipated a return of the painful at-

tacks. The injection educates the patient to

what is to be expected following surgical

section of the fifth root, which will result

in a permanent numbness as well as a per-

manent cure.

Little attention has been given to the

diagnosis of the various conditions which

lend themselves to relief by section of the

anterolateral tracts of the spinal cord; the

conditions which can be relieved by blocking

the spinal roots by alcohol injection, or sec-

tion of the roots inside the canal, for the

greater number of these conditions are

easily recognized and with X-ray and sero-

logical studies the diagnosis can most often

be made. In dealing with the pain in spinal

cord tumors, glossopharyngeal and trifacial

neuralgias the diagnosis is not always so

easily made, hence a few remarks relative

to the recognition of these conditions

seemed warranted.
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CORRELATION OF CLINICAL AND X-RAY FINDINGS IN CHEST
CONDITIONS OF CHILDREN*

Steve W. Coley, M.D., Methodist Hospital, Memphis, and F. Thomas Mitchell, M.D.,
Department of Pediatrics, U. T. College of Medicine, Memphis

A S THE TITLE SUGGESTS we intend

/A to demonstrate the frequency with

which the clinical diagnosis and the

impression gained from roentgen ray ex-

amination may be made to correlate or coin-

cide in a great number of pathological con-

ditions in the chests of children. We will

show a number of examples in which the

diagnosis was arrived at after such pro-

cedure, and in which the result of treatment,

or time, or autopsy has demonstrated the

correctness of our impression.

We would like to discredit the impression

that a thorough, illuminating physical ex-

amination may not be made of the child’s

chest for the reason that they generally cry,

or so often have to be forcibly held during

the examination. While it is true that these

inconveniences do frequently interfere, it is

also true that if one exercises patience and

at the same time quickly, though carefully,

goes over the chest much can be learned.

The following quoted from Flint will, if

constantly borne in mind, tend to keep one

from arriving at a too hasty, and occasion-

ally a wrong impression : “The significance

of morbid signs relates directly not to dis-

ease, but to the physical conditions incident

thereto. Signs are not directly diagnostic

of particular disease.”

The roentgenological examination in

chest diseases of children is of the utmost

importance and should be considered an

essential procedure of the complete chest

examination. Especially is this true, since

a personal clinical history can not always

be obtained, and in many instances the ab-

sence of definite findings.

There is no place in the field of roent-

genology where the responsibility is greater

and the pitfalls more numerous than in the

technic, interpretation and analysis of chest

*Read before the Tennessee State Medical Asso-

ciation, Memphis, April 12, 13, 14, 1932.

films of children. Due to the normal chang-
ing of the size, form, and density of thoracic

organs with each circulatory and respira-

tory cycle, the technic and method of ex-

amination demands the shortest possible ex-

posure time, consistent with proper inten-

sification of film. The voltage factor must
be adjusted to take care of the lack of con-

trast between the denser and the softer

tissues, not forgetting that sharp, clean-cut

detail of the parts is an absolute necessity.

By diligent persistent study only, are we
able to make comparative and analytical

deductions which separate the normal from
the abnormal chest, and the clearly negative

from the definitely positive findings on the

film. We see many chest roentgenograms

which are essentially negative, but few that

are in every way normal. The positive find-

ings must be carefully differentiated, as be-

tween the pathognomonic evidence of dis-

ease and, the corroborative and supporting

evidences which aid us in our efforts at

diagnosis. Positive roentgenological find-

ings do not always mean the presence of

an active disease process. The roentgen ray

dials the record of many remote pathologi-

cal changes which have taken place previ-

ously in the child’s chest : some lesions

probably healed, some in process of healing

;

all calcifications, perihilar, bronchial or a

generalized fibrosis of bronchial system,

etc., are nature’s fortified “footprints” of

some previous infection.

Much depends upon the consulting roent-

genologist’s ability to interpret the films in-

to the child’s present illness : in other words,

the correlation of the roentgenogram with

clinical, physical and laboratory findings.

This reciprocal relation of findings is not

usually difficult in the acute infiltrative

diseases involving lung parenchyma or the

gross lesions of the pleura. In these con-

ditions pathognomonic signs are obtainable

both by roentgenographic and physical ex-
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aminations. The more remote and obscure

the disease process, the less diagnostic value

each individual measure has, and the more
absolute the necessity for full evaluation of

all our diagnostic means.

Roentgenographic findings in the acute

chest conditions of children as a rule do not

demand extensive differential elaboration.

The interpretative shadows usually show
characteristic definitions of the disease pro-

cess. A massive lobar pneumonia involving

one entire lung may be confused with an

effusion
;
however, the homogeneous density,

the intercostal bulging, the displacement of

the heart and mediastinal structures from
the affected side found in large effusions or

empyemas, correlated with the physical ex-

amination and clinical course, the differen-

tiation is not difficult. Again a lobar pneu-

monia either of one lobe or the entire lung

might be taken for the massive atelectasis

or drowned lung. The roentgenologic point

of difference is the almost universally con-

stant displacement of heart and medias-

tinum to the affected side in massive atelec-

tasis. The roentgenologic picture of bron-

chial pneumonia with its disseminating

lobular areas of infiltration is usually easily

differentiated from similar conditions.

Secondary malignancies, either through

blood stream or lymph channels, presenting

discrete irregularly formed or rounded

nodular areas of infiltration throughout

lung field, are quite characteristic for

secondary malignant processes. Coupled

with a primary lesion elsewhere in body, the

diagnostic chain is complete.

Abnormalities of size and contour of the

heart shadow are easily detected by roent-

genographic examination. Pericardial ef-

fusion show the enlargement both laterally

and upward, the shadow assuming a flask

shape : contoural divisions are absent. Di-

lated hearts do not show as much upward
enlargement and the angles and divisions

are more readily recognized.

Enlargement of thymus gland is detected

by anterior-posterior and lateral examina-

tions and by the use of the fluoroscope.

Mediastinitis and conditions beginning in

this field have so many similar roentgeno-

graphic characteristics that we must resort

to diagnosis by exclusion, or by biopsy of

peripheral glands when present, or finally

at the autopsy table.

Pulmonary abscess is often quite difficult

to differentiate from unresolved pneumonia,
especially if the pneumonia is centrally lo-

cated; however, with the area localized,

center cavitated, and thinned out surround-

ing halo, we can usually verify the diagnosis

of the abscess.

Caseous pneumonia is frequently a mas-
sive tubercular infection or inlaid on a

primary tubercular focus. Roentgeno-

grams may show the pneumonia to be dis-

seminated throughout both lungs or local-

ized to one lobe. The infiltrated areas have a

ragged, dried out, necrosed appearance.

The formation of cavities is not infrequent.

The series herein presented is selected

from a group of 270 cases studied together

by us in the past six years, some of them
having been studied for four or five years.

By this presentation we hope to stimulate

closer clinical observation corroborated by
frequent roentgen ray examinations, more
particularly in the groups later to be de-

scribed as tubercular, or supposedly tuber-

cular, for we believe that with the means
now generally employed a correct diagnosis

may usually be made in the majority of

these cases before the disease process has

advanced to a hopeless stage.

The entire group gave the following diag-

noses :

Suspected tuberculosis 100, suspected

thymus 90. Roentgen ray showed over half

of these to have an enlarged thymus shadow.

Empyema 25, broncho-pneumonia 18, lobar

pneumonia 12, acute bronchitis 8, atelec-

tases 5, mediastinitis 2, sarcoma 2, dilated

heart 2 and one each of the following : con-

genital cyst of lung, massive collapse, pul-

monary abscess, hernia right diaphragm,

Hodgkin’s disease and pericardial hemor-

rhage.

Case Reports

In the newborn period X-ray was resorted

to most often to establish an opinion of

either persistent thymus or some congenital

malformation or failure of development.

Newborn. Thymus and Anomaly
In the cases of persistent enlargement of
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the thymus diagnosis was made upon the

presence of the usual symptoms and the

demonstration of a widened shadow on the

A-P X-ray film or upon the visualizing of

the enlarged gland by fluoroscopic examina-

tion. The latter being useful in those cases

in which the enlargement is more definitely

shown with the baby in the lateral position.

The following case is reported as a rather

unusual finding in the newborn. The baby,

following a normal pregnancy, labor and

delivery, weighed at birth 71/9 pounds. On
delivery he did not breathe for forty

minutes in spite of the usual efforts at resus-

citation and the ‘injection of one-half C.C.

of adrenalin into the heart muscle. He
was seen when he was 8 hours old, at which

time he was moribund: dying two hours

later. He had been cyanosed off and on and

during the last three hours had had several

generalized convulsions. He had a bloody,

frothy discharge from the nose and mouth,

and percussion of the chest revealed a large

area of cardiac dullness, and dullness in

both bases of the lungs posteriorly. A diag-

nosis of congenital heart disease, probably

absence of interventricular septum and

hemorrhagic disease of the newborn was
made. Roentgenological examination

showed lungs aeration fair. Heart shadow

large, almost filling thorax. Characteristics

more of pericardial effusion. At autopsy a

sero-sanguinous fluid filled the pericardium,

pleural cavities and abdomen. There were

hemorrhages into most of the organs as

well. The diagnosis was hemorrhagic dis-

ease of the newborn.

The cases of broncho-pneumonia were

sent to the roentgenologist at times to de-

termine the presence of a pneumonia when
early in the condition such a diagnosis was
suspected or later to note the progress of

the lesions.

Mediastinitis

This little girl was admitted to the Hos-

pital with a diagnosis of upper respiratory

infection. She had had frequent colds for

three months. In a few days the chest re-

vealed moist rales and a little later inter-

scapular dullness and harsh breathing over

the back of the chest. The blood count at

this time was total white 14,500, S. L. 24, P.

M. N. 76. Radiological examination P. A.
and lateral shows a confluent mass of

shadows filling mediastinum and hilus of

lungs. Considerable congestion throughout
bronchial tree. Diagnosis : Mediastinitis.

Empyema

This boy, aged 3i/
2 years, gave a history

of having had a high fever one month be-

fore admission. Ten days after the onset
he seemed better for a few days when his

fever returned and since has continued high
at some time during every day. On physical

examination a diagnosis of an empyema
filling the left chest was made. His blood
count is T. W. 12,600, S. L. 28, L. L. 11,

P. M. N. 60. Radiological examination re-

vealed left chest solid density from apex to

base. Widening of intercostal spaces.

Heart and mediastinal structures displaced

far to right. Diagnosis : Massive Empyema
Left. This case was included because of

the large size of the exudate. On the fol-

lowing days paracentesis was done—100,

110, 170, 60 and 140 C. C. of thick greenish

pus was withdrawn on successive days. The
pus cultured out a pneumococcus. The
eighth rib was then resected and a tube for

drainage introduced. After the third day
post-operative the temperature did not go
over 99 degrees. Recovery was prompt and
complete.

The second case of empyema in this series,

at the fifth month of age developed this con-

dition in the left chest following a broncho-

pneumonia. This was confirmed by the

roentgen ray. Aspiration of the chest was
attempted and 20 C. C. of thick fluid cul-

turing out a pneumococcus was obtained. A
few C. C. of air were injected and the needle

withdrawn. Shortly following this he

coughed up quite a quantity of pus. An-
other radiological examination showed fluid

level at fourth rib posteriorly with pneu-

mothorax at upper. Diagnosis: Pyo-pneu-

mothorax. From now on he made an un-

eventful recovery and when entirely well,

five weeks later the radiological report was,

left thorax free of fluid and chest clear.

Either during or following the paracentesis

a rupture occurred into a bronchus which
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drained sufficiently and with no unfortunate

results.

Lung Abscess

This case of pulmonary abscess occurred

in a patient aged two years. Three months

before admission to the hospital she suffered

from a cold and since that time has con-

tinued to cough. For a few days now has

run a high temperature. The temperature

now is 103 degrees. The total white count

is 22,400, S. L. 13, L. L. 4, P. M. N. 83. The
radiological examination shows a localized

area of infiltration just outside hilus, right

middle lobe. Has characteristics of pul-

monary abscess more than a central pneu-

monia. Diagnosis : Pulmonary Abscess,

Right.

Collapsed Lung

This boy, who had always been poorly

nourished, contracted whooping cough in

his seventh year. On the fourteenth day

of this disease he came down with a bron-

cho-pneumonia which was of the migratory

type and lasted twenty-three days. The

fever which up to now had been high began

to run a lower course, reading 100 to 101 in

the evening with a normal or sub-normal

temperature in the morning. Moist rales

persisted through both lungs and the right

base was flat on percussion with absent

breath sounds. Roentgen ray examination

showed much congestion through hilus and

bronchial tree. Areas of soft beading ex-

tending into bronchial terminals. Homo-
geneous solid density over lower right lobe.

Diagnosis: Massive collapse lower right

lobe. The Von Pirquet and intradermal

tuberculin tests gave repeatedly negative

results. Four sputum examinations for

tubercle bacilli were negative. On Violet

Ray treatment, rest, forced feeding, cod-

liver oil, and an occasional sedative for

cough he gained 3*4 pounds in one month
and at this time the X-ray shows right lower

lobe completely aerated and lungs fully ex-

panded.

Sarcoma

This boy 15 years of age was admitted

with a lympho sarcoma of the right eye and

of the glands in the neck. Radiological

examination reveals discrete, more or less

circumscribed areas of infiltration through
lungs. Diagnosis: Secondary Sarcoma of

Lungs from primary of orbit.

Hodgkin’s Disease

Male, age 3 years. Clinical history and
findings—loss of weight, fever, sweats and
rapid emaciation, non-productive cough,

dyspnea, no chest murmurs, no palpable

glands or masses. Radiological examina-
tion reveals several large, soft, irregular

shadows primarily from the mediastinum.
Lung parenchyma clear. Diagnosis : Hodg-
kin’s Disease, primary in mediastinum. The
eventual course of this patient, as well as

biopsy, proved this diagnosis to be correct.

Dilated Heart

This girl, aged 8 years, presented herself

last year after 9 days illness, beginning with
a cold and now suffering from fever and
pain in joints which were swollen and ten-

der. The heart was enlarged and a soft

blowing systolic murmur at the apex was
noted. Four days later she developed a left

lower lobe lobar pneumonia and was sent

to the hospital where for several days her

condition was indeed critical. The radio-

logical examination showed at this time
heart shadows enormously enlarged. No
evidence of pericardial effusion. Diagnosis

:

Dilated Heart. She recovered from the

pneumonia, and now five months later after

rest in bed, with lately a moderate amount
of exercise, the heart is much reduced in

size, though still larger than normal, as

evidenced in films taken subsequently.

Tuberculosis

The incidence of tuberculosis in children

is too well recognized today to justify any
review of the literature in order to gain

your attention to the following group of

cases which represent those suspected of

tuberculosis of the lungs, or mediastinal or

peribronchial glands. The attention of one

of us was forcibly directed to this type of

condition when he served for several years

as admitting physician to a tuberculosis pre-

ventatorium.

In this series, 100 children fell into this

group of suspects, and 75 of them were de-
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termined to have some evidence of tuber-

cular infection and some of them, as we will

demonstrate, had active pulmonary or glan-

dular tuberculosis.

Of first importance in the history, re-

gardless of the apparent state of health of

the child, is a history of exposure to a known
patient with tuberculosis. This attitude has

been so productive of positive findings that

now we hold a child with such a history as

strongly suspicious until definitely proven

otherwise. Often from this clue, a carefully

kept temperature record for a few days

will be most illuminating.

The tuberculin test, either the older and

perhaps still more widely used Von Pirquet,

or the newer intradermal method, or both,

should next be done. There is a period in

these conditions during which a diagnosis

can be made before definite changes are

recognized on physical examination.

The next in order comes the physical ex-

amination which should be repeated once or

twice before any final conclusion is reached

except in the very evidently positive or neg-

ative cases.

Last in order of diagnostic procedures is

the roentgen ray examination which should

in the great majority of instances fit in and
prove the opinion already established. We
do not mean by this order that the roentgen

ray is of lesser importance than the other

methods of examination: for in our hands
it has at times suggested the diagnosis be-

fore clinical signs could be elicited, and
again it clearly demonstrates, as a rule, in

successive plates either healing or progres-

sion of the disease process; but we do be-

lieve that by this orderly study more correct

diagnoses may be made than if a diagnosis

is attempted by any single method of exami-

nation. We have called these four correlat-

ing angles of the case the “Big Four” and in

practically every case in this series, in

which time has justified the diagnosis of

tuberculosis, these four have been present.

First, history of exposure: second, positive

tuberculin test : third, positive clinical find-

ings : and fourth, positive roentgen ray evi-

dence.

The roentgenologic evidence of childhood

tuberculosis, while not pathognomonic, as

in the adult type, denotes several patholog-

ical changes both of the primary and
seconary stages, vhich are almost constant

in our series, in cases that have proven to

be positive tuberculosis. In many of our

series we have not been able to get the child

in the primary stage of parenchymal inva-

sion. In some instances, we have failed to

recognize the roentgen aspects of the pri-

mary focus of tuberculosis at the time of

first examination. A serial study has been

made of all our suspected tubercular cases,

as well as the progress check on the proven

positives. We see the primary lesion in

various stages and types from a massive

caseous pneumonia of one or both lungs to

a very small parenchymal area of one lobe,

and in contradistinction from the adult type,

may be located in one of the lower lobes. If

the process is resorbed and the lesion healed,

we have a calcified lesion at this site, usually

spoken of as Ghon’s Tubercle. The second-

ary roentgen aspects in order of their sig-

nificance are

:

1. Calcification of the tracheo-bronchial

and bronchial glands.

2. Peribronchial infiltration extending

throughout lung tree, more pronounced in

the upper branches.

3. Soft beading of bronchi, which may ex-

tend rather far out toward periphery.

4. Dense, irregular hilar shadow with

diffuse thickening and calcification. .

Frequently difficulty is encountered in the

child with some infection, chronic in nature

but not tuberculosis, in whom the syndrome
fever, loss of weight, anemia, lassitude, etc.,

are present. Often the roentgen ray of the

chest will show changes which may not

easily be differentiated from tuberculous

lesions. For this reason the following case

is here included.

Chest in Upper Respiratory Infection

This little girl was studied at the age of

five years because of poor nutrition, slight

irregular fever and cough. There was no
history of known exposure to tuberculosis

and three other children in the home were
apparently well nourished and healthy. The
tuberculin tests were negative and in a short

time she was much improved. The radio-
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logical examination revealed a generalized

thickening of bronchial shadows through-

out, more pronounced perihilar and in de-

scending branches. No beading or direct

evidence of a tuberculous process.

Diagnosis: Bronchitis from Upper Re-

spiratory Infection.

The next five cases will illustrate tuber-

culosis in one form or another, which, under

treatment is finally cured or is improving.

Tuberculosis Healed

This little girl aged three had lived with

a tuberculous grandmother : was under-

nourished and suffered a secondary anemia.

The Von Pirquet was positive and the radio-

logical examination showed dense hilus

thickening, soft and firm calcifications

around hilus. Bronchial infiltration extend-

ing into upper branches.

Diagnosis : Peribronchial Tuberculosis.

Three years later the general condition was
somewhat improved. She had no fever and
the Roentgen ray showed chest condition ap-

parently healed.

The next case when three years old had
broncho-pneumonia : in fourth and fifth

years influenza: scarlet fever at five: fre-

quent colds all her life. At seven years she

weighed 431
/2 pounds, which was 15 per

cent under weight : was running a low grade

temperature. The cook in her house had
just been diagnosed pulmonary tuberculosis.

The tuberculin test was positive. The chest

showed positive D’Espine sign : harsh upper

lobes and occasional rales throughout both

lungs. Radiological examination showed
diffuse infiltration both hilus and bronchial

tree, extending into superior branches.

Many soft glands perihilar.

Diagnosis : Pulmonary tuberculosis. Now
after four years observation, including rest,

violet rays, sun baths, cod-liver oil, etc.,

she weighs 68V2 pounds, has a normal tem-

perature and the chest is free from rales.

The radiograph shows chest condition ap-

parently healed

This boy, whose mother is tuberculous,

gave the following history: Breast fed six

months, at which time he weighed 1414

pounds ; at two years he weighed 25 pounds

;

at eight months he had influenza; at 2^

years another attack; at three years mild

chorea. He presented himself at six years

of age, weighing 89 pounds, with a cold.

The Von Pirquet was positive and radio-

logic examination showed much hilus infil-

tration, adenopathy, beading throughout

bronchial tree.

Diagnosis : Peribronchial tuberculosis.

He is now eight years old; is free from
fever, weighs 50 pounds and the roentgen

ray examination shows much improvement
in condition of the chest.

This boy when six years old weighed 47

pounds. Had lived with a tuberculous

relative; gave a positive Von Pirquet reac-

tion. The chest examination revealed a

positive D’Espine, harsh breathing over all,

but no rales. Radiological examination

showed hard and soft calcifications around

lung root, with beaded infiltration of bron-

chial tree, extending into uppers. Diag-

nosis : Peribronchial tuberculosis. One
year later he weighed 56^ pounds and the

roentgen ray shows considerable improve-

ment of chest condition, as evidenced by
fibrosis and firm calcifications of glands.

He still runs a temperature curve at 97-97.5

in the morning to 98.6 degrees in the eve-

ning.

Tubercular Pneumonia
This is a rachitic boy of fourteen months

weighing 17 pounds. The tuberculin test

was positive. He runs a rather high fever.

D’Espine sign is positive; the breath sounds

are harsh over the whole back and an occa-

sional rale is heard over the upper lobes.

Percussion of the back reveals comparative

dullness more marked over uppers. Roent-

gen ray examination shows irregular, non-

homogeneous areas of infiltration, just out

from right hilus and upper lobe. Beading

and bronchial tree infiltration superior

branches. Diagnosis: Caseous pneumonia,

most probably tubercular in nature.

The following is the case of a complica-

tion of influenza which at first was believed

to be unresolved broncho-pneumonia, but

subsequent events proved it to be a tuber-

culous process. The tuberculin test was

positive, however, it was not made until

after the roentgenogram of the chest had

been studied. The film showed many hard
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calcifications perihilar, irregular, non-homo-

geneous, infiltrative process of right hilus

and invading lung parenchyma. Also a

large, well delineated homogeneous density

upper right lobe periphery.

Diagnosis: Atypical pneumonia, proba-

bly tubercular in nature.

The following case of miliary tuber-

culosis gives a most characteristic history

and clinical findings.

Tuberculosis—Died

The baby was first seen at 10 months of

age. At birth it had weighed 3^2 pounds

;

its weight now is 9 pounds, 14 ounces. Its

only food has been breast milk. Two months

ago it had “flu” and pneumonia, and since

has run some fever and continues to cough.

On physical examination D’Espine sign is

positive. There are moist and crepitant

rales throughout both lungs. The tempera-

ture is 101 degrees. It shows evidence of

a mild rickets and is wasted and pale. The

Von Pirquet test is positive with human
tuberculin. At one year its weight was 12

pounds, 13 ounces. The fever had con-

tinued, reaching 102 at times. In spite of

an improved diet no improvement had been

made in the general condition. The roent-

gen ray report at this time was : Roentgeno-

logical examination shows lungs studded

with small discrete areas of infiltration.

No attempt at calcification. Diagnosis

:

Miliary tuberculosis most probably. Soon

after this examination we learned the baby

had died.

This last case is included because in this

instance in spite of a rather unusual gain

in weight and improved general appearance

the fever continues and we believe the chest

condition to be still active.

Tuberculosis Still Active

This girl at seven years of age was 5014

inches high and weighed 53 pounds. She
had been diagnosed chronic bronchitis. She
had been a frequent visitor at her aunt’s

house in which there was an active case of

pulmonary tuberculosis. Physical examina-

tion showed a positive D’Espine sign and
rales at both bases with harsh breath

sounds throughout. The tuberculin test was

positive; her temperature ranged from 98
to 99.3 degrees. The radiological examina-
tion shows classical characteristics of pul-

monary tuberculosis. She is now twelve,

after five years of observation, including

diet, rest, violet rays, sun baths, etc., she

weighs 111 pounds, a gain of 48 pounds;
still runs an irregular fever and the radio-

logical examination reveals hilus and bron-

chial thickening. Perihilar glands not firm-

ly calcified. Diagnosis: Persistent tuber-

culosis.

The treatment which these children re-

ceived, and the ultimate outcome of these

cases will be elsewhere considered. In this

we have attempted only to demonstrate that

clinical examination and roentgenological

findings should, in the majority of chest

conditions in children, coincide and that a

thorough study of a given case with ordi-

nary procedures will in most instances lead

to a correct diagnosis.

Discussion

DR. J. L. DUBROW (Memphis) : This is a very

interesting paper, and I think deserves a few
words of discussion. There are only one or two
points to which one might take exception. En-
largement of the glands in children having had no

positive sputum and few clinical findings, I do not

think is sufficient to call pulmonary tuberculosis.

I suppose the author meant hilum tuberculosis.

There is a distinction between hilum and pulmo-

nary tuberculosis, pulmonary tuberculosis being in-

fection of the parenchyma of the lung, and hilum

tuberculosis being tuberculous involvement of the

paratracheal or hilar lymph nodes.

There is another point that will bear a little dis-

cussion. In some of the slides shown toward the

last, apparently there was a tuberculous process

resembling a pneumonic one that cleared away in

a few weeks. This phase of the subject of epitu-

berculosis is very well worked up by Dr. Stoloff,

of New York City, who has published a book re-

cently on the roentgenology of the chest in chil-

dren. He designates it as epituberculosis, mean-

ing by that, that it is not really an infection of

the lung parenchyma, with lung destruction by the

tubercle bacillus, but simply an extension of the

infective process from the hilum, and it resolves

in a few days or a few weeks.

DR. STEVE W. COLEY (closing) : We hoped

by presenting this paper to stimulate and empha-

size two points. The first is the absolute neces-

sity for complete and thorough examination of each

case; the second point is that, when persistently
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worked up and all methods carried out, the clinical,

physical, laboratory and X-ray findings coincide

and correlate in the majority of cases.

We have attempted to show that in the acute

lesions the correlation is not so important, since

we have one or more pathognomonic signs; but in

the remote, obscure diseases, where gross pathol-

ogy is not evident, we need the closest co-opera-

tion between the pediatrician and the roentgenolo-

gist.

We did not attempt to make a final diagnosis in

the childhood type of tuberculosis by any one of our

methods, but by correlation and a reciprocal con-

nection of all available methods, which we believe

is the only way that we are justified in making a

diagnosis of childhood type of tuberculosis, in the

absence of positive sputum findings. Note, also,

that we reported only one case of primary tuber-

culosis in the lung parenchyma, and this case was
not definitely proven. The majority of the slides

show only the secondary and corroborative calcifi-

cation and thickening of the bronchial branches.

An interesting phenomenon of this study is that

the more acute and gross the pathology happens to

be in the chest of these children, the harder the

reciprocal correlation; and the more remote and
chronic the infections are, the easier it is to corre-

late these four, which we have termed the “Big
Four”—namely, physical examination, clinical find-

ings, tuberculin tests and radiological examination.

Attend The

Hundredth Annual Meeting

of the

Tennessee State Medical Association

April 11, 12, 13, 1933

Make Your Reservations Now
at the

Hermitage Hotel
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EDITORIAL

Poverty and Public Health

It has long been known that poverty has

an unfavorable influence on morbidity and

mortality rates. This is true for several

reasons. Poverty stricken people who live

in crowded hovels, with inadequate or im-

proper food, are certainly more prone to

illness. As a rule, the surroundings of such

people are more unsanitary and, in addition,

they practice fewer hygienic measures in

their personal habits. As a whole, such

people are more ignorant and are not par-

ticularly discontented with their ignorance.

For these obvious reasons these mortality

rates are not entirely amenable to the ac-

tivities of public health officials, nor to the

activities of private practitioners of medi-

cine. They are amenable to a very limited

degree.

Every community has its poor. “The poor

we have with us always.” Every commu-
nity also has its moderately well-to-do. For-

tunately, every community has its charit-

ably inclined persons.

Charity is a major virtue. It is a cardinal

virtue in Christian religion. Without it

there is no Christian religion.

In the past few years, several things have

happened to destroy any sane view of this

problem of poverty. For example, local

communities have sought to place the bur-

den of community charity on the state or

nation. The leaders in such movements

have often been the leaders in their local

communities. Once this step is taken the

responsibility of local leaders to local

charity ceases. When this has happened

there ceases to be a normal local influence

for the correction of abuses in administra-

tion, such as graft, etc. Experience has

demonstrated that local leaders, who spon-

sored the movement in the first instance, are

far more prone to seek an increase in gov-

ernment activities than they are to seek

a correction of improper activities.

The normal charitable impulses of the

well-to-do in local communities are spent

very largely in an effort to still further shift

local community problems onto the state

or nation. By such steps a situation has

been created which may be very difficult to

correct.

To make poor people the wards of the

state because of poverty for the purpose of

rendering medical service or any other form
of service is not sound sociology. It is not

sound economics. It is not sound states-

manship.
- If poverty is due to misfortune it certain-

ly deserves attention by the community as

a charity. If it is due to worthlessness,

local people are the best judges of its merits

or demerits. If the resources of a com-
munity are insufficient to support indus-

trious and frugal people it is the worst sort

of folly to make that community the unend-

ing beneficiary of state or national charity.

The kindest thing would be to move the

people out of such a community to where
the natural resources will respond to their

efforts.

If poverty is due to injustice the poverty

must be handled as charity and the govern-

ment should deal with the injustice. This

is one of the first duties of government.

If the people are of a breed which will

not make an effort; if they are mental and
physical inferiors, then the state should take

the proper step to stop their propagation.

This is the highest possible public interest.

This vital step was taken by the state of

Virginia many years ago and has been fol-

lowed by a number of other states.

As a result of all these improper steps

the attitude of local people toward their

local charity has been changed. The frugal

are now taxed to take care of the slothful,

and, mind you, out of the taxes the expenses

of an enormous administrative organization

must be borne. Now the state and national

treasury are empty. The sources of state
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revenue are vanishing and with it all there

is vanishing the most vital thing of all, the

wholesome attitude of the frugal citizen

toward his government.

Our radicalism must be a radical and
strenuous effort to get back to sane funda-

mentals.

Preventive Medicine and Public Health
These two terms have been confused and

this very confusion is responsible for much
of the confusion we hear so much about of

late.

Preventive medicine is the science of dis-

ease prevention. The term means exactly

what it says.

The term “public health” is used loosely.

It was never meant to have the same mean-
ing as the term “preventive medicine.”

The term “public health” relates to laws
and regulations in the enforcement of which
the health of the public is protected. For
example, when it was discovered that the
public water supply from a polluted stream
caused an outbreak of typhoid fever, a regu-

lation was enacted by a constituted author-
ity which had the effect of purifying the
water supply.

When contagious diseases were control-

lable only by isolation or quarantine, it was
necessary to have regulations and execu-

tives with powers to enforce them, in the
interest of the public health.

When it was discovered that malaria was
transmitted by mosquitoes it became neces-

sary to control the propagation of mosqui-
toes as the agents of transmission.

The science of preventive medicine has al-

ways been practiced by the regular practi-

tioners of medicine. As this science has
progressed new measures of disease pre-

vention have been evolved. This is a part

of the armamentarium of every physician.

The science of disease prevention, there-

fore, is not a science which becomes alive

and useful only in the hands of public health

officials.

By advances in the science of preventive

medicine there has been placed in my hands
and in the hands of every father and mother
the power to protect children against such

diseases as diphtheria and smallpox. At
most any drug store a vaccine point can be
bought and at small cost any child may be
vaccinated. The same is true with refer-

ence to diphtheria.

The scientific means for the control of

these diseases has shifted from the public

health official and his powers to quarantine

to the individual and his physician. The
duties of public health officials have also

shifted.

Too often these scientific procedures have
been seized upon by public health officials

as their very own, and legislative bodies

have been persuaded to appropriate large

sums of money to employ these purely indi-

vidual measures of disease prevention.

With this as the order of the day there

is no limit to the amount of appropriations

which may be asked for to carry on such

activities. Certainly one person is as much
entitled to such a service by the state as

another, and by the same token if one gets

it, all should. No very clear line can be

drawn between those who are to get free

services and those who are not. The proper

line to be drawn is the line which defines

and limits the field of executive activity.

A Correction
The last issue of the Journal contained

an article calling attention to the next meet-

ing of the State Association.

In the January Journal we spoke of the

approaching meeting of the Southeastern

Surgical Association, in Atlanta, Georgia.

The list of speakers at this latter meeting

was not published in January but was ap-

pended to the announcement of our state

meeting in April.

We are sorry that the mistake occurred

and only wish that our program could con-

tain the eminent speakers listed in last

month’s JOURNAL.

The Annual Meeting
Plans are well under way for the next

meeting of the State Society which takes

place in Nashville on April 11, 12, 13.

The local committee of the host society

has designated the Hotel Hermitage as the

headquarters.
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All sessions will be held in the assembly

rooms of the Hotel Hermitage.

The program will be completed before

the Journal reaches the membership. A
program will be forwarded each member
at an early date.

The times now make it necessary that

every economy be practiced. This we are

doing. The programs will go out without

an envelope.

It is sincerely hoped that we will have a

large attendance.

DEATHS
Dr. Hilliard Wood, Nashville; Vander-

bilt School of Medicine
;
aged 68 ; died

February 23, after a short illness.

Dr. L. W. Haskell, Memphis; Johns

Hopkins University School of Medicine,

Baltimore, 1903; aged 55; died March 10.

Dr. S. E. Reynolds, Elizabethton
;
aged

68; died February 10, after three years of

declining health.

Dr. T. E. Watkins, Collierville; Mem-
phis Hospital Medical College, 1912; aged

46 ;
died February 26, after a short illness.

RESOLUTIONS

Resolution of Respect by the Committee

appointed by the Tri-County Society of

Henderson, Chester, and Decatur Counties

:

Whereas, it has come to the knowledge of the

Tri-County Medical Society that God in his infinite

mercy has taken from this earthly sphere the

mother of Dr. G. A. Brandon, Past President of the

Tri-County Medical Society, and a valued and hon-

ored member of the society.

To him as much as any one else is due the credit

of the success of our society. He has been a faith-

ful, active member. He is loved and beloved by
every member of our society, and it is with feel-

ings of sorrow that we note the passing of Dr.

Brandon’s mother. Therefore,

Be it resolved by the Tri-County Medical Society

in regular meeting assembled, at Lexington, Tenn.,

February 9, 1933:

First, that we deplore the passing of Dr. Bran-

don’s mother and express our sympathy.

Second, that we extend our sympathy to the fam-
ily of Dr. Brandon in his great loss, and we com-
mend them to the all-wise and divine Comforter of

us all in their sorrow and bereavement.

Third, that we furnish a copy of these resolu-

tions to Dr. Brandon, a copy to each of the local

newspapers and a copy be spread on the minutes
of our society.

(Signed, Committee)

R. L. Wyley.
J. F. Goff.

C. E. Boley.

WOMAN’S AUXILIARY

President Mrs. Oliver Hill, Knoxville

President-Elect Mrs. W. 0. Floyd, Nashville

Chairman Press and Publicity

Mrs. T. G. Pollard, Nashville

The Woman’s Auxiliary is just closing a
year of interesting activities : social, philan-
thropic, and educational.

The object of the Auxiliary is as follows

:

to assist in entertaining all State Medical
meetings

; to promote good fellowship
among physicians’ families

; to assist in the
advancement of health education as directed
by the medical profession. This work is

done through other women’s organizations.
Our members have carried forward these

aims this year to the fullest degree. We
can do much to enlighten a frequently mis-
informed public about the true character
of medical work and its plans for public

health and welfare. As individuals, we can
do little. Collectively we can be a strong
force that can do much in a quiet way for

the medical profession.

Dr. W. P. Wood, state president, is having
prepared a program of health education

especially for the Auxiliary. We need the

assistance of every doctor’s wife in the

state to carry to full fruition this campaign
for health. We shall be glad to assist you in

planning the work in your community, and
would be delighted to have a report from
your county at the State meeting in April.

Come, let’s know each other better and

enjoy together the wonderful program pre-

pared by the Davidson County Auxiliary.

Most sincerely yours,

Mrs. Oliver Hill.
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ANNUAL MEETING OF WOMAN’S AUXIL-
IARY TO THE TENNESSEE STATE

MEDICAL ASSOCIATION
April 11, 12, 13, 1933

Woman’s Auxiliary to the Davidson County
Medical Society

Hostess

GENERAL COMMITTEE
Mrs. W. C. Bilbro, Jr.

Mrs. Benj. F. Byrd
Mrs. T. G. Pollard

Mrs. W. 0. Floyd
Hotel Hermitage, Nashville, Term.

GREETINGS
We hope your visit will be both pleasant and

profitable, and that you may carry away a vivid

impression of Nashville as a great medical and

cultural center and a city abounding in hospitality.

The Convention Committee.

TUESDAY, APRIL 11

9:00 A.M.

Registration Mrs. H. L. Douglas, Chairman
Information Mrs. Paul Morrissey, Chairman

2:00 P.M.

Pre-Convention Executive Board Meeting

Mrs, Oliver Hill Presiding

Assembly Room

7:00 P.M.

Executive Board Dinner
Mrs. W. O. Floyd and Mrs. B. F. Byrd, Hostesses

Belle Meade Country Club

8:30 P.M.

Auxiliary Reception

Fisk Jubilee Singers, Quartet

Belle Meade Country Club

WEDNESDAY, APRIL 12

10:00 A.M.

Regular Annual Meeting of the Woman’s Auxiliary

to the Tennessee State Medical Association

called to order

Mrs. Oliver Hill Presiding

Invocation Dr. John L. Hill
Address of Welcome Mrs. Benj. F. Byrd
Response Mrs. W. T. Black
In Memoriam Mrs. N. S. Shofner
Report of Convention Chairman

Mrs. W. C. Bilbro, Jr.

Address Dr. W. P. Wood
Minutes of the Last Meeting
Treasurer’s Report

Reports of State Chairmen and Standing Com-
mittees

Old Business

New Business

Report of Nominating Committee
1:00 P.M.

Annual President’s Day Luncheon Honoring
Visitors

Centennial Club

3:00 P.M.

General Round-Table Conference

Mrs. Oliver Hill Presiding

Assembly Room

8:00 P.M.

Bridge Supper
Hermitage Grill Room

THURSDAY, APRIL 13

Post-Convention Board Meeting
Mrs. W. O. Floyd Presiding

Assembly Room

2:00 P.M.

Drive Through the City

“As You Like It”

A TENTATIVE PROGRAM

A tentative program for the next meeting

of the State Society. This program is not

complete. Several final changes may be

necessary. This is published to give the

membership an idea of its excellence.

Dr. Lester C. Olin Maryville

“Botulism”

Dr. C. P. Fox, Jr Greeneville

“Anaesthesia from the Standpoint of the Surgeon”

Dr. A. H. Lancaster Knoxville

“Arsenical Dermatitis”

Dr. Herbert Acuff Knoxville

“The Surgical Management of Pulmonary Tu-

berculosis”

Dr. Tom R. Barry Knoxville

“Primary Carcinoma of the Ureter. Case Re-

port”

Dr. Franklin B. Bogart Chattanooga

“Roentgenographic Diagnosis of Lesions of the

Carpal Bones”

Dr. Robert C. Robertson Chattanooga

“Reduction in Fractures of the Bodies of the

Vertebrae” (Lantern Slides to accompany)
Dr. E. Dunbar Newell Chattanooga

“Peritoneal Drainage — When Indicated and
When Not”

Dr. W. E. Bryan Chattanooga

“Nonvalvular Diseases of the Heart”
Dr. R. C. Derivaux Nashville

“A Decade of Insulin”

Dr. Douglas Seward Nashville

“Idiopathic Abscess of the Liver”

Dr. Herman Spitz Nashville

“Bronchial Asthma: The Present Status of Its

Diagnosis, Treatment and Control”

Dr. Murray B. Davis Nashville

“Treatment of Acute Empyema in Children”
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Dr. W. A. Bryan Nashville

“The Treatment of Tetanus, with Special Ref-

erence to the Use of Carbolic Acid”

Dr. Milton Smith Lewis Nashville

“Sodium Amytal in the Treatment of Eclampsia”

Dr. T. D. McKinney Nashville

“Spinal Cord Compression, with Report of Cases

Illustrating Pathology”

Dr. W. B. Anderson Nashville

“Analgesias in Obstetrics”

Dr. Sidney Burwell Nashville

“The Problem of Heart Disease”

Dr. John M. Lee Nashville

“Throat Infections in Children”

Drs. W. D. Haggard and C. R. Crutchfield

Nashville

“Goiter”

Dr. Robert Warner Nashville

“Eye Injuries”

Dr. Roger S. Morris Cincinnati, Ohio

(April 12) “The Role of the Hemopoietic Hor-

mone (Addisin) in Diseases of the Blood”

Dr. Dean Lewis Baltimore, Md.
Address on “Surgery”

Dr. George E. Brown Rochester, Minn.

“Recent Concepts on Hypertension”

Dr. W. P. Wood Knoxville

Presidential Address

Dr. Olin West Chicago

“A Discussion of the Reports on the Committee
on the Costs of Medical Care”

Dr. Jacob Alperin Memphis
“The Barometer of the Blood Sugar”

Dr. S. T. Rucker Memphis
“The Flight from Reality”

Dr. J. Logan Morgan Memphis
“Renal Calculi”

Dr. J. C. Ayres Memphis
“The Present Status of Hormone Therapy in the

Female”

Dr. F. W. Smythe Memphis
“Radium Therapy in Uterine Hemorrhage”

Dr. William I. Howell Lexington

“Treatment of Sepsis, with Special Reference to

Puerperal Infection”

Dr. W. T. Pride Memphis
“Acidosis and Alkalosis in Pregnancy”

PROGRAM
TENNESSEE STATE PEDIATRIC

ASSOCIATION

Hotel Hermitage, Nashville, Tenn.

April 10, 1933

President

Oliver W. Hill, M.D Knoxville

Vice-President

Arthur G. Jacobs, M.D Memphis

Secretary-Treasurer

Joe T. Smith, M.D Knoxville

Executive Committee

Tom Mitchell, M.D Memphis
William D. Anderson, M.D Chattanooga

Milton K. Lewis, M.D Nashville

9:00 A.M. Introductory remarks by the President

Dr. Oliver W. Hill, Knoxville

9:15 “Childhood Tuberculosis”

Dr. Arthur G. Jacobs, Memphis
To discuss

—

Dr. Milton K. Lewis, Nashville

Dr. William R. Cross, Knoxville

10:00 “Throat Infections in Infancy and

Childhood”

Dr. John M. Lee, Nashville

To discuss

—

Dr. Kimsey M. Buck, Memphis
Dr. T. Fort Bridges, Nashville

10:45 “The Problem Child”

Dr. Wm. E. VanOrder, Chattanooga

To discuss

—

Dr. Frasier Binns, Nashville

* Dr. A. Knox Turner, Bristol

11:30 “Recent Progress in the Solution of

Problems in Nutrition”

Dr. Wm. Weston, Columbia, S. C.

Luncheon 12:30 to 2 P.M.

Round-Table Discussions

(Announcements will be made)

2:00 P.M. “The Use of Fluids in Pediatrics”

Dr. Walker L. Rucks, Memphis
To discuss

—

Dr. Owen K. Wilson, Nashville

Dr. Wm. N. Lackey, Gallatin

2:45 “Encephalitis”

Dr. H. D. Long, Chattanooga

To discuss

—

Dr. Joel J. Hobson, Memphis
Dr. John M. Wallace, Johnson

City

3:00 “Gastro-intestinal Allergy in Children”

Dr. Horton Casparis, Nashville

To discuss

—

Dr. Clyde V. Croswell, Memphis
Dr. Jas. A. Smith, Chattanooga

3:45 Business Meeting

“Dutch” banquet, 8 P.M. Place to be announced.

Papers limited to twenty minutes (except guest

papers)

.

Discussions limited to five minutes.

Members of the State Medical Association over

the State who are interested in the diseases of in-

fancy and childhood are especially invited to at-

tend this meeting, which meets the day preceding

the general assembly.
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TENNESSEE ACADEMY OF OPHTHALMOL-
OGY AND OTOLARYNGOLOGY

Hermitage Hotel

Nashville, Tenn.

Monday, April 10, 1933

9:00 A.M.

PROGRAM
1. President’s Address, “Diagnostic Clinics”

Dr. Robert G. Reaves, Knoxville

2. “Aponia in Acute Leukemia”

Dr. William' D. Stinson, Memphis
To open discussion

—

Dr. W. G. Kennon, Nashville

Dr. W. W. Wilkerson, Nashville

Dr. A. B. Dancy, Jackson

3. “Astigmatism as a Cause of Somatic Dysfunc-

tion”

Dr. Edgar L. Grubb, Knoxville

To open discussion

—

Dr. H. C. Smith, Nashville

Dr. Willard Steele, Chattanooga

Dr. U. G. Jones, Johnson City

4. “Treatment of Subacute Maxillary Sinusitis”

Dr. C. H. Blassingame, Memphis
To open discussion

—

Dr. Fred Hasty, Nashville

Dr. J. B. Blue, Memphis
Dr. G. M. Rogers, LaFollette

5. “My Experience With Glaucoma”
Dr. E. C. Ellett Memphis
To open discussion

—

Dr. A. C. Lewis, Memphis
Dr. M. M. Cullom, Nashville

Dr. J. M. Hogshead, Chattanooga

6. “Bronchoscopic Treatment of Lung Abscess”

Dr. C. K. Lewis, Memphis
To open discussion

—

Dr. W. W. Potter, Knoxville

Dr. J. V. Hodge, Kingsport

Dr. W. D. Stinson, Memphis
2:00 P.M.

7. “Infections of the Floor of the Mouth”
Dr. G. H. Berryhill, Jackson

To open discussion

—

Dr. Stewart Lawwill, Chattanooga
Dr. J. W. Wilkes, Columbia
Dr. J. A. Hughes, Memphis

8. “Refraction”

Dr. R. H. Newman, Knoxville

To open discussion

—

Dr. R. J. Warner, Nashville

Dr. J. D. Carlson, Union City

Dr. E. White Patton, Chattanooga

9. “Open Treatment of Fractures of the Face”
Dr. John J. Shea, Memphis
To open discussion-=-

Dr. Eugene Orr, Nashville

Dr. H. E. Christenberry, Knoxville

Dr. W. L. Simpson, Memphis

10. “Intraocular Hemorrhage”

Dr. Robert C. Leach, Knoxville

To open discussion

—

Dr. J. B. Stanford, Memphis
Dr. Kate S. Zerfoos, Nashville

Dr. H. C. Ezzell, Nashville

11. “Acute Mastoiditis”

Dr. Sam T. Parker, Jackson

To open discussion

—

Dr. J. D. Caldwell, Nashville

Dr. Bruce P’Pool, Nashville

Dr. R. G. Fish, Paris

12. “Certain Phases of Vidian Neuralgia”

Dr. Harris H. Vail, Cincinnati

Dinner (phone Dr. Sullivan for place), 7 P.M.

RAILWAY SURGICAL SECTION

Tuesday, April 11, 1933

9:30 A.M.

1. Presidential Address, “Some Fractures About
the Ankle Joint”

Dr. Battle Malone, Memphis

2. “First Aid and Treatment of Some Frequent

Injuries to Eyes, Ears, Nose and Face”

Dr. D. H. Anthony, Memphis
To open discussion—

Dr. Willard Steele, Chattanooga

3. “Diagnosis and First Aid, in Shock, in Internal

Injuries, in Internal Hemorrhage. Suggestions

on Moving Patient”

Dr. Lucius Burch, Nashville

To open discussion

—

Dr. W. S. Nash, Knoxville

4. “First Aid, in Hemorrhage and in Extensive

Open Wounds”
Dr. Charles F. Webb, Jackson

To open discussion

—

Dr. W. B. Murfree, Murfreesboro

5. “Diagnosis and First Aid in Fractures (Includ-

ing Those of Skull), Dislocations and Sprains”

Dr. Edward T. Newell, Chattanooga

To open discussion

—

Dr. William B. Burns, Memphis

6. “First Aid in Severe Scalds and Burns”
Dr. H. Quigg Fletcher, Chattanooga

To open discussion

—

Dr. George C. Williamson, Columbia

7. “First Aid, Surgical and Medical, to Employees
and Passengers, En Route”

Dr. C. T. Abernathy, Paris

To open discussion

—

Dr. J. A. McCulloch, Maryville

Election of Officers for 1934

Announcements
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NEWS NOTES AND COMMENTS

Dr. Gilbert Eblen is now practicing in

Lenoir City with his father, Dr. J. G. Eblen.

Dr. L. W. Nabers has opened his office in

Morristown.

Dr. H. W. Sale, of Covington, has fully

recovered from an illness of several months
and is again at his office.

Dr. J. E. Nelson and Dr. J. B. Phillips,

of Chattanooga, have moved their offices

from the Medical Arts Building, to the

Hardwick-Hogshead Building.

Dr. S. J. Bowman, of Johnson City, is

now a patient at the Johns Hopkins Hos-

pital. Dr. Bowman has been ill since July,

1932.

Dr. F. M. Blankenship, of Hartsville, was
a patient in a Nashville hospital during
part of February.

Dr. Homer Reese has returned to Gallatin

after doing post-graduate work at Vander-
bilt Hospital.

Friends of Dr. Robert Pillow, Jr., of

Columbia, will be glad to know the doctor

has recovered sufficiently to again open his

office.

Dr. J. L. Edwards, of Brownsville, was
seriously ill in February. Later reports tell

us his condition is improving.

Dr. B. H. Harrison has moved to Mum-
ford where he is occupying the former office

of Dr. J. B. Witherington.

At the recent meeting, Dr. A. B. Dancy,
of Jackson, became president of the Mid-
South Post Graduate Medical Assembly.

Dr. Peter Whitman Rowland, of the Uni-

versity of Mississippi, was chosen presi-

dent-elect. Dr. F. J. Runyan, of Clarksville,

was chosen vice president for Tennessee.

Dr. A. F. Cooper was re-elected secretary-

treasurer.

WHAT IS YOUR ADDRESS?
Every month we are notified by the post

office of changes of address of our members
and failure to deliver our Journals. Kindly

see if your Journal is addressed correctly.

If the address is not correct notify us so that

you will receive your Journal more promptly.

MEDICAL SOCIETIES

Bradley County:

On February 2, the annual banquet was
given at the Cherokee Hotel, Cleveland.

Dick Park, Chattanooga entertainer, was
the principal speaker. Plans were dis-

cussed for the coming year. The following

members were present : Drs. D. N. Arnold,

C. T. Speck, E. R. Ferguson, W. B. Camp-
bell, Vance H. Bell, J. F. Gilbert, W. A.

Garrett, R. 0. Kibler, S. J. and W. H. Sul-

livan, and W. C. Stansberry.

Blount County—Future Programs

:

March 16—“Fractures of the Ankle and

Their Treatment/’ by Dr. J. E. Carson.

Discussion to be opened by Dr. J. A. Mc-
Culloch.

March 23—“Pellagra, Its Causative Fac-

tors,” by Dr. F. A. Zoller. To open discus-

sion, Dr. E. W. Griffin.

March 30—“Pellagra, Its Diagnosis and

Treatment,” by Dr. W. B. Lovingood. To
open discussion, Dr. E. L. Ellis.

April 6—“The Use and Abuse of Nerve

Sedatives,” by Dr. D. R. Thomas. To open

discussion, Dr. F. A. Zoller.

April 13—“Indications for the Use of

Glasses,” by Dr. A. M. Gamble. To open

discussion, Dr. G. W. Burchfield.

Benton
,
Carroll, Henry, Weakley Counties:

The Tri-County Medical Society met at

Hotel Lynn, McKenzie, on February 7. A
large number of physicians were present.

The program was as follows

:

A paper by Dr. Thomas Mitchell, Mem-
phis, on “The Prevention of Diphtheria,

Smallpox, Typhoid Fever and Rabies.” This

was followed by a round-table discussion.

Dr. H. H. Shoulders, of Nashville, read
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a paper on “The Acute Abdomen.” Paper

was discussed by Drs. Geo. R. McSwain,
Paris; and J. W. Williams, McKenzie.

Dr. Fort Bridges, Nashville, read a paper

on “Diarrhea in Infants and Children.”

Paper was discussed by Dr. V. E. Massey,

Huntingdon.

Campbell County:

The Campbell County Medical Society

held its regular monthly meeting on Febru-

ary 21. Practically all medical men in the

society were present for the meeting.

The subject discussed was cancer, and

Drs. L. M. Scott, H. T. Fortner, F. A. Mc-
Clintock, and R. J. Buckman read papers

on this subject. The notice stipulated a

“Dutch Lunch.”

Davidson County:

February 14—“Generalized Osteitis Fi-

brosis and Hyperparathyroidism,” by Dr.

Frances R. Fraser, Head of Medical Unit

at St. Bartholomew’s Hospital and Profes-

sor of Medicine at the Universtiy of London.

February 21—“Subacute Bacterial Endo-

carditis,” by Dr. Samuel Riven. Discussion

by Dr. James Read and Dr. W. R. Cate.

February 28—“The Problem of Mental

Disease,” by Dr. J. P. Gilbert. Discussed

by Dr. H. B. Brackin and Dr. Scott Farmer.

“Case Report. Stab Wound of the

Thorax,” by Dr. M. B. Davis. Discussion

by Dr. Alfred Blalock.

Giles County:

The Giles County Medical Society met in

regular session on Thursday, February 28.

Dr. Joe B. Wright, of Lynnville, read a

very interesting paper on “Tumors of the

Breast.”

It was brought out in his paper that all

tumors of the breast should be regarded as

potentially malignant growths. These

tumors should be removed and subjected to

careful microscopic examination. An early

diagnosis is of the most vital importance,

if treatment is to be effective. From all

statistics cancer seems to be on the increase

instead of the decrease. Even with all

warning about cancer given in our maga-

zines, newspapers, through the Public

Health Department and by the physicians

themselves, patients continue to come to the

physicians after it is too late. If there is

ever any hope of a decrease in the incidence

of cancer, it would be through an early diag-

nosis and treatment of such conditions.

Hardin, Lawrence, Lewis, Perry, Wayne
Counties:

“The Treatment of Burns,” by Dr. Dexter

L. Woods, Waynesboro. Discussion opened

by Dr. J. T. Keeton, Clifton.

“The Diagnosis and Treatment of Ulcer

of the Stomach and Duodenum,” by Dr. W.
A. Bryan, Nashville. Discussion opened by
Dr. V. H. Crowder, Lawrenceburg.

“Functional Indigestion,” by Dr. Jack

Witherspoon, Nashville. Discussion opened

by Dr. W. E. Turner, Lobelville.

“A Protest Against the Report on the

Cost of Medical Care,” by Dr. 0. H. Wil-

liams, Savannah. Discussion opened by Dr.

A. D. Cole, Loretto.

Dr. H. H. Shoulders, Nashville, discussed

the proposed legislative bills.

Hamilton County—Future Programs:

March 16 — “Case Reports of Patients

Injured Playing Football,” by Dr. Earl R.

Campbell.

“Amebic Dysentery,” by Dr. John B.

Fitts.

March 23—“Diastolic Blood Pressure,”

by Dr. John B. Steele.

March 30 — “Acute Intestinal Obstruc-

tion,” by Dr. J. B. Haskins.

April 6—“Tumors of the Breast,” by Dr.

H. H. Hampton.
April 13—“Tetany in Infants and Chil-

den,” by Dr. J. B. Phillips.

Madison County:

On February 6, this society had a dinner

meeting at the New Southern Hotel. Dr.

Sam T. Parker, spoke on “Acute Mastoid-

itis.” Drs. Dancy, Fitts, McClaran, and
others discussed the paper.

Dr. Hughes, of Milan, Dr. Jones, of Brad-

ford, and Drs. Smith and White, of Hender-

son, were guests at the meeting.
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The society directed the secretary to send

an invitation to Dr. Thomas F. Mitchell,

Memphis, to visit the society at an early

date to explain the plan for a series of

public meetings on the importance of im-

munization of communicable diseases.

Maury County:

Dr. G. C. English, of Mt. Pleasant, was
the principal speaker at the meeting of the

Maury County Medical Association, which
was held February 6, and which was well

attended by the physicians of the county.

Dr. English read a paper dealing with

“Syphilis” and this was followed by a gen-

eral discussion of the subject. Dr. J. R.

Heller, of the Tennessee Health Depart-

ment, was present and participated in the

discussion, telling of the control of venereal

diseases in the state.

McMinn County:

Dr. R. B. Wood, of Knoxville, was one of

the essayists at the February meeting. Dr.

Wood’s subject was “Home Management of

Diabetes.” Dr. S. B. McCleary, of Etowah,
gave a paper on “Management of Influ-

enza.”

Sullivan-Johnson County Medical Society:

On February 1, the regular dinner meet-
ing was held at Hotel General Shelby. Dr.

Arthur Hooks read a paper entitled, “Gas-

trointestinal and Pulmonary Symptoms of

Oral and Nasal Infection.”

Washington County:

At the meeting on March 2, essayists and
subjects were Dr. J. T. McFaddin—“Classi-

fication and Treatment of Burns.” Discus-

sion by Drs. Matthews and Moss.

Dr. Marvin Sandorf—“Hyperinsulinism

;

Its Relation to Epilepsy.” Discussion by
Dr. Friberg.

April 6—Dr. E. M. Fleenor — “Angina
Pectoris with Case Report.” Discussion by
Drs. C. H. Long and Preas.

Dr. G. J. Sells
—“Nerve Mechanism of the

Heart, with Reference to Irregularities of

the Same.” Discussion by Drs. Kyker and
Matthews.

Wilson County:

On April 6, Dr. L. L. Tilley will read a

paper entitled “Treatment of Pneumonia
Today Compared to that of Twenty-five

Years Ago.”

Williamson County:

On February 14, the society met at the

Health Clinic. The attendance was splen-

did. The subject was: “The Relationship

Between the State Medical Association and

the State Board of Health.” A general

round-table discussion followed the talks of

Dr. E. L. Bishop, State Health Commis-
sioner; Drs. Dixon, Bradley, Cunningham,

and Gallagher, all of Nashville.

OTHER MEDICAL SOCIETIES

Vanderbilt University Medical Society,

February 3

1. Case Reports:

(a) A Case of Unusual Bone Tumor—Dr.

Rogers L. Hill.

R. V., a 3-year-old white male, was ad-

mitted to Vanderbilt Hospital with a history

of soft tumors of scalp of 8 months dura-

toin, which were excised 5 months ago.

X-ray revealed sharply circumscribed areas

of destruction in the skull and mandible.

The upper part of the femur revealed areas

of destruction with trabeculation and corti-

cal thickening. A constant hypercalcemia,

low phosphorous content of the blood and

an abnormal calcium excretion in the urine

were discovered. The association of X-ray

appearance of disease of bones, with hyper-

calcemia and increased urinary excretion of

calcium, makes a diagnosis of osteitis

fibrosa cystica, associated with hyperpara-

thyroidism a likely possibility.

Case discussed by Drs. Edwards, Brooks,

and Regen.

(b) A Case of Thomsen’s Disease—Dr.

A. S. Moffett.

R. C., a 27-year-old white man, complains

of “muscular lock.” Five months ago he

caught cold and for two months had respira-

tory symptoms. Three months ago lower
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extremities became rigid and useless on

arising from a chair, to relax slowly a

minute later. The upper extremities, neck,

eyes, and tongue later “locked” on attempt-

ed movement. The whole body locked with

sudden fright and in sleep. He is a power-

ful looking man with huge muscles, any

group of which, in extremities or neck, will

“lock” on attempted movement requiring

any degree of exertion. The lock involves

antagonistic muscles and lasts 30 to 60

seconds, slowly and completely relaxing

subsequently. Reflexes are diminished.

Routine laboratory findings are essentially

negative.

Case discussed by Drs. Youmans, Garrey,

King, Clark, Cunningham, and Morgan.

2. The Influence of Roentgen Rays on the

Growth in Length of Bone—Dr. Barney

Brooks.

Experiments were performed on young

rabbits to determine the effect of irradiation

on the growth in length of bones and on the

regeneration of new bone in response to

injury. Growth in length of bones is re-

tarded by irradiation. No effect was ob-

served in bone regeneration. The amount
of retardation of bone growth was propor-

tional to the amount of irradiation used. A
given quantity of irradiation produced most

effect if it were given as a single dose. Par-

ticular attention was given to a study of the

growth curves of the length of bones. A
single effective quantity of irradiation pro-

duced an effect which was continuous

throughout the period of growth. There

was no evidence of recovery. Irradiation

did not shorten the period of growth. Ex-

posure of growing bone to irradiation,

therefore, seemed to affect primarily growth

capacity.

Paper discussed by Drs. Cunningham and

Goodpasture.

3. Experiments on the Pathogenicity of

Enclamoeba histolytica for Kittens—Drs.

H. E. Meleney and W. W. Frye.

Previous studies of a community in Jack-

son County, Middle Tennessee, have shown
a high incidence of persons harboring E.

histolytica, but very little evidence of acute

amoebic dysentery was found. A com-

munity in Madison County, West Tennes-

see, with a low incidence of infection showed
an epidemic of acute amoebic dysentery.

This is a study of the pathogenicity for

kittens of two strains of amoebae in culture

from Jackson County and three from Madi-

son County. The incidence of infection pro-

duced in kittens suggested a difference in

pathogenicity between the Jackson and
Madison County strains. When the severity

of the lesions produced was considered the

three Madison County strains showed on

the average much more severe lesions than

the two strains from Jackson County. This

apparent difference in pathogenicity was
shown to be due to the amoebae themselves

and not to the bacteria associated with

them in culture.

Paper discussed by Dr. Goodpasture.

Alfred Blalock, Secretary.

ABSTRACTS OF CURRENT UTERATURE

ANESTHESIA
By Hugh Barr, M.D.

Medical Arts Building, Nashville

The Diffusion of Nitrous Oxid, Ethylene and Carbon

Dioxid Through Human Skin During Anesthesia, In-

cluding a New Method for Estimating Nitrous Oxid

in Low Concentrations. Fred S. Orcutt, B.S., and

Ralph M. Waters, M.D., Madison, Wis. Current

Researches in Anesthesia and Analgesia. Jan.-Feb.,

1933.

The authors state that nitrous oxid rapidly dif-

fuses through rubber, and this accounts for a por-

tion of the deficit found in anesthetic mixtures an-

alyzed from the bag. But this does not account

entirely for the total loss. This suggested the pos-

sible diffusion of nitrous oxid through the skin as

accounting for the further loss during anesthesia.

It was necessary to devise a method of estimating

its presence in the atmosphere surrounding the

skin.

A plethysmograph was arranged to inclose the

hand and arm. This was rendered gas tight. By
an arrangement of glass tubes and stopcocks the

air was washed out with pure oxygen to dispose of

the nitrogen which would give the same reactions

to tests as the nitrates. At the close of anesthesia,

samples were drawn and tested for nitrous oxid.

The apparatus was found to be capable of detect-

ing as low as 0.1 per cent of nitrous oxid. Similar

tests were made for ethylene and carbon dioxid.

It was found that nitrous oxid diffused through the

skin twenty times as fast as ethylene.
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DERMATOLOGY
By E. E. Brown, M.D.

Doctors Building, Nashville

Irradiated Substances in the Treatment of Skin Dis-

ease. By John B. Ludy, M.D., Philadelphia, Pa., and

Charles M. Devalin, M.D., Washington, D. C. The

Pennsylvania Medical Journal, December, 1932.

The authors carried out a series of experiments

to determine the value of irradiated petrolatum,

lanolin, olive and mineral oils with ultra-violet ray

in order to see what change, if any, took place.

Photographic tests gave no evidence of secondary

radiations from irradiated petrolatum and oils.

Non-irradiated petrolatum gave no evidence of ac-

tive oxygen by chemical test. Irradiated petrolatum

showed the presence of active oxygen. The quan-

creased with age. Irradiated petrolatum and cer-

tain oils possess a bactericidal property. The bac-

tericidal property of petrolatum and certain oils

decreased with age. Irradiated lanolin and petro-

latum when employed as an inunction show defi-

nite influence on blood chemistry. Two patients

were given daily inunctions of petrolatum for one

month. Before the inunctions one patient had a

blood calcium of 9.2 milligrams per 100 cc of blood

and the other patient had a blood calcium of 11

milligrams per 100 cc of blood. At the end of the

month the blood calcium of these patients was un-

changed. The second patient was given daily in-

unctions of the irradiated petrolatum for a period

of another month. The blood calcium determined

at the end of this time was 13 milligrams per 100

cc of blood. No evidence has been presented to

show that the irradiation of petrolatum or lanolin

produce in themselves any activity which might not

be attributed to the active oxygen content resulting

from irradiation.

OPHTHALMOLOGY
By Robert J. Warner, M.D.

Doctors Building, Nashville

Inexpert Refraction. John Green and C. Beisbarth.

Journal American Medical Association, July, 1932.

The work of the ophthalmologist has three sim-

ple but tremendously important objects—namely,

preservation and increase of vision, promotion of

comfortable functioning of the eyes, and prevention

of blindness. The attainment of these objects is to

be had most frequently and most certainly by care-

ful and thorough refraction. The attitude of re-

luctant tolerance toward refraction cases is severely

criticized. Among other reasons for inexpert re-

fraction is the feeling of many men practicing in

smaller communities that they are in direct com-

petition with optometrists, and that to maintain

their standing they are compelled to speed up the

work of refraction and adopt short cuts to get the

patient through in a day—in other words, to lower

the quality of the work to optometric level. The
changes in refraction due to age, cataract, glau-

coma, corneal scars are considered, and the impor-

tance and benefits of painstaking repeated tests are

pointed out. The authors are firm believers in

cycloplegics, even beyond the usually accepted limit

of forty-five years.

PEDIATRICS
By John M. Lee, M.D.

Doctors Building, Nashville

Heart in Diphtheria and Scarlet Fever. Edwin H.

Place, M.D., Boston, Mass. New England Journal of

Medicine, November 17, 1932.

Diphtheria toxin damages the heart muscle and

governing nerves
;
3 to 5 per cent of cases show car-

ditis. Severe cases and cases treated late are

most likely to show heart damage. Symptoms ap-

pear from 6 to 21 days after onset of diphtheria.

There is an abrupt appearance of pallor, lassitude,

nausea, vomiting, epigastric pain and restlessness.

Diphtheritic paralysis, especially of the throat,

usually precedes or accompanies heart damage.

In addition to pallor and coolness of skin, there

are changes in rate and rhythm of heart. Rate

may be slow, normal or rapid. Cardiac impulse is

weakened, diffused or lost. There may be tender-

ness in right hypochondrium and epigastrium. The
electrocardiograph is the only means of determin-

ing the exact nature of damage to the heart. This

instrument may show serious cardiac damage when
the clinical examination otherwise does not reveal

the patient’s desperate plight.

Sudden death may occur in 24 hours after symp-
toms of heart damage develop; the average time is

about 3 days
;
most of them die before 14 days after

acquisition of diphtheritic infection. Cases that

recover are clinically well in about a month
;
electro-

cardiograph changes may persist for a year. The
mortality rate between 1 and 2 years of age is 100

per cent; from 2 to 10 years, about 50 per cent; in

adult cases, about 25 per cent.

Treatment of diphtheritic heart damage is un-

satisfactory. Horizontal rest in bed and sedatives

with adequate liquid intake are the essentials.

The author saw no results from use of 50 per cent

glucose intravenously.

A benign endocarditis is the characteristic lesion

in scarlet fever. It occurs in .1 to .5 per cent of

cases. The onset is typical, the findings being

fever, cardiac murmurs, tachycardia, changes in

size of heart, and arthritis, coming on during sec-

ond and third weeks after onset. The author

thinks the following indicate structural change in

heart: murmurs during systole, replacement of the

heart sounds by the murmur, persistence of mur-
mur through systole. The course is usually favor-



March, 1933 ABSTRACTS OF CURRENT LITERATURE 135

able, the disease lasting only a few weeks. Re-

currence is rare. While the crippling effect varies,

it is slight as compared to the endocarditis of rheu-

matic fever.

SURGERY— GENERAL AND
ABDOMINAL

By John L. Dies, M.D.

1213 Exchange Building, Memphis

The Fallacy of Chemical Sterilization of Surgical Cat-

gut Sutures. Ralph Oakley Clock, M.D., F.A.C.P.,

New York. Surgery, Gynecology and Obstetrics, Vol.

LVI, February, 1933, No. 2, pp. 149-161.

In this investigation, which extended over a pe-

riod of 2% years, several thousand catgut sutures

were prepared from 334 lots of catgut. Twenty-

seven different chemical compounds were used for

treating these various lots of catgut under a wide

variety of conditions, in an attempt to bring out

chemical sterilization, the various chemical treat-

ments having been applied to catgut ribbons, to

raw catgut strings, as well as to artifically in-

fected catgut.

The chemical compounds used in this research

study include mercurochrome, mercurophen, mer-

thiolate, metaphen, potassium-mercuriciodide, hexyl-

resorcinol, tribromresorcinol, orthophenylphenate,

ethylhydrocuprene, tribrombetanaphthal, copper

cyanide, copper chloride, copper sulphate, copper

sulphate plus methylene blue, zinc sulphate, pep-

permint oil, oil of tea tree (Melaleuca alternifo-

lia), hydrogen peroxide, malachite green, pyri-

dium, iodine, iodine plus potassium iodide, myo-

dine, parachlormetacresol, diacetoxymercuriortho-

cresol, parachlorphenol, and chlorthymol ester.

In applying the chemical sterilization processes,

the effect of wide variations in the several factors

involved was studied, including the strength of the

chemical solutions, the duration of the chemical

sterilizing treatment, the hydrogenion concentra-

tion and temperature of the solutions, buffering

of solutions, and combinations of the chemicals.

Duplicates of each lot of catgut that received chem-

ical sterilization treatment were also subjected to

heat sterilization as a control.

In addition to the large number of experimental

lots of catgut which were subjected to the steril-

izing action of the various chemical compounds
before mentioned, this investigation also included a

study of the sterility of 154 commercial lots pur-

chased from the open market and comprising 1,134

catgut sutures.

Throughout these experiments the standard bac-

teriological test devised and proposed by Meleney
and Chatfield, were used for determining the steril-

ity of catgut; but additional controls were used

and are recommended as essential for safeguarding

the reliability and efficiency of the test.

The results of my experiments with copperized

catgut sutures herein described have demonstrated

that copper salts applied to catgut by the von Lin-

den method do not effectively sterilize catgut.

These findings confirm those of Weichardt as re-

ported by Mehnert (8). Moreover, the copperized

catgut experiments have shown that copper salts

exert a bacteriostic action on the bacteria in cat-

gut; for when the copper is removed with a suit-

able neutralizing fluid, the bacteria become reacti-

vated.

It was found that the 1 per cent solution of so-

dium thiosulphate and sodium carbonate, used by
Meleney and Chatfield in their standard test for

neutralizing mercury compounds and iodine, will

not remove copper salt from catgut sutures. A so-

lution consisting of 5 per cent ammonium chloride

and % per cent ammonium hydroxide was found to

be an effective neutralizing agent for dissolving

and removing copper salts from catgut.

Copperized catgut sutures embedded in animal
tissues were less readily absorbed and were defi-

nitely more irritating than plain (untreated) cat-

gut sutures.

Chemical analyses of catgut sutures of three

American manufacturers and of one German man-
ufacturer revealed appreciable quantities of cop-

per. Bacteriological examinations showed the pres-

ence of living bacteria in 42 of 156 (approximately

27 per cent) of the copperized sutures of the three

American manufacturers, and in 19 of 36 (52 per
cent) of the copperized sutures of German make
(von Linden process).

Peppermint oil sutures were demonstrated by
repeated bacteriological tests to be 100 per cent

non-sterile. This method of sterilizing catgut, rec-

ommended by Porritt, not only fails to sterilize

artificially infected catgut, but even the ordinary
run of raw catgut made from fresh sheep intes-

tines and processed under ideal sanitary conditions.

Chemical analysis of each catgut suture mar-
keted in 1932' by an American manufacturer re-

vealed a large amount of a mercury compound
;
and

when such sutures were examined bacteriologieally

by the standard test of Meleney and Chatfield, en-

tire absence of bacterial growth was indicated.

The large amount (3.5 per cent) of the mercury
compound could not be removed from the sutures
fcy the neutralizing solution of 1 per cent sodium
thiosulphate and sodium carbonate used in the
Meleney and Chatfield test; but it was found that
a neutralizing fluid of 10 per cent sodium thiosul-

phate effectively removes the mercury compound
from the sutures. When sutures of this manufac-
turer were tested bacteriologieally by first incu-

bating them for 24 hours in a sterile 10 per cent

solution of sodium thiosulphate and then by put-
ting them through the standard Meleney and Chat-
field technique, the result showed the presence of

living bacteria in the sutures.

Bacteriological tests, applied to commercial cat-

gut sutures containing a large amount of a mer-
cury compound, have shown that arrested develop-

ment of bacteria within the catgut is brought about
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through the bacteriostatic action of the mercury

compound. These tests have also proved that re-

moval of the mercury compound from the sutures,

by means of a suitable neutralizing fluid, reacti-

vates the bacteria which then are able to grow in

the suture medium.

None of the 27 chemical compounds studied in

this investigation was found to have reliable or

uniform sterilizing action on catgut; for in no case

did all lots of sutures, sterilized with any one of the

chemicals or a combination of the chemicals, prove

to be entirely free from living bacteria. However,

every one of the duplicate lots of sutures which

were subjected to heat sterilization showed entire

absence of bacterial growth.

1. When applying the standard bacteriological

test of Meleney and Chatfield for determining the

sterility of surgical catgut sutures, the details of

the chemical treatment to which they have been

subjected must be known, or else careful qualifica-

tive chemical analyses of some of the sutures must

first be made to ascertain the nature and amount

of the chemical compound used to impregnate the

sutures.

2. A suitable neutralizing fluid must be devised

and used to dissolve and remove the particular

chemical substance found in the catgut sutures be-

fore applying the standard bacteriological test.

3. The necessity of incubating commercial cat-

gut sutures for at least 15 days is clearly indicated

by the results of bacteriological tests shown in

Tables III and VIII wherein the greatest number

of growths occurred on the thirteenth day, and

some growths appeared even as late as the fifteenth

day (Table III). This confirms the findings of

Meleney and Chatfield, who reported the appear-

ance of the largest number of growths on the thir-

teenth day, and who recommended an incubation

period of 15 days as a margin of safety.

4. When used with the three additional and es-

sential controls herein described, and when used in

conjunction with suitable neutralizing fluids for

dissolving and removing the chemical compound
with which the sutures may be impregnated, the

standard bacteriological test proposed by Meleney

and Chatfield seems to be an efficient and reliable

test for the sterility of surgical catgut sutures.

5. The so-called chemical sterilization of surgical

catgut by any method yet devised is inefficient and
unreliable.

6. Carefully controlled heat sterilization is the

only uniformly reliable and positive method of ster-

ilizing surgical catgut sutures.

UROLOGY
By Tom R. Barry, M.D., F.A.C.S.

Medical Building, Knoxville

Treatment of Syphilis With Hyperpyrexia Produced by

Diathermy. Norman Epstein and Barre Paul. Amer-

ican Journal of Syphilis, January, 1933, Vol. XVII.

Neymann and Osborne were the first to report

their results in 25 cases of dementia paralytica

treated with diathermy. They found a constant

fall in blood pressure varying from 10-45 M M
mercury, probably due to peripheral dilatation of

the blood vessels. An increase in red blood cells,

white blood cells and hemoblobin were also noted.

Sixty per cent of their cases had remissions, 8

per cent were improved, and 26 per cent not bene-

fited. Corresponding changes in the serology were

not noticed.

Technique .—A diathermy apparatus capable of

elevating the temperature to 106 F. was employed.

The patient’s body was insulated from the bed with

a rubber sheet. Large fenestral electrodes were
placed over the back and chest, and held in place

by a tightly fitting corset. The patient was covered

with a rubber sheet and three warm blankets. The
current was started at 1,500 millimperes and grad-

ually increased to 4,500. When the temperature

reached 100, morphine and atrophine were given.

Hot fluids were given at intervals. Temperature

was taken every 15 minutes until it reached 104 F.

Then every 5 minutes until treatment was stopped.

Temperature was not allowed to go over 103 F.

during first treatment, and not above 106 F. at

succeeding ones.

Electrodes were left, in place for three hours

after treatment to prevent too rapid dissipation of

heat.

Thirteen tabetics, 7 with paresis, 3 with tabo-

paresis, and 4 with asymptomatic central nervous

sustem syphilis, and 1 with meningo-vascular syph-

ilis were treated.

Treatment varies in number from 5 to 8 and

lasted about 1.9 hours. All these patients had re-

ceived previous treatment by other methods.

Results were most pronounced in the tabetic

group. The crises were practically all relieved.

Results in paretics were not so marked. Definite

improvement occurred in only two. The three pa-

tients with tabo-paresis increased in weight and
general well-being. The four with asymptomatic

lues were clinically improved. Serologic changes

were not striking in any cases.

They state that severe burns may follow this

treatment if electrodes are not carefully applied.

They report one fatality in the series.
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FUNDAMENTAL PRINCIPLES OF GASTRIC ULCER THERAPY*

E. R. Zemp, B.S., M.D., F.A.C.P., Knoxville

A
S THE PRIMARY and fundamental

cause of peptic ulcer is entirely un-

known, no scientific treatment of this

condition can be expected. While many
factors are known which play a large part

in bringing about recurrence of ulcer, no

one has yet advanced an acceptable theory

as to its cause. We know that ulcer only

occurs in that portion of the digestive tract

exposed to the action of hydrochloric acid

and pepsin. But the causes which lower

the resistance of the mucosa so that it un-

dergoes autodigestion are unknown, al-

though we have many theories attempting

to explain this phenomenon.

As the scientific treatment of any disease

must depend upon our idea of its etiology,

so the rational treatment of peptic ulcer

must depend upon the acceptance of one or

more of the various theories advanced as to

its cause, none of which have been actually

proven. “There is, perhaps, no field in

medicine more burdened with unproved

theories than that of diseases of the gastro-

intestinal tract.”—McClure. As the proof

of this statement I offer the following ex-

planations that have been given as to the

cause of peptic ulcer: (1) That it is due to

vascular disturbance; (2) that it is an ex-

pression of autonomic imbalance; (3) that

it represents specific infection; (4) that it

arises from trauma of food and drink, me-
chanical, chemical, thermal; (5) that it is

due to hyperchlohydria and hypersecretion

;

*Read before the Tennessee State Medical Asso-

ciation, Memphis, April 12, 13, 14, 1932.

(6) that it represents a constitutional ten-

dency; (7) that it represents the absence of

some protective substance in the walls of the

stomach; (8) that it is due to the paralyz-

ing effect of tobacco on the sympathetic

nerve-endings; (9) that it is of endocrine

origin; (10) that it is an expression of

hypersensitiveness to proteins.

This variety of views, with some evidence

in favor of each, makes the therapeutic

field somewhat confusing. But if the fun-

damental principles of treatment are under-

stood the choice of methods is made easier.

However, it is absolutely essential to study

each case separately and thoroughly in or-

der that we may determine the factor or

factors playing the major role before plan-

ning our line of treatment.

Even when the treatment we have adopt-

ed for any given case of peptic ulcer results

in an apparent cure we should not feel too

exultant over our success, nor should the

plaudits of a grateful patient be received

with any other feeling than of deepest hu-

mility. Many ulcers heal spontaneously.

The percentage found at autopsies is far

greater than that proven in medical prac-

tice. Many are undiagnosed, and many
cause no symptoms. It is difficult to ex-

plain why some ulcers heal spontaneously

and others become chronic. “It is possible

that psychic, bacterial, chemical or mechani-

cal irritants or persistent reflex stimulation

from elsewhere, notably the appendix, or

instability of the vegetative nervous System

may each be a factor.”—Brown.
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To me peptic ulcer is the embodiment of

three grave doubts—doubtful cause, doubt-

ful diagnosis, and doubtful cure. I am
much more willing to make a diagnosis of

peptic-ulcer-syndrome than peptic ulcer.

This syndrome is due to pyloric spasm, in-

creased tone, and hyperperistalsis with

hypersecretion of gastric juice. This may
or may not be due to ulcer, for the stomach
often reflects pathology in far distant or-

gans of the body.

In a disease of such varied etiology no
one line of therapy can be adopted. There
are certain well-known therapeutic indica-

tions, and while these can be met in a variety

of ways the underlying principles are com-
paratively simple. In the beginning we
should try to remove the primary factor, as

established by careful examination of the

patient. As infection undoubtedly contrib-

utes to chronicity and recurrence, all foci

of this nature should be carefully sought for

and removed. The greatest factor con-

tributing to the restoration of any diseased

organ is rest. Rest of body and rest of

mind. In the case of the stomach, psychic

influences may produce far more secretory

and motor disturbance than bodily exercise.

Rest in bed without worry or fretting is a

very important factor in the beginning of

treatment, but mental rest should be con-

sidered first.

The next principle of treatment concerns

the acid factor. The presence of free hydro-

chloric acid is required for the development

of an ulcer. Therefore, means to limit its

secretion and to neutralize it after it has

been secreted should be devised. This is

best done by diet and drugs. There is a

great deal of confusion concerning diet, and

who has not tried in vain to memorize the

set diets of Leuber, Senator, Jarotzky, Cole-

man, Sippy, Lenhartz, and others? Time
and again have I memorized one or more
of these diets only to forget them by the

following day. Sometimes I think they are

given us simply to make the matter more
difficult to master. I know that it is en-

tirely unnecessary. Furthermore, any one
who treats his patients according to a set

formula will often have failure as a result.

On the other hand if the principles of peptic
ulcer diet is mastered, the application is

easy.

Constantly bear in mind the object to be
accomplished—the overcoming of pyloric
spasm, and the diminution of hyperperi-
stalsis and hypersecretion of gastric juice.

Also the neutralization of excess hydro-
chloric acid that is always present in the
stomach. Extravagant claims have been
made for certain diets bearing the name of
their creators. But strange to say the per-

centage of cures claimed for each of these

diets is practically the same, about 80 per
cent. When we take into consideration that

many ulcers heal spontaneously, that a cer-

tain proportion of persons treated do not

have ulcer, and that some that are regarded
as cured are not, these fixed diets are not
so “hot” as they seem to be at first glance.

It is far better to give a patient a diet he
likes rather than to torment him with a diet

he dislikes, provided fundamentals are ad-

hered to. Truly, there is more than one

way of killing a cat.

Of all the means at our command to over-

come the perverted physiology found in pep-

tic ulcer, diet stands first. It alone in a

large measure can overcome hyperacidity,

hypersecretion, hypermobility, and pyloric

spasm. The characteristics of a diet that

meets the therapeutic indications, as we
now understand them, are as follows: (1)

It must be non-irritating, mechanically,

chemically, thermally. (2) It must be a

bland diet. That is, it must be composed

of food that excites the least physiological

reactions in the stomach. (3) It must be of

sufficient caloric value, and it must contain

all the essential food constituents sufficient

to restore and maintain a normal state of

nutrition. (4) It must be capable of being

thoroughly pulped so as to avoid physical

erosions. (5) It should be given in small

quantities at frequent intervals.

Of all articles of diet, milk easily stands

first. It is easily obtained, convenient to

carry, requires no preparation, and the

amounts taken can be readily varied. It is

the foundation of all treatments. Milk

neutralizes approximately its own volume
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of three-tenths per cent hydrochloric acid.

Its fat inhibits the secretion of gastric juice

and its protein combines with some of the

free acids. “The administration of milk in

small quantities every hour leads to a com-
plete achlorhydria for a considerable part

of the day, but free acid appears from time

to time a quarter of an hour before the next

feed is due, especially in the afternoon and
evening/’ — Hurst. The addition of two
grains of sodium citrate to each ounce of

milk increases its neutralizing power and
prevents the gastric juice from clotting it

as soon as it is swallowed. The addition of

cream not only raises the caloric value of

the diet but increases its inhibitory power
on the secretion of gastric juice. The aver-

age patient should take about one thousand

c.c. of milk and three hundred c.c. of cream
in the twenty-four hours.

To the milk and cream diet there should

be gradually added soft-cooked eggs and
well-cooked cereals. Later the addition of

cream soups, vegetable purees, custards,

toast, crackers, and other soft foods is

necessary. The total volume of each meal

should never exceed six or eight ounces.

The intervals should be two hours. After

a few weeks, if the patient continues to im-

prove, bread and meat may be added.

All recent experiments confirmed the fact

that oil and fats diminished gastric secre-

tion when given before meals. When given

after meals they retard emptying of the

stomach. They increase the regurgitation

of the alkaline pancreatic juice. This is

probably the most important method of pre-

venting acidity. One-half ounce of salad

oil taken before meals is often of great serv-

ice in counteracting the acidity and it im-

proves the general condition of the patient.

If we bear in mind that the diet must be

non-irritating and bland the exact nature

of the food does not matter, provided it is

capable of being thoroughly pulped.

The following are especially to be avoid-

ed: alcohol, carbonated drinks, strong tea,

and coffee. Avoid all pips and skins of

fruit, raw or cooked, nuts, all unripe fruit,

currants, raisins, and figs. Avoid all raw
vegetables, green vegetables must be made

into purees. Avoid vinegar, lemon juice,

sour fruit, and condiments. New bread,

tough meat, salted fish, meat or pork, and
meat soups are banned. All food should be

chopped finely, eaten slowly, and chewed
thoroughly. Smoking is tabooed.

Drugs : The most useful drug in the treat-

ment of peptic ulcer is an alkali. Alkalies

neutralize promptly the acidity of the gas-

tric contents. And by repeated doses, at

proper intervals, a condition of almost com-
plete achlorhydria may be obtained. The
neutralization of the gastric contents by
alkalies relieves the patient of many dis-

tressing symptoms, and hastens the healing

of the ulcer. The most effective alkali to

use is sodium bicarbonate, but it has a dis-

advantage that though it quickly neutralizes

acid, in excess it tends to irritate the

stomach and stimulate the secretion of gas-

tric juice. This difficulty can be overcome by

giving some insoluble base along with the so-

dium bicarbonate. The following combina-

tion is as useful as any: Sodium bicarbon-

ate, magnesium carbonate, and bismuth sub-

carbonate, equal parts. A teaspoonful or

more may be given every hour or at other

suitable intervals as the patient demands.

If constipation is present nothing is better

than milk of magnesia in two to four dram
doses as needed. The only other drug I

shall mention is atropine; as an antispas-

modic and as an inhibitor of gastric secre-

tions it is at times of great value.

It is highly important that the acidity of

the stomach not only be neutralized during

the day but it must be kept down during

the night, a point frequently overlooked.

This is best brought about by a gastric

lavage given late in the evening and the ad-

ministration of alkalies late into the night.

The treatment of complications cannot be

touched upon in this short paper and the

surgical aspect of peptic ulcer will be han-

dled by another.

The treatment of gastric ulcer consists of

treating not only the local manifestation in

the stomach but of improving the patient’s

general condition in every way possible.

Every predisposing factor should be re-
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moved when possible, and kept out of the

picture forever after.

How long should the treatment continue ?

The answer is simple, but its execution diffi

cult. Strict treatment must be continued

until the ulcer has completely healed. The
stools must be examined for occult blood.

X-ray examinations must be made to de-

termine if the crater has completely disap-

peared. Only after pain, tenderness, rigid-

ity, and occult blood in the stools have dis-

appeared, along with the absence of radio-

logical evidence of ulcer, should strict treat-

ment be discontinued.

After treatment is equally important.

The tendency to recurrence after medical

or surgical treatment is primarily the re-

sult of constitutional peculiarities of the

individual. If he returns to the conditions

which were present before his ulcer develop-

ed, it is only to be expected that a new
one will form. In the ulcer of the stomach

one is impressed with the truthfulness of

the saying that eternal vigilance is the price

of liberty—freedom from pain and freedom

from incapacity to work.

This paper not only expresses my own
views but that of many others, found ir

standard textbooks and current literature.

DISCUSSION
DR. W. C. DIXON (Nashville) : Dr. Zemp has

outlined in a clear-cut and forceful manner some

of the difficulties in the handling of ulcers of the

stomach. It was very interesting to hear him read

the various theories as to the causation of gastric

ulcer. Of course, as he has emphasized, confusion

as to the exact cause of the ulcer necessarily leads

to some doubt as to the best method of treating the

cases.

I was especially glad to hear him outline, as he

did, this question of diet. I never have heard any
cne express the idea of diet in cases of ulcer as Dr.

Zemp has done. Most of us were raised under the

shadow of the Lenhartz diet or some particular

type of diet that was supposed to be carried out

with the rigidity of a railroad schedule, which, un-

der average circumstances, is utterly impossible,

discouraging to the patient and disheartening to

the doctor. It does have one redeeming feature

that Mrs. Eddy has incorporated in her cult, and
that is it always puts the responsibility on the pa-

tient; if he didn’t do all these definite little things,

he couldn’t get well. Of course, nobody could do

them; therefore, nobody got well.

I am sure Dr. Zemp will agree with me about one

point. He left out entirely the question of surgi-

cal treatment. I don’t want to consider ulcer with-

out touching it from the surgical side, but I think

the chronicity, the length of duration of symptoms,

and the age of the patient play a very great part

in making a decision as to whether we should try

the medical treatment or whether the patient should

have surgical treatment. Of course, gastric ulcer,

with which his paper is largely concerned, is a

comparatively rare condition, I would say. You
do not see many people with gastric ulcer. You
see a great many more people with duodenal ulcer.

Chronic gall bladder disease is a much more com-

mon cause of chronic indigestion. But if you have

a patient who definitely has a gastric ulcer, that

patient has a serious condition and deserves serious

consideration; he faces the dangers of hemorrhage,

of perforation, and malignant degeneration of the

ulcer; so you have to give the patient with gastric

ulcer, although he is a little rare in the usual run

cf work, very serious thought when he presents

himself. I think that Dr. Zemp will no doubt agree

that a young patient with a short history should

certainly be given the opportunity to be cured un-

der dietary and medicinal treatment. As the pa-

tient grows older and as the duration of his symp-

toms grows longer, we can hope for less and less

by medical treatment, and the patients who are a

little older and who have long-drawn-out chronic

histories are the ones who should be seriously con-

sidered for surgical procedures.

If you are going to treat the gastric ulcer pa-

tients surgically, then you are obliged to do, if pos-

sible, some direct attack on the ulcer. The indirect

operations, such as gastroenterostomy, I believe

cure some of these patients probably, but are not

as applicable to gastric ulcer as to duodenal ulcer

because of the great danger of hemorrhage, of

perforation, and of malignant degeneration. If

you elect to operate upon the patient with gastric

ulcer, you either destroy the ulcer, excise it, or

resect a portion of the stomach to get rid of the

ulcer. It doesn’t apply, of course, in duodenal

ulcer as it does in gastric ulcer.

Dr. Zemp, with his usual clearness, spoke of the

neurological side of some of these cases, the diathe-

sis or the tendency toward the formation of ulcer.

If the patient went back into his old environment

and conditions, he probably would develop another

ulcer. I think some of the disappointing results

we have gotten after surgical treatment of both

gastric and duodenal ulcer have been due to the

very fact that the patient felt he had undergone

a great ordeal, and he should be relieved of all

disability regardless of what he did, and he went

back to living on a basis that almost certainly

would bring him back with recurrence of his ulcer,

with a gastrojejunal ulcer, or probably not with

the cure that he should have gotten. The patient

with either gastric or duodenal ulcer has to be

taught that he has a condition for which he can

receive a certain amount of relief, but whether or
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not you can absolutely and forever cure him so

he will never have any recurrence regardless of

how he lives, I don’t think you can promise him.

There are too many elements which enter into it,

and I think perhaps the nervous element, as Dr.

Zemp has emphasized, is a very important thing.

Many of these patients are nervous and high-

strung, fidgety, and worry about their business

and a lot of things; they probably get an increased

amount of acid as a result of that, and then get

damage to the mucous membrane, and the first

thing you know they have an ulcer.

We used to consider that ulcer was either surgi-

cal or medical, and there was some argument as

to which it was. I don’t think we feel that way
now. It is a combined problem of medicine and

surgery. Every patient deserves careful study to

determine which is the best type of treatment for

him. After that is determined, even if he is sub-

mitted to surgery, his medical consultant should

keep him under observation, should keep him on a

diet, and should supervise his manner of living for

a long period of time to insure a complete and per-

manent cure; otherwise the patient is dissatisfied

and maybe the doctor says: “Well, surgery doesn’t

cure these people.” Perhaps it has been to some
degree the fault of both the surgeon and the in-

ternist. They have led the patient to believe that

if he would submit to operation, a magic wand
would be waved over him and he would be cured.

Forget it ! There is some constitutional factor in-

volved that you cannot ignore; it is not purely

mechanical; you can’t just operate on them and
turn them loose and say: “You are forever well.”

They have got to lead lives that are regulated with

the idea in view of preventing the recurrence of

ulceration.

DR. R. B. WHITE (Jackson) : Dr. Zemp’s paper

is an excellent presentation on the subject of gas-

tric ulcer. In spite of the vast clinical and experi-

mental data available, gastric and duodenal ulcer

remain one of our big medical and surgical prob-

lems. In reviewing the endless stream of literature

on the subject, one is impressed with the wide di-

vergence in opinion among internists and surgeons

as to the best form of treatment of these lesions.

In any consideration of the treatment of gastric

ulcer we must accept the fact that because of the

unknown etiology of the disease, treatment, both

medical and surgical, are largely empirical in char-

acter. Secondly, a differentiation between the gas-

tric and duodenal types should be made; for,

granting that the causative factors are the same
in the two types of lesion, in location, in pathology,

in their life history, and in their tendency to ma-
lignant changes, gastric and duodenal ulcer are

different, and therefore should be dealt with differ-

ently.

As to the relative value of medical and surgical

treatment for gastric ulcer, to me it seems hard to

make any definite comparison, for it is the general

consensus of opinion that a patient with gastric

ulcer is a candidate for surgery only after medical

treathient has failed to bring about a cure. There-

fore, those patients are referred for surgery in

which there is admittedly a medical failure—those

with complications, as perforation, hemorrhage,

and obstruction, which prohibit non-surgical man-
agement; those in which there are associated intra-

abdominal lesions; and, finally, those in which there

are questionable malignant changes. Therefore,

essentially two-thirds of the patients with gastric

ulcer eventually come to surgery. It is in that

group of cases in which operation is efficiently

carried out that will be offered an excellent pros-

pect of cure, with a small percentage of recurrences

and an operative mortality of around 5 per cent.

It is in this group that surgery has established an

enviable record.

The surgical methods at our disposal in the treat-

ment of chronic gastric ulcer may be classified as

indirect and direct, the former consisting of at-

tempting to alter the physiology of the stomach,

while the latter is directed to the removal of the

ulcer, as well as modification of the physiology.

Because of the nature of the ulceration, operative

procedures which are designed to remove the lesion

and to establish adequate drainage of the stomach

should be carried out. If the ulcer is small and so

situated that it can be excised without producing

undue deformity of the stomach, simple excision,

combined with gastro-enterostomy, is the operation

of choice. If the ulcer is large, perforating, and
has associated thickening about it, and especially

if malignant changes are suspected, resection

should be done, preferably by the Balfour-Polya

technique.

In those instances in which resection would be

too hazardous a procedure, one should be content

in doing a gastro-enterostomy, which will give good

results in over 80 per cent of the cases, and with

protection against complications, in over 90 per

cent of instances.

The foregoing statements are made with no idea

of discrediting medical treatment, for there are

specific indications for it. If properly carried out,

it offers a cure in over 30 per cent of the cases.

It is especially indicated in the so-called recent

ulcer, ulcer with slight symptoms, ulcer in young
people, and in those individuals in which operation

is contraindicated.

I should like to say again that I appreciated Dr.

Zemp’s paper very much. It has been an excellent

presentation of the subject.

DR. J. B. McELROY (Memphis) : This paper is

characteristic of the Doctor’s papers, and I am sure

it is appreciated by this audience and by the gen-

eral practitioners, and that they will take it home
with them with a great deal of benefit. I can sub-

scribe to everything that Dr. Zemp has said with
respect to the subject. I find that it is very easy
to give advice, but it is very difficult to get control

of your patients long enough to carry out the ad-

vice. That is so not only in the treatment of gas-
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trie ulcer, but it is so in other conditions in medi-

cine. That was brought home to me not long" ago

by a patient who illustrates this. There was a

Jewish lady who was very excitable. She had an

arteriolosclerotic hypertension. After we had gone

all over her and I had advised her what to do,

chiefly to avoid hurry and worry and particularly

excitement, and after I thought that had soaked

in, she said: “Well, doctor, what’s my bill?” I

told her, and she said: “Mein Gott! You’ve already

excited me.” (Laughter.)

You can’t tell when these patients are going to

be excited. It is mighty difficult to treat these pa-

tients ambulatorily, which we almost always have

to do.

Dr. Zemp had very little to say, of course, about

the surgical treatment, but that has been intro-

duced into the discussion. I should like to take

this occasion to say that I am not in sympathy

with those who estimate the incidence of malig-

nancy so high in gastric ulcer. That it does occur

there is no question, but I am equally convinced

that it does not occur with anything like the degree

of frequency which some would have us believe.

There is always opportunity for medical treatment

in these cases, and there are complications whieh

require surgical treatment.

About twenty years ago I went with a peptic

ulcer to Johns Hopkins to try the prevailing diet

at that time, the Lenhartz diet. One day Dr. Fin-

ney came in to see me. He comes to his conclu-

sions very much as though they were intuition, and

he said: “You ought to be operated on.” I said:

“Doctor, I’ll tell you, I came here to try this diet.

If it fails, I’ll be here to try you. If I try you

first, I may not be here to try the diet.” (Laugh-

ter.)

DR. L. CARL SANDERS (Memphis) : Dr. Zemp
has very wisely confined his paper to a discussion

of the medical management of ulcer and has stated

that the surgical phase would be taken up at some

other time. My remarks, therefore, necessarily

will be confined to the medical treatment of ulcer.

Dr. Zemp has brought to us a very practical

paper. I want to congratulate him on this pres-

entation: he started out with a definite point and

stuck to it. He stated in the beginning that the

treatment of the disease was primarily the treat-

ment of the patient—a point which we should take

into consideration in all our treatments of any
disease.

In regard to diet, I believe the matter of follow-

ing one or another of the famous diets on record

is to be thought of very seriously before having
the patient do so, as there are good and bad points

in all of them. Dr. Zemp has wisely said that al-

most any bland food properly given at regular in-

tervals is good treatment. I agree with him.

I did not hear him mention the use of fruit juice

in conjunction with the other diets. In my expe-

rience, strained orange juice, given four ounces

three times a day after the first week of treat-

ment, is good, and I have never seen it cause any
ill effects. Recently some work has been done with

orange juice and tomato juice. The tomato juice

was found more irritating than the orange juice,

but the orange juice was very satisfactory in the

control cases.

I want to emphasize the question of abstinence

from tobacco and alcohol. Any patient who has

peptic ulcer, whether gastric or duodenal, who
uses tobacco or alcohol, cannot obtain the best re-

sults under any form of diet until these are elimi-

nated. This applies particularly to tobacco.

The question of infection is an old one. All of

us should bear it in mind and, as soon as possible,

remove any infection in the teeth, tonsils, or else-

where. If a patient with acute symptoms of ulcer

is found to have infected tonsils or teeth, I think

it wise to wait perhaps two or three weeks, or until

the acute symptoms have subsided, before remov-

ing the infection. Thus, better results probably

will be obtained.

I wish to thank Dr. Zemp again for this excellent

paper.

DR. W. T. SWINK (Memphis) : Dr. Zemp has

given us a really classical paper. His ten etiolog-

ical factors are well arranged except I think I

would have placed his No. 4, trauma, first. In

years gone by we used to think that focal infection

was probably the only cause of chronic peptic ulcer,

because many experimentalists have produced ul-

cers in the stomachs of rabbits from foci of infec-

tion. I have done so myself.

He has placed the treatment well. The diet has

to be selected for the patient or the patient for the

diet. Many patients have a horror of milk, and
it is difficult to keep them on the Sippy diet. A
bland non-irritative diet is always indicated, and,

of course, that excludes all condiments, alcohol, and
stimulants of that kind. I am not so strong about

taking a man’s tobacco away from him. I think a

cigar after meals aids digestion and that there is

no bad effect on the ulcer from it.

As to drugs, soda bicarbonate only alkalinizes

the gastric juices for a one-hour period. I think

that calcium phosphate or the magnesium phos-

phate should be combined with the soda in doses

of ten to sixty grains, using the calcium when a

laxative is not needed and the magnesium salt

when a laxative is indicated. These drugs are said

to hold their alkalinity for a period of six hours.

In 1908 I attended a symposium at the Chicago

Medical Society on peptic ulcer, at which Dr.

Monyihan was present, and, of course, there was
very much discussion as to the surgical treatment

and not so much on the medical side. The sur-

geons had it their way. I remember Monyihan
relating this story starting his discussion: that

there was to be written an essay on the camel.

The Frenchman took his girl to the zoo to observe

the camel
;
the German went to the library with his

pipe and stein to study the camel; and he very

courteously said that the American went to the
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Sahara Desert to live with and study the camel;

therefore, the best treatment for peptic ulcer was

offered by him who had seen and cared for it as

the surgeon.

We internists do not believe so. But we believe

that there are definite indications for surgery.

The title of this paper is “Gastric Ulcer,” but I

presume it includes those of the duodenum as well.

A peptic ulcer of the stomach lasting two months

proven by roentenology, that does not diminish in

size, I think should be removed, because it is a po-

tential cancer. Peptic ulcer of the stomach on

rest, diet, and medication probably will heal or

show marked diminution in size within two months

;

and if it does not, I think it should be excised. In

young individuals who develop a duodenal ulcer,

who are really beginning life and having funds to

enjoy it, whose persistence to medical treatment

is doubtful, I think a pyloroplasty with medical

treatment is indicated. Recently Pitkin has writ-

ten an article on the treatment of peptic ulcer, using

his combination of fat, lipoid, protein, and emetine

solution intravenously. I hesitated for weeks and

weeks to use it, but in the first case it gave mar-

velous relief in a patient who had formerly been

compelled to use anodynes and an occasional nar-

cotic every night. After the first dose intraven-

ously he has not had a pain since. The second pa-

tient gave the same results. Subsequent cases

have not been so brilliant in results. Pitkin’s

claim for this treatment is that majority of cases

are rendered symptom free with relaxation of the

pylorus, reducing hyperperistalsis and hyperacid-

ity, thus rendering less trauma and irritation of

the ulcer.

DR. E. R. ZEMP (Knoxville) : This paper was
intended entirely for the general practitioner, not

for the surgeon. One of the brief points of em-
phasis in the paper is this: Do not treat gastric

ulcer as a specialist, but as an internist. When
an eye specialist gets hold of you, everything is

caused by eye strain; when a throat specialist gets

hold of you, your tonsils must come out; when a

surgeon gets hold of you, if you have a gastric

ulcer, your stomach must come out. It is just that

narrow viewpoint that the specialist has that keeps
him from seeing the patient as a whole, and he

cannot keep his hands off some special part of your
anatomy that he believes is the cause of all your
trouble.

The idea of this paper was to make you think

along the lines of the principles of diet. If you

treat a patient with a Sippy diet (and I doubt if

anybody in this room can tell me what a Sippy

diet is; I can’t tell you, although I have used it

many and many a time), you learn absolutely noth-

ing about diet, you are simply giving a Sippy diet,

and you don’t stop to reason why a Sippy diet ben-

efits the patient or what it is given for. But if

you learn the principles of diet, the diet that di-

minishes gastric secretions, the diet that dimin-

ishes motility of the stomach, and the diet that is

least irritating to the stomach, you have really

gotten somewhere. I claim that it doesn’t make
any difference what diet you give or whose diet

you give if you give it according to the true prin-

ciples of dietetics as applied to this particular case.

We can’t get rid of those constitutional tenden-

cies; they are born in the patient; they are per-

haps inherited and you can’t get rid of them. But
you can put the patient in a new environment, and
in that way you can change or modify the influ-

ences that bring out or exaggerate those constitu-

tional tendencies, and that is what you should at-

tempt to do.

This new treatment of Dr. Pitkin is being tried

out by me now. I have four or five gastric ulcers

on my service at the hospital, and we are trying

out the treatment of Dr. Pitkin, which is simply a

solution of proteids along with lipoids and one

grain of amytin to the dose. Pitkin claims that

this absolutely diminishes to a great extent the

motility of the stomach and that you can reduce

the hydrochloric acid secretion down to practically

nothing. I don’t know whether it is true or not.

He says that he cured himself.

It is very easy to decide whether a gastric ulcer

is a surgical procedure or a medical procedure. I

have adopted this course and I have never known it

to fail. Just let a surgeon have a gastric ulcer

and then you know it is a medical case. I know
a famous surgeon in Boston who has a gastric

ulcer. I asked him if he was going to have it

operated on, and he said no. Several other famous
doctors that we know have ulcer, but they are not

going to be operated on. That doesn’t mean that

there isn’t a time to operate. There is a time to

operate on almost any medical disease. The Doctor

hit the keynote when he said the surgical and the

medical man should co-operate and work together

because there are times when you need a surgeon

and need him badly, but be sure you get a surgeon.

I want to apologize to Dr. Dixon and to Dr.

White for not giving them a copy of my paper. It

was an oversight on my part.
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LINITIS PLASTICA*

James D. Lester, M.D., F.A.C.S., Nashville

F
ROM a review of the literature on the

subject of Linitis Plastica, commonly
known as the leather bottle stomach,

which was first described by Brinton in

1857, there seems to be a difference of opin-

ion of authors concerning its pathogenesis,

the variance of opinion being between the

inflammatory and neoplastic origin. Brin-

ton, who described it under the term Linitis

Plastica, was by no means certain that the

process was not cancerous, and remarked

in regard to the pathogenesis of the disease

that only a great number of clinical and

necropsy examinations could possibly decide

the question. Curtis’ hypothesis that the

affection was essentially a chronic phlogis-

tic process in the peritoneum, secondarily

affecting the stomach and intestine, was ac-

cepted by many authors after Brinton.

Rokitansky initiated the neoplastic theory

and was followed by the majority of au-

thors.

The name Linitis Plastica indicates the

nature of the disease, which consists of a

diffuse thickening of the wall of the stom-

ach, due to the development of fibro con-

nective tissue, especially in the mucosa.

From there this tissue spreads into the sub-

serosa, causing the different layers of the

stomach wall to increase many times in

thickness.

Talia, in a case report in 1928, thinks the

luetic and fibrous forms can safely be ex-

cluded, but that the inflammatory and neo-

plastic nature of the process must be con-

sidered.

Lyons, of the Mayo Clinic, in a report of

cases, states that various lesions may pro-

duce almost identically the same gross spec-

imen described by Brinton as the thick,

gristly stomach. This he thinks explains

the difference of opinion with regard to the

benign and malignant nature of the process.

Although several lesions may sometimes

*Read before staff at St. Thomas Hospital, Nash-
ville, Term., October 3, 1932.

present the characteristics of Linitis Plas-

tica, he believes the term should be reserved

for those cases in which small cell carci-

noma is found.

Jonnesco and Grossman report an un-

usual case, in which the pathologic exami-

nation showed that it was an inflammatory

mass, which was probably due to a strep-

tococcic infection without any evidence of

cancer.

The great difficulty in determining the

pathogenesis of this condition is due to the

extreme care that is required to detect can-

cerous cells. It has long been known, and

is specifically mentioned by Rokitansky and

Kaufman, that the epithelial cells of scir-

rhus cancer of stomach may be reduced to

a minimum or may largely disappear, so

much so that very careful microscopical ex-

amination is required to detect traces of

cancerous cells.

Neglect of this fact, according to Lyle,

has resulted in the accumulation in the lit-

erature of a large number of cases of sup-

posed non-malignant cirrhosis and contrac-

tion of the pyloric region or entire stomach

which have appeared under various terms.

Cruveilhier first described the condition as

a benign hypertrophic stenosis. Brinton

was not certain as to whether the condition

was cancerous or not. Ewing thinks that,

although the existence of a miscellaneous

form of purely inflammatory gastric and

pyloric sclerosis cannot be denied, it now
appears largely through critical analysis of

this subject by Bret, Paviot and others, that

the great majority, if not all, of the cases

of Linitis Plastica are atypical cicatrizing

fibro carcinoma.

In a series of 130 cases of Linitis Plas-

tica collected by Lyle, 60 were disposed of

as carcinomas, belonging with scirrhus can-

cer or in the present group of atypical fibro

carcinoma. The remaining 70 occurred un-

der various circumstances. A large number

appeared to be examples of chronic gas-
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tritis, with marked contracture and thick-

ening of the whole or much of the stomach

wall. In these cases there appears to be

chiefly a hypertrophy of the musculature,

while the submucosa lacks the extensive

overgrowth that occurs in Linitis Plastica.

Krompocher and Makai, in a series of

seventeen cases of Linitis Plastica, found

nine cases which they recognized as dissem-

inate fibro carcinoma. In the remaining

eight cases they were unable to demonstrate

any cancerous cell; however, in the micro-

scopical examination of these eight cases

they found a marked resemblance to the

nine cases in which they conclusively dem-
onstrated cancer cells. Therefore, they con-

cluded that all of their cases were of identi-

cal nature and belonged in a group of atypi-

cal sclerosing carcinoma. They are inclined

to believe that an acquired benign cirrhosis

of the stomach of the type of Linitis Plas-

tica does not exist.

Ewing, after study. of a group of these

cases, thinks that it seems necessary to con-

clude that all cases of hypertrophic pyloric

stenosis and diffuse cirrhosis of the stomach
in adults are atypical fibro carcinoma, and
that miscellaneous cases of apparently be-

nign character must be regarded with sus-

picion. He further states that in Linitis

Plastica there appears to exist a peculiar

form of gastric carcinoma, probably occur-

ring in resistant subjects and originating

from cells of limited growth capacity which
pursues a chronic course and tends to spon-

taneous regression of the tumor process, but

to the death of the patient. The fact that it

occurs in adults between twenty and eighty

years of age clearly separates the condition

from congenital stenosis.

In the typical case of Linitis Plastica the

stomach is much thickened and contracted.

The lesion begins in the pylorus and may
be confined to this region, or to the curva-

tures, from which it extends over a part or

the whole stomach, and occasionally to the

duodenum. The pyloric orifice projects into

the duodenum, as the cervix uteri does into

the vagina. The stomach wall is four to

eight times the normal thickness. The new
tissue is chiefly in the sub-mucosa, while the

muscularis is also much thickened and tra-

versed by the opaque bands of fibrous tis-

sue. The tissue is very dense, resisting in-

cision, almost like cartilage. The mucosa is

usually thrown into folds or nodular eleva-

tions, or it may be eroded or ulcerated. The
pylorus may be movable when the disease is

limited to the stomach, but is often fixed by

adhesions. The pyloric lymph nodes are

usually moderately enlarged. Extension to

the peritoneum gives rise to fibrous thick-

enings, constricting the intestines and

causing marked cicatricial contraction of

the omentum. Fibrous areas may be seen

over the liver and spleen.

As regards the etiology of Linitis Plas-

tica, little is known. Various factors have

been suggested as of etiologic importance

—

namely, syphilis, tuberculosis, arterio-

sclerosis, alcoholism and heart disease. The
inflammatory process which these patho-

logical conditions cause in the gastric mu-
cosa undoubtedly predisposes to this form

of the disease, and it has been observed that

a chronic gastritis preceded the linitic pro-

cess in many cases. Lyons, of the Mayo
Clinic, thinks that the above should not be

considered as etiological factors, and that

the term Linitis Plastica should be limited

to only those cases of cirrhosis of the stom-

ach in which can be demonstrated small cell

carcinoma.

This disease has no symptomatology of

its own; the greater part of the symptoms
are those which are commonly observed in

neoplastic abdominal processes. The pa-

tients complain of discomfort, sensation of

fullness and of weight which lasts for short

periods and which is relieved after slight

vomiting; at other times the patient may
complain of a sensation of distention which
is always marked in the epigastric region.

The common chain of symptoms in a series

of cases reported by Lyons were pain, loss

of appetite, weight and strength. Gas,

belching, nausea and vomiting were also

common complaints; inability to eat much
food without feeling full. Achlorhydria is

usually present.

The diagnosis of this condition cannot be

made by the X-ray, due to the fact that it
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cannot be differentiated from other types

of cancer. The radiological examination re-

veals in all cases a small, retracted stomach,

in which the peristalsis is absent in the in-

volved area. The stomach is high, being

directed obliquely toward the right, the

form being cylindrical or tubelike where the

linitic process is encountered. Linitis Plas-

tica is difficult to diagnose, and the diagno-

sis is arrived at after differentiation. It

may exist for a period of months or years.

There are cases that have lived for fifteen

years. The terminal stage is marked
by persistent vomiting, emaciation and
cachexia.

Case History—

M

rs. G. L., age 34.

Family History: Married eleven years.

Husband living and well. Has two children,

both living and well. One brother, living

and well. Three sisters, living and well.

Mother died at the age of 28, pulmonary
tuberculosis. Father died at the age of 30,

pulmonary tuberculosis.

Past History: Pneumonia, 1924. Tonsil-

lectomy, 1924, for hypertrophied tonsils.

Has had the diseases of childhood. Colitis,

1930. The attack of gastro-enteritis from
which she suffered in 1930 lasted five weeks.

At this time she suffered with a diarrhoea

and severe pain in the abdomen. This pain

was increased in intensity on eating. The
duration of this attack was about four

weeks. Her usual weight was 172 pounds.

During this illness there was a loss of

twenty pounds, which was regained in the

fall. After recovering from this illness,

she suffered a great deal with gastric dis-

tress, her trouble being inability to take

as much food as desired. If overeating was
indulged in, a diarrhoea ensued, in which
much undigested food was passed. From
the above complaint she continued to suffer

at various intervals up until the present

onset. Her weight when the present trouble

began was 172 pounds, the same as it was
before becoming ill in 1930, a year previous.

Present Illness: The present trouble be-

gan June, 1931, at which time the patient

began to complain of fullness after eating

and had to limit the quantity of food taken

in order to avoid getting sick and having to

vomit. At this time the patient complained

of a gnawing sensation in the stomach,

which was relieved by eating. From the

present onset she suffered daily from nausea

and vomiting, which caused her to think

that she was probably pregnant, although

menstruation was regular. Her condition

gradually grew worse, losing weight rapid-

ly. In July, 1931, a small amount of bright

blood was passed from the bowels. Her
temperature during the months of June and
July was elevated about one degree in the

afternoon. In August of 1931, at the time

she came under my observation, her weight

was 140 pounds, showing a loss of thirty-

two pounds. At this time her chief com-

plaint was a gnawing sensation in the

stomach
;
nausea and vomiting after eating,

if the stomach was overloaded
;

severe

anemia and loss of weight. The quantity

of food taken was very limited. She also

complained of occasional diarrhoea, with a

passage of undigested food. At times the

abdomen was distended, which was de-

scribed as a bloated condition. Her bowels

were constipated.

Physical Examination: That of a white

female, weighing 140 pounds, five feet, five

inches tall
;
fair-complexion, blue eyes, light

brown hair, skin pale and anemic. The

mucous membranes were healthy in appear-

ance, but pale. No enlargement of cervical

glands were noted. Mouth, nose, and throat

were healthy in appearance. Reflexes

normal.

Thorax: Respiratory murmur clear. No
impairment of lungs noted. Heart sounds

normal. No enlargement of heart.

Abdomen: Straight. No distention.

Slightly tympanitic on percussion over head

of cecum and ascending colon. No areas of

dullness or masses noted. Slightly tender

in the epigastric region. .

Pelvic Examination: Bi-manual examina-

tion reveals no abnormalities.

Rectal Examination: Negative.

Laboratory Examination: Urine negative.

W. B. C. 7,000. Hemoglobin 60 per cent.

Diagnosis—Undetermined. The follow-

ing pathological conditions were suspected

:

1. Peptic ulcer.
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2. Tubercular peritonitis.

3. Cancer of the colon.

An X-ray examination was advised, but

it was refused. The patient was placed on

treatment for peptic ulcer and allowed to

return home with the understanding that

she would return within two weeks if unim-

proved and have the colon and stomach

X-rayed. Instead of returning within two

weeks, she returned five weeks later—Sep-

tember 22, 1931—showing a loss of ten

pounds in weight. The symptoms were the

same as on the previous visit. At this visit

an X-ray examination was made. The
Blood Wassermann was negative.

FIGURE 1

An opaque enema was given, wTiich filled

the entire colon without obstruction or de-

formity. See Figure 1.

X-Ray Examination of Stomach

—

The meal entered the stomach without

delay, and passed rapidly through into the

small intestines. There was a marked nar-

rowing of the pars media. The duodenal

bulb was markedly enlarged, but smooth.
This narrowing of the stomach was at-

FIGURE 2

tributed probably to a growth, either of a

specific or malignant nature. See Figure 2.

Diagnosis—Linitis Plastica. An explo-

ratory operation was advised, but refused.

FIGURE 3

On November 18, 1931, the patient re-

turned and wras X-rayed again. The ex-

amination of stomach showed a deformity
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similar to that on previous examination;

however, at this time there was more in-

volvement, especially higher in the stomach,

the fundus of the stomach being much
smaller than previously. There was be-

ginning dilatation at the lower end of

oesophagus. Also an increase in the dilata-

tion of the first portion of duodenum. Prac-

tically the entire stomach shows involve-

ment. See Figure 3.

In December of 1931, the patient showed
considerable loss of weight, weighing 110

pounds. She was unable to take any solid

food by mouth. Her diet consisted entirely

of liquids and gruels, which were taken in a

small quantity. The abdomen was distend-

ed, tympanitic and tender, with patterns of

the intestines near the umbilicus. Occa-

sionally there was a slight elevation of

temperature.

In April of 1923 I saw patient again. At
this time she was extremely emaciated, the

abdomen markedly distended and tym-

panitic, with patterns of the intestines

present to the right of the umbilicus. The
right and left flanks were dull on percussion.

The abdomen was extremely tender on pal-

pation and percussion. There was a pal-

pable mass in the sigmoid region. The
pelvic examination on this date revealed the

uterus to be fixed, the right and left for-

nices and all adjacent structures rigid and

boardlike, simulating the concrete or frozen

type of pelvis. Until this time menstru-

ation has been regular, but the flow scant.

From this time until death, which occurred

on June 26, 1932, abdominal paracentesis

had been performed a number of times with

the withdrawal of from five to six liters of

turbid straw-colored fluid.

The patient expired on June 26, 1932. A
partial post mortem was performed. About
four liters of serous fluid, turbid in appear-

ance, was removed from the abdominal

cavity. The peritoneal surface of the in-

testines was smooth and slick in appear-

ance, with no adhesions between coils.

Mesentery of small intestines was thick

and nodular, with small necrotic areas

scattered over the surface. Stomach was
hard and fibrous, situated high in the abdo-

men. The greater omentum was practically

absent, there being only a fibrous cord in the

region of transverse colon. Transverse

colon was markedly thick and contracted,

being firmly attached to the greater curva-

ture of the stomach, which made it difficult

to separate. The descending colon near the

sigmoid was also thick and constricted to

such a degree that it almost obstructed the

lumen of the bowel. The pelvis was a mass
of adhesions, the peritoneum being thick-

ened and covered with miliary nodules.

The entire peritoneal surface, which showed
involvement, presented the appearance of

a tubercular peritonitis. The duodenum
was greatly dilated and the wall extremely

thin. Lesser omentum was thick, indurated

and contracted, pulling the stomach high

into the upper abdomen. Stomach was re-

moved in toto. The liver and pancreas

were normal in appearance.

FIGURE 4

Figure 4 is a photograph of stomach a

few hours after its removal. The anterior

peritoneal surface of the stomach was cov-

ered with fine nodules simulating tuber-

cules. The entire stomach showed involve-

ment, the walls being greatly thickened and

indurated. The greater curvature measured

31 cm.; the lesser curvature measured

11 cm. Around the stomach on the outside

at the middle measured 13 cm
;
inside meas-

urement in the same region was 8 cm. The

pylorus of the stomach protruded into the

duodenum very much as the cervix uteri

protrudes into the vagina. The lumen of the

stomach in the region of the pylorus was

practically occluded.
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FIGURE 5

Figure 5 gives a fair impression of the

appearance of the stomach after it was

opened on the anterior surface. The

mucosa was smooth and velvety in appear-

ance. There were three polypi found on

the lesser curvature near the oesophageal

opening. The thickness of the wall of the

stomach in the center was 8 mm.
;
the thick-

ness of the wall of the stomach in the pylo-

ric region was 10 mm.

Figure 6 illustrates the thickness of the

stomach wall. It was made of a transverse

section through the center of the stomach.

Microscopical Examination— Sections

taken from different portions of the

stomach, show hypertrophy of the muscula-

ture, increased fibrosis, large number of

round cells and necrosis. There is no evi-

dence of malignancy.

In concluding the above resume, it seems

to be the consensus of opinion of many writ-

ers that hypertrophic pyloric stenosis with

a diffuse cirrhosis of the stomach, occurring

in an adult, is an atypical fibro carcinoma,

and that miscellaneous cases which appear

to be benign in character must be viewed

with suspicion. On the other hand, there

are many writers who classify those cases

of diffuse cirrhosis of the stomach in which
they are unable to demonstrate any malig-

nant change, but which are due to some
other obscure cause, as the true Linitis

Plastica. The above case simulates in some
respects the questionable cases which have
been reported as due to malignancy in which
they were unable to demonstrate any can-

cerous growth. However, in view of the fact

that there was no evidence of matastasis in

the liver, that we were unable to demon-
strate any cancerous cells in a number of

sections taken from different portions of

the stomach, I believe that the above case

belongs to the benign class (which is classed

as a true Linitis Plastica)
,
being of an in-

flammatory nature and is the result of a

tubercular infection.

Bibliography

1. Neoplastic Diseases, James Ewing.

2. Mayo Clinic. Vol. XV. 1923. John H. Lyons.

3. Practice of Surgery, Dean Lewis, Vol. VI.

Chapter 9.

4. Martinez, J. : Plastic Linitis. Brinton’s Dis-

ease, Rev. med. del Rosario, Rosario de Sante Fe,

20: 55-69. (February), 1930.

5. Talia, F. : Plastic Linitis, Radiol, med., Lileno,

15: 570-577. (June), 1928.

6. Tomasi, Luici: A Case of Plastic Linitis of the

Stomach, 11 Policlinico (pract. sect.), 32: 489-490

(April), 1925.

7. Lyle, Henry H. M.: Annals of Surg., Vol.

LIV: 1911.FIGURE 6



150 April, 1933

THYROTOXICOSIS*

Franklin B. Bogart, M.D., Chattanooga

T HE THYROID GLAND is composed

of two pear-shaped lobes joined to-

gether by an isthmus or median lobe.

The lateral lobes are on either side and in

front of the larynx and cover the third and

fourth rings of the trachea. The posterior

edge of the left lobe extends behind the

esophagus. The isthmus or median lobe is

absent in 15 to 20 per cent of cases and the

gland varies in size, depending on age, sex,

locality of residence and state of nutrition.

In infants it represents 1/800 of the body
weight and in adults 1/1800. The average

weight of the gland in adults is 36 to 50

grams and is about 33 1-3 per cent heavier

in females than in males. There may rarely

be an accessory thyroid gland located be-

tween the base of the tongue and the aorta,

which results from tissue misplaced during

the descent of the gland during foetal de-

velopment. The number of parathyroids

are variable but there are usually 4, the

upper pair being located in the thyroid sub-

stance posteriorly and the lower pair being

closely adherent to the posterior and ex-

ternal aspect of the thyroid gland.

The pars media of the pituitary is closely

related to the thyroid and may act as a sub-

stitute for the thyroid after atrophy or re-

moval of the latter by surgery or destruc-

tion by radiation. The thyroid is also close-

ly associated with the other hormone pro-

ducing organs, such as the generative or-

gans, liver, pancreas, suprarenal glands and

thymus.

The function of the thyroid apparatus is

:

( 1 )

I. To govern the growth of all body cells

and to sustain their functional activity.

II. To control calcium metabolism.

III. Katabolic stimulation, facilitating

the breaking down of exhausted cells and
governing the elimination of waste prod-

ucts.

*Read before the Chattanooga Medical Club,

May 17, 1932.

IV. Protective, not only defending the

body against the toxic products of its own
metabolism but against invasion by disease-

producing micro-organisms and injury by
their products.

Enlargement of the thyroid gland caused

by cysts and colloid goiter without toxic

changes may require treatment for cosmetic

reasons or on account of pressure and in

such cases surgery is the only effective

means of treatment.

In adenoma of the thyroid with no toxic

changes surgical removal may be indicated

for cosmetic reasons and most surgeons

recommend their removal in persons over

30 years of age because a small but definite

part of them undergo malignant changes

(7). Adenoma with toxic symptoms will

be considered later in this paper.

Parry, in 1776, first recognized typical

cases of exophthalmic goiter (2). After a

century of investigation by such men as

Graves, Basedow, Stokes, Charcot and

Trousseau, Moebius in 1886 announced his

theory that the condition was caused by

“hyperthyroidization.” The discovery by

Kendall of thyroxin and the further ex-

perimental work of Plummer, of DuBois

and of Means and Aub have established the

correctness of the theory of Moebius. Plum-

mer has shown that two types of toxic

goiter exist, exophthalmic and toxic

adenoma.

Before treatment of any disease is con-

sidered a careful study of the case must be

made to determine the correct diagnosis and

this is certainly true of cases suspected of

thyrotoxicosis. Hamilton (3) states that

33 1-3 per cent of all cases coming to the

Cleveland Clinic for thyrotoxicosis do not

have it. Of these a few have heart disease

or pulmonary tuberculosis or nephritis but

most of them have no organic disease at all

and belong to that large group of cases who

for lack of a better name are called neuras-

thenic. These cases are of the same type

that during the World War were known as
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“effort syndrome,” “soldier’s heart” and

“neuro-circulatory asthenia.” They differ

from true cases of thyrotoxicosis as follows

:

I. In spite of their complaints they stand

severe strains such as infectious disease,

major operations and pregnancy as well as

normal individuals.

II. They do not develop auricular fibrilla-

tion or congestive heart failure or both and
die.

III. They do not require surgery or

X-ray.

IV. If operated they do not show the

characteristic immediate improvement
shown by true thyrotoxic cases.

V. If watched over a period of months
they improve whether they are treated or

irrespective of the type of treatment used.

Their inclusion in groups of cases studied

have tended to vitiate results.

Basal metabolic studies are one of the

best means of determining whether or not

a thyrotoxic state exists, but false high read-

ings can be obtained which emphasizes the

importance of the test being done by an ex-

perienced person and the necessity of run-

ning repeated tests in most cases before an
accurate reading is obtained. High read-

ings are often obtained on the first test in

neurasthenic patients, but a true normal
reading is obtained on repeated tests. Very
rarely a normal reading is obtained in truly

thyrotoxic patients. Patients may have
such conditions as cardiac decompensation

(3), leukemia, polycythemia vera and the

non-leukemic lymphoblastomata which will

tend to elevate the metabolic rate (4) ,
and

although there is not absolute agreement
among the authorities most of them believe

that there may be an appreciable increase

in the metabolic rate in some cases of perni-

cious anemia, essential hypertension, acro-

megaly and diabetes mellitus (4). Need-

less to say a careful history and physical

examination together with observation of

the patient over a considerable period of

time is often necessary to establish a correct

diagnosis.

With the diagnosis of thyrotoxicosis defi-

nitely established the selection of the most
appropriate means of treatment becomes of

paramount importance. At the outset it

must be recognized that treatment of hyper-

thyroidism at present is at best not ideal as

shown by the diversity of methods of treat-

ment and opinion as to their comparative

value. To a considerable degree treatment

is empirical and removal of a portion of the

gland surgically or its destruction by radia-

tion only helps to break a vicious circle.

Some factors which make a true evalua-

tion of any given method difficult are:

1. Lack of exact knowledge of the actual

cause of hyperthyroidism and the relation

of the condition to the sympathetic system

and the other endocrine glands.

2. The variability of its spontaneous

course and the large number of cases which

improve with little or no treatment.

3. Confusing temporary effect of rest and

sedative medication.

4. Effect of iodine therapy.

5. Difficulty of following patients for a

sufficient period of time to estimate the

accuracy of permanency of alleged cures.

6. Lack of agreement as to what consti-

tutes a cure.

Any method of treatment to approach

the ideals should:

1. Entail a minimum amount of imme-
diate risk.

2. Should produce a maximum of patients

economically and socially restored with a

minimum of residual symptoms.

3. Should involve the least possible loss

of time and earning power during its ap-

plication.

4. Should be followed by a minimum
number of recurrences.

5. The effects should be apparent in the

shortest possible time.

6. Should be effective in permanently

checking complications, such as heart

damage.

There are three methods of treatment

which may be used independently or in com-

bination with each other—medical, surgical

or radiation.

1. Medical treatment consists in pro-

longed rest, psychic support, and sedative
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medication, hyperalimentation, removal of

focal infection, at times temporary use of

iodine (as in an acute exacerbation or

crisis) and in some cases the use of insulin.

This method is no longer independently

used so extensively as the other two methods

and as pointed out by Rose (5) really con-

sists in letting the disease run its course

under optimum conditions. In this connec-

tion it must be remembered that exophthal-

mic goiter is to a certain extent a self-

limited disease. Hale and White (quoted

by Holmes (6) ) followed 87 cases of ex-

ophthalmic goiter observed over a period of

years at Guy’s Hospital in London in which

no treatment, other than general hygienic

measures was given. At the end of this

period of several years 61 cases or 70 per

cent were cured, 21 cases or 24 per cent

were decidedly improved and only 5 cases

or 6 per cent were unimproved. It seems

probable, however, that this group of cases

was composed of mild cases from the results

obtained.

Rose (4) states that various reports have

shown restoration of 83 per cent of cases,

treated by a definite medical regime as out-

lined above, at the end of 25 months but

with a high percentage of residual symp-
toms. There were 4 per cent deaths.

Medical treatment by itself is not a de-

sirable means of treatment in most cases

but is a valuable aid in other methods of

treatment.

2. Surgery was probably first done on the

thyroid by Tillaux in 1880 or 1881 and
Rehn operated on a case of exophthalmic

goiter in 1884. These methods were brought

to perfection by Mayo and Crile and the re-

sults reported by Judd in 1920 are typical

of the results of this method at its height

of development. Of 100 cases operated on
in 1914 there were (2) :

Exophthalmic goiter

65.8 per cent cures.

13.6 per cent markedly improved.

5.6 per cent slightly improved.

15. per cent dead (all causes)

.

Toxic adenoma

83 per cent cured.

5 per cent markedly improved.

In considering these figures it must be

remembered that these percentages are for

a group of cases that were selected for

operation and do not represent a cross sec-

tion of all cases which occur. The mortality

in the early days of surgery was very high

but has been reduced by such men as Crile,

Lehay, and the group at the Mayo Clinic

to about 1 per cent. The mortality in the

hands of the average good surgeon is higher

and 3.5 per cent mortality is near the cor-

rect figure. During the past two decades

with the advance in surgical methods greatly

improved results have been obtained. The
preparation and postoperative medical care

with the lessening of the shock to the pa-

tient, together with the general use of sub-

total thyroidectomy instead of lobectomy

and the introduction of the use of iodine in

the preparation of the patient for operation

have all contributed to the improved end

results. Not only have better results been

obtained but by these methods many cases

are rendered operable which were formerly

inoperable. Surgeons who have written on

the comparative value of surgery and radia-

tion as a means of treatment are agreed that

surgery is the method of choice. The ex-

treme view is represented by Crile (8) that

radiation accomplishes nothing more than

rest alone will accomplish. This view was
expressed a decade ago and may not repre-

sent his present views. One of the most

carefully controlled groups of cases were

those studied at the Massachusetts General

Hospital. The opinion of the radiologists

will be expressed later, and Richardson (9)

who is a surgeon, makes the following

recommendation

:

I. In the first group are included all cases

of non-toxic goiter, with normal metabolism

needing treatment for deformity, for pres-

sure and potential malignancy. He recom-

mends surgery for this group and as pre-

viously stated all surgeons and radiologists

agree. The only exception to the above is

in cases of epithelioma of the thyroid. In

this condition most radiologists and many
surgeons believe that radiation alone yields

the best results.

II. Adenoma with toxic symptoms are



April, 1933 THYROTOXICOSIS—Bogart 153

best treated surgically because quicker re-

sults are obtained surgically than by radia-

tion and because the actual cause of the

toxic symptoms are removed in contra-dis-

tinction to exophthalmic goiter. Most radi-

ologists agree with this opinion.

III. Cases of exophthalmic goiter with

severe toxemia and progressive loss of

weight, possibly leading to a thyroid crisis.

A quick relief is necessary and iodine to

secure a temporary remission followed by
operation is the treatment of choice.

IV. Cases of exophthalmic goiter with

visceral damage, auricula fibrillation or

myocardial decompensation. Surgery pre-

ferred on account of time element.

V. Mild cases where time element is not

a factor. These cases can be given radia-

tion over a 4-months period and in most
cases are relieved. In those not responding,

in 4 months surgery can be done. Radia-

tion, according to Richardson (9) ,
can also

be used in some cases where personal and
economic consideration make surgery inad-

visable and in certain post-operative re-

currences.

Rose (5) ,
an internist, in reporting on the

cases treated at the University of Pennsyl-

vania Hospital likewise concludes that sur-

gery is the treatment of choice in most cases

and gives as his reasons:

1. High percentage of economic restora-

tions.

2. Greater effectiveness in arresting car-

diac disease.

3. Prompter appearance of improvement.

4. Fewer recurrences of symptoms.

5. Radiation.

Beck in 1900 reported observations on
cases of non-toxic goiter treated by X-ray.

F. H. Williams in 1902 reported encourag-

ing results in the treatment of cases of ex-

ophthalmic goiter (8). Robert Abbe (10)

in 1904 treated goiter by radium implants.

Phahler was one of the early active workers
in this field. In 1908 he collected 51 cases

from the literature who had been so treated.

42 of these cases showed marked improve-

ment. It was not until the perfection of

the Coolidge tube in 1913 and the publica-

tion of Phahler’s technique in 1915 that

Roentgen ray therapy was placed on a ra-

tional basis (2). Since 1918 there have

been many articles written advocating the

use of radiation in the treatment of ex-

ophthalmic goiter but it must be freely ad-

mitted that the criticism of Rose (5) is well

taken; that most of these observations are

not based upon a large group of cases care-

fully followed over a sufficiently long period

of time. There are several exceptions, how-
ever, to the above statement. Holmes and

his assistants published several papers re-

porting on the cases treated at the Massa-

chusetts General Hospital (8), (6), (12).

The conclusions of Holmes and Means (8)

are as follows:

1. Roentgen ray is beneficial agent in

the treatment of toxic goiter.

2. Two-thirds of patients with exoph-

thalmic goiter so treated show marked im-

provement.

3. If good results are not obtained in the

first four or five months surgery should be

resorted to.

4. Some patients not improved are made
better surgical risks.

5. While toxic adenomata do yield to X-ray

surgery is preferred because it much more
quickly produces results and because it

actually removed the cause of the trouble.

6. Limitations should be recognized and

it should be correlated with other measures.

Groover, Christie, Merritt, Coe, and Mc-

Peak (2), (12), (13), (14), have been ac-

tive advocates of the use of radiation in

toxic goiter and their end results published

in 1929 are of interest. Of 305 cases 12 per

cent were classed as mild, 51 per cent as

moderate and 37 per cent as severe, 47 per

cent had exophthalmos and 53 per cent did

not have exophthalmos. 88.85 per cent were

cured by X-ray. 8.52 per cent improved and

2.63 per cent were unimproved. Of the last

two groups representing 11.15 per cent, 50

per cent which was 5.25 per cent of the en-

tire series, were subsequently operated on.

In this group of 10 cases two died from opera-

tion, three were cured, three were improved,

two were unimproved and in the remainder
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the results were not known. Of the entire

group treated by radiation 8.5 per cent had
been previously operated. Of these 26

cases, 24 were cured, 1 was improved and 1

was unimproved. In this series of cases

cures were considered as those patients

showing marked improvement in weight,

reduction in pulse rate and return of meta-

bolism to normal for a period of one year.

Some of the patients still had the after

effects of the disease. These patients had

been under observation for periods ranging

from 1 to 11 years and four recurrences

have occurred in this group.

Jenkinson (1), (15) ,
has reported a large

group of cases treated at St. Luke’s Hospital

in Chicago with 80 per cent cures (5 years

or more) checked by basal metabolism.

Rose (5) gives as the advantage of radia-

tion :

1. Elimination of immediate risks.

2. Comparative ease with which proced-

ure is carried out.

3. Minimal interference with patient’s

mode of life.

His objections to the use of radiation

:

1. Absence of conclusive statistics as to

percentage of cures. This is to be ques-

tioned.

2. Ineffectiveness of arresting cardiac

and other visceral complications. This is

questioned by Groover and by Sutton (16).

3. Probable likelihood as to recurrences

as compared to surgery. This also does not

agree with the findings of Groover or of

Jenkinson.

4. Prolonged duration of treatment and

long lapse of time before results are ap-

parent.

It might be of interest to briefly consider

some of the other objections which have

been made against the use of radiation by

various surgeons.

It has been often stated that injury to

the parathyroids may occur. In ten years

experience with radiation in 400 cases Jen-

kinson did not see a case. Groover in the

series of 305 cases previously reported did

not find an example.

Myxedema was never encountered by Jen-
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kinson and only twice by Groover. In his

cases larger doses were used at that time
than is generally recognized as the proper
dose, so it may be safely concluded that

myxedema should never occur.

Some surgeons have made much of the in-

creased adhesions and bleeding in irradiated

cases coming to operation. It is generally

conceded at the present time that while ad-

hesions and bleeding are increased in cases

that were operated on and then treated by
\

radiation and also in cases treated by radia-

tion for long periods of time, such surgeons
as Crile and Rogers (quoted by Stevens 1

(18) ) concur in the opinion that the irra-

diation used in the vast majority of cases
;

does not increase the difficulty of subsequent

operation and it must certainly be remem-
bered that in thyroiditis alone and in hyper-

plastic glands marked adhesions do occur

which are entirely independent of radiation.

Another objection frequently encountered

is that the delay in effects produced in-

creases the amount of cardiac damage. Both
Groover and Sutton disagree with these

views and independently express the opin-

ion based on observations of large groups

of cases over long periods of time that

severe cases showing cardiac damage have

no greater impairment of the heart in the

end when treated by radiation than when
treated by surgery.

Sutton also questions the claim that

operation produces a quicker cure and re-

turns the patient to a normal existence
|

quicker than radiation. While there is a

quick drop in the basal metabolic rate and

pulse rate there follows a long period of

slow convalescence which prevents the pa-

tient from resuming his or her normal du-

ties.

After institution of radiation therapy the

following clinical changes may be expected

:

1. Occasionally there is increased tox-

icity for a few days following the initial

treatment. Gradual improvement then

follows.

2. Nausea, vomiting and diarrhea, when
present, are the first symptoms to disap-

pear.

3. Early during active treatment strength
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begins to improve and pruritis disappears,

soon weight increases. Finally palpitation,

tachycardia, tremor, dyspnea and tumor
decrease and disappear. The basal meta-

bolic rate is usually normal at this time.

4. The eye symptoms are the last to dis-

appear and in some cases exophthalmos

never disappear (also true of cases treated

surgically)

.

5. In cases who have had a severe toxic

goiter for months or years a myocarditis

develops and in these cases the pulse rate

never returns to normal (no matter what
method of treatment is used).

6. If toxic goiter is superimposed on sim-

ple goiter, cystic forms, etc., the original

tumor remains after the treatment has re-

duced the size of the gland to hyperplasia.

The personal experience of the author is

limited to 21 cases seen during the past 10

years. . The data on these cases is too in-

complete to be of statistical value, but a few

facts in regard to them are of interest. 15

were cases previously operated on in which

there was recurrence. The other 6 cases

were markedly toxic cases in which there

was some complication that made operation

inadvisable or in whom the toxicity was so

severe that operation was impossible. In

the 15 cases who had been previously oper-

ated, 10 were cured of their symptoms, 2

died within a month or two of the time

radiation was first given and the results in

the other three are not known. In the 6

cases of severe toxic goiter, two were great-

ly benefited and were so greatly improved

that they refused subsequent operation

which was advised. The other 4 discontinued

treatment before adequate radiation had

been given, although 2 of them did show

some improvement.

Conclusions

1. All non-toxic goiters requiring treat-

ment for cosmetic reasons or on account of

pressure should be treated surgically.

2. Non-toxic adenoma in persons over 30

years are best removed surgically on ac-

count of the chance of malignant change.

3. Malignant thyroids are best treated by
radiation alone.

4. Toxic adenoma can be cured by radia-

tion but are best treated by surgery because
of quicker results.

5. Mild and moderately toxic goiters are
easily and efficiently treated surgically be-

cause results can be more quickly obtained,

but it should be remembered that these
cases can also be treated by radiation and
in many of them equally good end results

obtained. When associated diseases or eco-

nomic or social reasons make operation in-

advisable a four months trial of radiation
is justified and very often gratifying results

are obtained.

6. In extremely toxic cases where opera-
tion would endanger life, radiation will

often prove effective in clearing up the
symptoms and where a cure cannot be pro-
duced the case may be rendered operable.

7. In cases who refuse operation a trial

of radiation is justified.
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THE EASTERN TYPE OF ROCKY MOUNTAIN SPOTTED FEVER*

C. B. Tucker, M.D., Knoxville

R
OCKY MOUNTAIN spotted fever is

an acute specific infection endange-

itis, transmitted by a tick, and

characterized by onset with chills; con-

tinued fever terminating usually in rapid

lysis; severe pains in bones and muscles;

headache; and a macular eruption, becom-

ing petechial, which appears first on wrist,

ankles and back and then practically the

whole surface of the body.

Rocky Mountain spotted fever has been

known since the early settlement of the

northwestern part of the United States.

Early settlers reported that among the In-

dians there was a tradition that visits to

the mountains of the Bitter Root Valley sec-

tions at certain times of the year “made the

Great Spirit angry.” It is thought that this

superstition was based on the presence of

Rocky Mountain spotted fever infection.

Probably the first white men to be infected

with the disease were the Mormons about

1847, who gave accounts of “bull fever,”

“mountain fever,” “black fever,” “blue

disease,” and “spotted fever.” The disease

as occurs in Idaho was first described by

Wood and Maxey in the latter part of the

nineteenth century and that occurring in

Montana by Gwinn and McCullough in 1902.

Ricketts in 1906, proved that the disease

was transmitted by the wood tick (Derma-

centor Andersoni) and also described micro-

organisms which he found associated with

the disease. These organisms were given

the name Rickettsia and were said to be

the cause of the disease. Rickettsia have

since been found to be associated with the

other typhus-like diseases.

Rumreich, Dyer, and Badger of the

United States Public Health Service, while

investigating cases of endemic typhus

(Brill’s disease) in the eastern states along

the Atlantic coast in the early part of 1930

were the first to notice a disease which was

*Read before the Knox County Medical Society,

Knoxville, March 14, 1933.

being diagnosed as endemic typhus which
differed in many respects from endemic
typhus and resembled closely Rocky Moun-
tain spotted fever as known in the western
states. A great deal of work has been done

since that time by these men.

In 1932, Badger met with success in prov-

ing the presence of the virus of the eastern

type of Rocky Mountain spotted fever in the

dog tick (Dermacentor Variabilis) found in

nature. The disease has been found in the

states of Delaware, Maryland, Pennsyl-

vania, Virginia, North Carolina, Tennessee,

and the District of Columbia.

The disease usually makes its appearance

in the spring months and occurs throughout

the summer months, corresponding to the

season when the tick is most active. It is

more common in the white race than in the

colored race; more common in males than

in females; and more common in children

than in adults. It is usually a rural disease.

Multiple cases in households occur not un-

commonly. Seventy-five per cent of the

cases will give a history of having been

bitten by a tick a short time previous to

onset. The infection may be obtained by

simply crushing an infected tick. It is not

contagious. The virus of the eastern type

of Rocky Mountain spotted fever may re-

main in the dog tick (Dermacentor Varia-

bilis) at least through one moult. It will

probably be found that this virus remains

in the tick still longer as the agent which

causes tularemia has been found in ticks

in the second and third generation, being

transmitted through the eggs. Other ecto-

parasites may be factors, but have not been

proven so.

There has been very little study made of

the pathology of the eastern type of Rocky

Mountain spotted fever. Lillie has made a

study of a very few cases coming to autopsy.

The pathology is that of an endangeitis.

Of the organs of the body, the brain pathol-

ogy is the most characteristic. The pathol-
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ogy is that of brain lesions of vascular

degenerative and proliferative and focal

gliotic characters. This pathology has been

found constant. A general meningeal con-

gestion is usually present. Proliferative

and degenerative lesions are found in the

heart muscle, liver, spleen, kidneys and in

the hilus and mesenteric lymph nodes. As
in endemic typhus, small and extensive peri-

vascular lymphocytic accumulations about

the vasa vasorum of the aorta are found

frequently. Focal exudative, hemorrhagic,

and vascular lesions are also noted in the

juvenile testis. Cutaneous hemorrhages

are not as marked as in the western type of

the disease.

The period of incubation varies from two

to fourteen days. There may be a period

of lassitude, malaise and restlessness of

from one to seven days preceding the onset.

Usually, however, the onset is abrupt with

either a chill or chilliness, followed by head-

ache, fever, anorexia, prostration, and gen-

eral aching. There may be pains in the

neck and occasionally there is abdominal

pain. The fever reaches 102° to 105° F. in

from three to five days. Occasionally, the

fever ascends as high as 107° F. Morning

remissions are common, but not as common
as in endemic typhus.

Usually the prostration is marked. Gen-

eral aching occurs, particularly pronounced

in the back and legs. There may be nausea

and vomiting. Constipation is common.

Photophobia occurs occasionally. There is

usually an unproductive cough. Severe

sweats may occur. Loss of weight is pro-

nounced. Epistaxis and dyauria rarely oc-

cur. Usually the patient is very irritable.

Lethargy is present at the height of the

disease which frequently goes on to actual

stupor. Coma may occur in the more severe

cases. Meningismus occurs very often.

There may be loss of sphincter control.

The face is flushed. The tongue is dry.

There may be ulcerations about the mouth.

The mucosa of the pharynx is usually in-

flamed. Occasionally an acute conjunctivi-

tis is present.

The rash appears in from three to seven

days after onset but usually on the fourth

or fifth day. It first appears on the wrist,

ankles, and back as a faint rose colored

mascular rash from 2 to 6 mm. in diameter,

then becoming generalized and more dis-

tinct. The rash frequently occurs on the

palms and soles, occasionally on the face

and rarely on the scalp. Extension is usual-

ly complete in from two to four days. The
rash is most abundant in order named, on
the wrist, ankles, legs, upper back, the

shoulders, lateral surfaces of the arms, the

chest, abdomen, palms and soles, and face.

The rash does not disappear on pressure.

By the middle of the second week the rash

has usually become petechial in character.

It often becomes confluent. Evidence of

the rash often persists for several weeks. ^

branny desquamation often occurs in early

convalescence, generally on the extremities.

A generalized desquamation occurred in the

case which I have seen.

The pulse is usually high in ratio to th~

temperature. About thirty-six per cent of

the cases have enlarged tender spleens.

Rigidity of the neck and a positive Kernig’s

sign are present in about twenty per cent

of the cases. There is usually a definite

leukocytosis at the height of the disease.

The findings in the urine are those that are

found in any acute infectious disease.

The Weil Felix reaction (agglutination

with b. proteus X19 organisms) is usually

but not always positive. This reaction is

found positive also in most of the othe^

typhus-like diseases, therefore alone is nof

of very great diagnostic value. The disease

may be differentiated in the laboratory from

endemic typhus by cross immunity tests.

Guinea pigs known immune to the eastern

type of Rocky Mountain spotted fever are

susceptible to endemic typhus and vice

versa. In male guinea pigs the eastern type

of Rocky Mountain spotted fever gives no

scrotal involvement, whereas this is present

both in endemic typhus and the western

type of Rocky Mountain spotted fever.

In the differential diagnosis the diseases

which might be confused with this disease

are : endemic typhus, typhoid fever, measles

and epidemic cerebrospinal meningitis.

Endemic typhus is usually an urban
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disease. The rose colored rash of endemic

typhus appears in order named, on the

chest, abdomen, medial surfaces of the up-

per arms, flexor surfaces of the forearms

and on the shoulders. It is very rare to

find it on the back, face, palms, and soles.

The macules are from 2 to 3 mm. in diame-

ter, with rough outlines and may become

papular. It does not completely disappear

on pressure. Very rarely, it may become

petechial. It never becomes confluent. The

rash remains from two to nine days and

has usually disappeared by the time of de-

fervescence. Occasionally there is no rash.

Desquamation does not occur.

The pulse in endemic typhus, like in

typhoid fever, is low in ratio to the tempera-

ture. The temperature does not ascend as

high. Relapses are fairly common. Posi-

tive diagnosis may be made by cross im-

munity test.

In typhoid fever, the rose spots are usually

limited to the trunk and fade on pressure.

The low pulse in ratio to the temperature,

the lower temperature, the presence of

diarrhea, a positive blood culture or positive

Widal will make exclusion easy.

The history of slower onset, with coryza

and lacrimation. the presence of Koplik’s

spots, the absence of muscular pains, and

the elevated character and distribution of

the rash are the important points in the

differential diagnosis of measles.

The more pronounced meningeal signs

and symptoms and the spinal fluid findings

will make easy the diagnosis of epidemic

cerebrospinal meningitis.

Convalescence in the eastern type of

Rocky Mountain spotted fever tends to be

protracted. The temperature usually re-

turns to normal in from fifteen to twenty-

one days by rapid lysis, leaving the patient

weak and undernourished. Muscular sore-

ness, particularly in the calves of the legs,

may remain for some time after deferves-

cence. Gangrene of the skin, particularly

of the scrotum, occurs occasionally in the

Western type, but has not been seen in the

eastern type. Partial deafness, visual dis-

turbances and slurring speech may compli-

cate the disease and restoration is very

slow. Bronchopneumonia is a frequent com-

plication in the more severe cases. Death

usually occurs during the second week of

the disease. The fatality rate is about

twenty-five per cent, whereas in endemic

typhus it is less than five per cent, and in

some localities seventy-five per cent in the

western type.

There is no specific treatment for the

disease. The treatment should be sympto
matic and supportive. Sponge baths and
ice packs may be used for the high tempera-

ture. Antipyreties are contra-indicated.

Digitalis has been used in the more severe

cases of the western type. Its value here

may be questionable. A liberal, easy diges-

tible, nourishing diet is indicated. Fluids

should be forced. Constipation should be

relieved by mild laxatives or enemata. The
patient should be made as comfortable as

possible. Drugs should be used to relieve

pain. Morphine may have to be resorted

to. In convalescence, the patients should

not be allowed to exert themselves, but

should have plenty of sleep, sunshine and

nourishing food.

In the prevention of this disease a vaccine

developed by Spencer and Parker may be

used. This vaccine is used extensively in

the western states where the western type

of the disease is prevalent. It has been

found very satisfactory. When in tick in-

fested areas, one should watch closely for

ticks and remove them from their persons

when found. In case of a tick bite, it is sug-

gested that the lesion be cauterized with

nitric acid.

There is much that is not clear and there

. is still much study yet to be done on the

typhus-like diseases. The hypothesis has

been put forth that exanthematic typhus of

Europe with its men and lice, tabardillo or

Mexican typhus with its men and lice, en-

demic typhus of the United States with its

rats and fleas, tropical typhus and Japanese

river fever with their rats and ticks, the

varieties of Rocky Mountain spotted fever

of the United States with their dogs, wild

rodents and ticks, Indian tick-bite fever

with its wild rodents and ticks and Medi-

terranean exanthematous fever with its
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dogs and ticks are really due to a single

virus, modified in its manifestations by

different reservoirs and insect vectors pre-

vailing in these different countries. This

hypothesis is brought forth by the fact that

Rickettsias are associated with all of these

diseases and a positive Weil-Felix reaction

is found in most of them. This is yet to be

proven.
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EDITORIAL

The Medical Profession and the Health
Department

Members of the Association received

copies of the bill to re-organize the health

department. You were told that the bill

had the approval of all the committees of

the State Association that were concerned

;

the approval of the Governor and the ap-

proval of the Commissioner of Health.

These statements were facts. The bill in-

troduced, passed first and second reading

and came up for hearing before the Com-

mittee on Public Health and Sanitation on

March 23.

To the great astonishment of the Legisla-

tive Committee a large number of people

were brought to the hearing by members of

local health units and over the state by

members of the State Department in oppo-

sition to the bill. The Commissioner did not

appear to lend his endorsement to it.

The members of the local health units

and the people they brought with them ap-

plauded the slurs hurled at the medical pro-

fession. The principal slur was that the

medical profession was prompted by mo-

tives of selfishness in sponsoring this bill.

It is becoming increasingly obvious that

the Public Health organization in Tennessee

is better organized for political activities

than it is for health protection. To support

this statement two facts are cited

:

First, appropriations for the department

were increased enormously in the biennium
now ending, notwithstanding the fact that

our state was in the midst of the worst de-

pression ever known ; that our school teach-

ers were not paid ; that taxes are delinquent

on a high percentage of homes and at a time

when almost everybody was agreed that ex-

penditures by the state should be reduced.

The next fact of importance is that a

comparison of the mortality rates from pre-

ventable causes in counties with full time

health units with the rates in counties with-

out full time health units shows a difference

in mortality so slight as to be negligible.

In fact there are counties in the state

without full time health units with a mor-
tality rate more favorable than counties

with a full time health unit. Robertson

county without a health unit and Montgom-
ery with a health unit are examples.

Let us suppose that some people are dis-

possessed of their homes for non-payment
of taxes. Let us suppose that children will

be affected. They will be driven from their

homes and compelled to live in more
crowded quarters. Who would dare esti-

mate the ill effects of such tragedies ? Who
would dare assert that any sort of a hypo-

dermic shot would compensate for the ill

effects of such an action?

It has been intimated time and again that

the medical profession was prompted en-

tirely by selfishness, in the face of the fact

that the medical profession of Tennessee has

taken care of the indigent sick without cost

during this entire depression. It has car-

ried the burden uncomplainingly, but the

point is approaching, in fact it has already

been suggested that the medical profession

will not much longer carry the burden of

caring for the indigent sick while various

public agencies draw handsome salaries for

giving medical care to the well-to-do.

The question then is not whether the state

has local health units or not, it is Pot

whether the State Health Department has

larger or smaller sums to spend or whether

this or that person is the head of the depart-

ment. The real question is, “Shall the state

continue on a course which leads to com-

munism and dp it in the false name of

health?” The time may come (and if pres-

ent conditions continue, it will come soon)

when the medical profession will demand
some remuneration out of the public treas-
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ury for the charity work done. That will

mean, of course, some form of state medi-

cine.

Should that day come, the public will have

brought about through false leadership and

false philosophy, the most tragic circum-

stances that can be imagined. It will then

be a communistic system of medical prac-

tice.

We do not believe that the people of Ten-

nessee, if informed, would travel a road

that leads to such an end.

In the bill referred to, the profession

sought to have placed over the State De-

partment of Health a board of governors,

or councilors, whose duty it would be to

make sound policies and not to destroy ac-

tivities as has been alleged so often.

Let no one be deceived. The lines are

drawn. The issue is communism versus

democracy in medicine.

The Financing of Local Health Units

Several county newspapers in the state

have criticised the members of the Medical

Association for appearing before a com-

mittee of the legislature in opposition to

one item in the general appropriation bill.

The item referred to is the sum of $76,500

for state aid to local county health units.

The clippings that have come to our notice

show clearly that the articles were inspired

and that all the truth is not told. For that

reason it is necessary to make a clear and

definite statement.

The Medical Association does not oppose

local health units. The Medical Associa-

tion does oppose the system that is in opera-

tion in Tennessee. The system is as follows

:

According to the Biennial Report of July

1, 1931, $549,079.84 was spent in the opera-

tion of full time county health units in one

year. This sum of money was derived from

three sources as follows:

The Counties Appropriated. . . .$298,747.09

State Aid Funds Allocated to

Counties 127,569.42

Extra State Funds (foundations,

etc.) 122,763.33

This half million dollars in a year was
spent in the operation of thirty-seven units

touching forty-five counties.

The state aid fund is allocated to counties

by the Commissioner. A few received sums
as follows:

Rutherford $6,090.00

Williamson 8,490.00

Davidson 4,980.00

Montgomery 2,850.00

Dyer . . 1,618.00

Giles 1,250.00

Maury 5,616.67

Sullivan 5,000.00

Cheatham got nothing. Trousdale got

nothing. A majority of counties got noth-

ing.

These are a few of the counties which
have enjoyed state aid. These figures show
that under this system the arbitrary con-

clusions of one man determine the distribu-

tion of funds paid by all the taxpayers of

Tennessee. As cited above, the wealthier

counties are aided by the state. If any one

were to suggest that the counties of Wil-

liamson, Maury, Rutherford, Giles, and
Montgomery are objects of charity and de-

serve state aid for any local purpose, the

citizens of these counties would be outraged.

There certainly is no objection to these

counties operating whatever health depart-

ments their communities seem to need. The
state, through its various bureaus, could co-

operate with their local units in whatever

way may seem necessary.

Under the system now in effect, the local

communities may lose control of what
should be a purely local activity.

When a local unit proceeds to inaugurate

and carry out unsound policies, the people

locally are helpless to correct that evil be-

cause the system is based on a political tri-

pod. The Commissioner, by reason of his

control of these state aid funds, can make
demands, political and otherwise, on local

units. The contributors to the extra state

funds (though the amount if only twenty

per cent of the amount spent) can inject

their notions into local activities and, in ad-

dition, the combined influence of local units

can be brought to bear on the state legisla-

ture for whatever activities the department

may desire. If this is sound statesmanship,

it should apply to the local superintendent
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of education, the county judges, sheriff, and

all other county officers. There can be no

argument on this point.

If it is sound public policies for the state

to aid in local county activities, the aid

should go to those counties without adequate

medical care and without the financial abil-

ity to finance their own local activities and

it should be distributed on some sound, fixed

basis which would make its distribution in-

dependent of the whims and caprice of any

one man.

It may be necessary to repeat that the

medical profession does not oppose, but, to

the contrary, has always sponsored sound

public health policies. It does so yet. The

medical profession is for sound principles of

administration. It is for local self-govern-

ment. It is opposed to the system which

terminates in an entrenched state-wide

political machine financed largely by the

local communities themselves.

DEATHS

Dr. A. B. DeLoach, Memphis; Tulane

University of Louisiana, School of Medicine,

New Orleans, 1892 ;
aged 64 ;

died March 18,

of pneumonia, after an illness of about ten

days.

RESOLUTIONS

Dr. Hilliard Wood
The Nashville Academy of Medicine

There is no member of this organization

who has not suffered a personal loss. All of

those who knew him feel that they have

lost a friend. Those of us who are engaged

in the same kind of work know that they

have lost a kind and considerate friend, a

wise counsellor and an inspiring leader.

He was an indefatigable worker, a keen

and close observer, a resourceful and skillful

surgeon.

In any enumeration of the Eye, Ear,

Nose, and Throat Specialists of Nashville,

the name of Doctor Hilliard Wood would al-

ways head the list.

We will miss his wise counsel, his helpful

assistance and above all the example he set

up by doing careful, conscientious work.

The place that he occupied in our hearts,

our minds, our thoughts, and our daily lives

will forever remain vacant.

Robert Sullivan,

Perry Bromberg,

W. G. Kennon,

Committee.

Nashville Academy of Ophthalmology
AND OTO-LARYNGOLOGY

The passing of Dr. Hilliard Wood on

February 23, 1933, removes one of Nash-

ville’s most eminent specialists and deprives

the medical profession of one of its most

valued members and the afflicted of the serv-

ices of a master. His many friends have

every reason to mourn his loss and will re-

ceive the sad news of his death with much
sorrow.

Those of us who had the opportunity of

knowing Dr. Wood intimately learned to

love and admire him and were impressed by

the standards of the man; his wisdom, his

kindness, his sincerity, his noble sentiments

and his skill as a physician. Quiet by na-

ture, unostentatious but firm in his con-

victions he gave expression to the noblest

of sentiments and reflected an atmosphere

of hope, kindness and good will to all.

It can be truthfully said of Dr. Wood that

he was sincere in dealing with his patients

and with his fellow man. Believing in

honesty above all else he put his patient’s

interest foremost. He was modest in diag-

nosis and judgment, welcoming the opinions

of others and giving advice only after ma-
ture deliberation and not prone to rash

judgment. As a surgeon he was unexcelled,

his was the mature judgment of a broadly

educated man, approaching the problems of

his specialty with the skill and knowledge
of scientific surgical principles. He was as

meticulous in the after care of his patients

as he was in the diagnosis and treatment.

It was these qualities that made him renown
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as a specialist and caused his opinions to be

so highly respected.

Dr. Wood was always interested in the

advancement of scientific medicine, par-

ticularly his specialty. He was a hard

worker and a close observer. His private

life was an inspiration to those who knew

him. His every utterance was elevating and

illuminating and one could not be in his

company for very long without being en-

lightened. He was a splendid teacher, an

edifying conversationalist. It was indeed

unfortunate that he could not have been

spared longer for the benefit of others, how-

ever, it has been wisely said that “a short

term of life is long enough for living well

and honorably.
,,

When a man dies people ask, “How much

did he leave behind?” but the angels ask,

“What good deeds has he sent before?” To

the former I would say that Dr. Wood left

a priceless wealth of blessings and be-

queathed to his profession the inimitable

legacy of an example worthy of emulation

and imitation. He has sent before an in-

spiring record of faithful administration

to humanity, rich in deeds of loving and

self-sacrificing services to his fellow man.

In recognition of these noble attributes

the Nashville Academy of Ophthalmology

and Oto-Laryngology extends to the family

and intimate friends of Dr. Wood its deep

sympathy in their having lost the close as-

sociation of the past. But there is gratifica-

tion that, in a broader sense, those associa-

tions are not lost. Those who work in his

chosen field are his debtors. Those who

suffer from the conditions he so ably treated,

will be more skillfully treated by those who

follow in his footsteps because of the work

he did. With this expression of sympathy

on the part of the Academy we also acknowl-

edge our great indebtedness to Dr. Wood

and bear witness to the benefit which is

ours, resting in the full assurance that the

end of this benefit is yet to come.

Herschel Ezell,

E. L. Roberts,

Robert Sullivan,

Committee.

WOMAN'S AUXILIARY

President Mrs. Oliver Hill, Knoxville

President-Elect Mrs. W. 0. Floyd, Nashville

Press and Publicity--Mrs. T. G. Pollard, Nashville

National Convention, Milwaukee, June 12-16, 1933.

Shelby County:

The Shelby County Auxiliary entertained

February 24 with a membership tea at the

home of Mrs. B. F. Turner. About one

hundred and fifty members were present.

Twenty-five new members have been added

this year. Mrs. W. T. Black, president, pre-

sided over a short business session and an-

nounced that the meeting on the third Wed-
nesday in March would be in the form of a

luncheon at the University Club. At that

time plans were made for the annual card

party for the benefit of the Student Loan
Fund. It will take place April 19th, at

the Nineteenth Century Club, with Mrs. W.
T. Black, Mrs. Willis Campbell, and Mrs.

D. H. James in charge. Mrs. D. H. James,

vice-president of Middle Tennessee has or-

ganized three new chapters. She was as-

sisted by several of the ladies from the

Shelby County Auxiliary in organizing a

chapter at Brownsville. The new officers

elected are : Mrs. John Thornton, president

;

Mrs. Crowder Chapman, vice-president

;

Mrs. John Munal, secretary-treasurer. The
Memphis ladies were guests at a luncheon

given for them at the Brownsville Hospital.

An auxiliary was also formed at Coving-

ton, Tipton County. The officers elected to

serve until the first regular meeting of the

new auxiliary in May are : Mrs. G. B. Gilles-

pie, president; Mrs. L. J. Lindsey, vice-

president; and Mrs. J. C. Witherington,

secretary-treasurer. The officers of the

Fayette County group at Somerville who
will act until the election next fall are : Mrs.

H. L. Armstrong, president ; Mrs. L. D. Mc-

Cauley, vice-president, and Mrs. J. K. Craw-

ford, secretary-treasurer. On May 24 the

first regular meeting will be held with all

the county doctors’ wives. A full represen-

tation will be had at the state convention,

April 12, in Nashville.
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Davidson County:

The Woman’s Auxiliary to the Nashville

Academy of Medicine entertained Friday

afternoon, March the third, with a member-

ship tea at the home of Mrs. T. G. Pollard in

honor of the fourth anniversary of the or-

ganization. About fifty guests were pres-

ent.

Mrs. B. F. Byrd, president, held a busi-

ness session and delegates were elected to

the state convention in April.

Mrs. W. F. Bilbro, Jr., and Mrs. James

S. Read, presided over the tea table. Dur-

ing the afternoon a musical program was

given by Mrs. Fowler Hollabaugh, Mrs.

Hollis Johnson, vocalist; and Mrs. Harvill

Hite, violinist ;
accompanied by Mrs. Stetson

Humphrey. The guests were received by

the four past presidents : Mrs. E. B. Cayce,

Mrs. Rogers Herbert, Mrs. B. F. Byrd, and

Mrs. Theodore Morford.

The annual election of officers will take

place at the May meeting.

All women attending this Convention

whether Auxiliary Members or not are in-

vited to participate in this entire program.

WOMAN’S AUXILIARY TO THE AMERICAN
MEDICAL ASSOCIATION ELEVENTH

ANNUAL MEETING
MILWAUKEE

June 12-16, 1933

Headquarters—Hotel Pfister, Milwaukee, Wis.

PRELIMINARY PROGRAM
MONDAY, JUNE 12, 1933

12:30 P.M.—Luncheon at College Woman’s Club
in Honor of Past Presidents, followed

by National Board Meeting and visit

to American Medical Association Ex-
hibits at Auditorium.

Tickets—$1.00

7:00 P.M.—Dinner for National Board, Dele-

gates, and wives of Officers and Dele-

gates of the American Medical Asso-
ciation at Woman’s Club of Wiscon-
sin. Musical Program furnished by
Artist Members of Auxiliary to

Medical Society of Milwaukee County.

Tickets—$1.25

TUESDAY, JUNE 13, 1933

9:00 A.M.—General Meeting—Roof Room, Hotel

Pfister-—Mrs. Janies F. Percy, Pre-

siding.

12:30 P.M.—Luncheon and Bridge at the Wis-
consin Club.

Tickets—$1.25

2:00 P.M.—*Attractions available for those not

wishing to play Bridge are Layton
Art Gallery, Milwaukee Art Institute,

Milwaukee Museum, Curative Work
Shop and Vocational School.

or

*Bus Trip to County Institutions, Mil-

waukee Children’s Hospital Convales-

cent Home, and Washington Park Zoo.

8:00 P.M.—General Meeting of American Medi-

cal Association.

10:00 P.M.—Informal Dance at Wisconsin Club.

Courtesy of State Medical Society of

Wisconsin.

Hostesses—Woman’s Auxiliary to

the State Medical Society of Wis-
consin.

WEDNESDAY, JUNE 14, 1933

9:00 A.M.—General Meeting—Roof Room, Hotel

Pfister—Mrs. James F. Percy, Pre-

siding.

12:30 P.M.—Auxiliary Luncheon — Fern Room,

Hotel Pfister.

Toastmistress

Guests and Speakers from the Ameri-

can Medical Association.

Musical Program.

Tickets—$1.00

4:00 P. M.—*Teas in Private Residences.

8:30 P.M.—Light Opera

Tickets—$1.00

THURSDAY, JUNE 15, 1933

9:00 A.M.—General Meeting—Roof Room, Hotel

Pfister—Mrs. James Blake, Presiding.

12:00 Noon—Trip to Oconomowoc Lake District.

Luncheon 12:30 P.M., Carnation Milk

Plant, Oconomowoc, Wisconsin, Trans-

portation and Luncheon Courtesy of

Carnation Milk Company.

or

12:30 P.M.—Buffet Luncheon — Crystal Room,
Hotel Pfister.

Tickets—75c
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2:00 P.M.—*Sight-Seeing Tour of Milwaukee.

6:30 P.M.—“Bring Your Husband” Dinner—Fern
Room, Hotel Pfister.

International-House-Cabaret.

Tickets—$.1.50

9:00 P.M.—President’s Reception and Ball —
Schroeder Hotel.

Hosts—The American Medical Asso-

ciation.

FRIDAY, JUNE 16, 1933

10:00 A.M.—Golf Tournament
All Trips start from Hotel Pfister.

Mrs. Rock Sleyster,

General Chairman, Wauwatosa, Wisconsin.

*Bus transportation to be paid by individuals.

NEWS NOTES AND COMMENTS

TESTIMONIALS FOR YEAST
To the Editor :—It has been brought to

the attention of the Vienna Medical Faculty

that medical testimonials favoring one of

the yeast preparations placed on the market

by the Fleischmann Yeast Company in New
York have been placed at the disposal of

this company by certain members of the

medical faculty in Vienna, and that these

testimonials are spread and misused for

advertising purposes in American illustrat-

ed and other magazines in quack-fashion.

Even though the testifiers in question can-

not personally be responsible for this mis-

use, since they have no power of might

against the unfair methods employed by the

yeast firm, nevertheless the Vienna Medical

Faculty instituted an extensive inquiry into

this matter in June, 1932. The members at

fault were officially sharply reproved by the

dean, and all members of the faculty were

forbidden to give any testimonials intended

for advertising purposes in the future.

All of the 328 members of the medical

faculty were officially advised of these pro-

ceedings. Incidentally, not a single member
of the Board of Professors (heads of de-

partments) of the medical faculty is in-

volved in this affair. Seven privatdozents

not included on the board, and not one of

whom either has the official position of

teacher or is in charge of a department, are

concerned here. (Privatdozents, according

to the statutes of the universities of Austria,

are not appointed by the state but merely

permitted by the state to teach.)

In consideration of the fact that through

the impropriety of these advertisements the

reputation and esteem of the Vienna Medi-

cal School could be seriously affected among
the medical men and people of America, we
ask the American Medical Association to

take cognizance of the foregoing explana-

tion of the situation and to spread this in-

formation among its members through its

publishing organ, and if possible also pub-

licly.

Prof. Dr. Ernst Pick,

Dean of the Medical Faculty and Director

of the Pharmacologic Department.

Prof. Dr. Roland Grassberger,

Former Dean of the Medical Faculty and

Director of the Hygienic Department.

Vienna, Austria,

Jour. A. M. A.—Jan. 7, 1933.

PRELIMINARY PROGRAM
AMERICAN ASSOCIATION FOR THE STUDY

OF GOITER

HEADQUARTERS—PEABODY HOTEL
MEMPHIS, TENNESSEE
MAY 15, 16, 17, 1933

MAY 15, 1933

8 : 00 to 10:00 A.M.—Hospital Clinics.

10 : 00 to 12 : 00 M. —Diagnostic Clinic—Dr. R. S.
|

Dinsmore, Cleveland, Presid- I

ing.

Discussion—
Dr. H. J. Vandenberg, Grand Rapids, Mich.

Dr. J. A. Crisler, Sr., Memphis, Tenn.

Dr. A. G. Brenizer, Charlotte, N. C.

Dr. A. G. Payne, Greenville, Miss.

LUNCH
Dr. George E. Beilby Albany, N. Y.

“Exophthalmic Goiter in Children”

Dr. W. O. Thompson Chicago, 111.

“The Iodine in the Thyroid Gland”

Dr. C. Alexander Hellwig Wichita, Kan.

“Morphogeographic and Experimental Studies on
j

the Etiology of Goiter”

Dr. Harold L. Foss Danville, Pa.

“When Is a Goiter Toxic”
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Dr. John deJ. Pemberton and Dr. J. M. Mc-
Caughan Rochester, Minn.

“Hemi-Aplasia of the Thyroid Gland: A review

of the Literature and Report of Five Cases”

Dr. William Weston Columbia, S. C.

“Studies in the Prevention of Goiter”

Dr. A. G. McGhie Hamilton, Ontario

(Title not yet received)

Dr. C. H. Mayo Rochester, Minn.

“Thyroid Deficiency a Commonly Unrecognized

Disorder”

EVENING MEETING
Presidential Address—Dr. Henry S. Plummer

Rochester, Minn.

Two other speakers

MAY 16, 1933

8 : 00 to 10 : 00 A.M.—Hospital Clinics.

10: to 12 : M. —Diagnostic Clinic — Dr. W. D.

Haggard, Nashville, Tenn.,

Presiding.

Discussion—
Dr. Irwin Abell, Louisville, Ky.

Dr. W. C. Chaney, Memphis, Tenn.

Dr. Robert Austin, Dayton, Ohio.

Dr. W. H. Parsons, Vicksburg, Miss.

LUNCH
Dr. Richard B. Cattell Boston, Mass.

“Diseases of the Thyroid in Children”

Dr. Willard Bartlett St. Louis, Mo.

“The Rehabilitation of the Toxic Goiter Patient

Viewed in a New Light”

Dr. Frederick A. Coller and Dr. Walter G.

Maddock Ann Arbor, Mich.

“Water Balance of Patients With Hyperthyroid-

ism”

Dr. Arthur E. Hertzler Halstead, Kans.

“Indications and Technic for Complete Thyroid-

ectomies”

Dr. Charles H. Frazier Philadelphia, Pa.

“Carbohydrate Metabolism in its Relation to

Hyperthyroidism: A Continuation Study”
Dr. Benjamin Markowitz Bloomington, 111.

“The Life Cycle of the Thyroid Cell and its Re?

lation to Goiter”

Dr. Martin Nordland Minneapolis, Minn.

“Advances and Technique of Preliminary Hemo-
stasis in Thyroidectomy”

Dr. James A. Lehman Philadelphia, Pa.

“Hyperthyroidism Complicating Pregnancy”

GARDEN PARTY
EVENING

BANQUET
MAY 17, 1933

8 : 00 to 10 : 00 A.M.—Hospital Clinics.

10 :00 to 12 :00 M. —Diagnostic Clinic—Dr. M. O.

Shivers, Colorado Springs,

Presiding.

“Patients Without Classical

Symptoms”

Discussion—
Dr. E. P. Sloan, Bloomington, 111.

Dr. J. K. McGregor, Hamilton, Ont.

Dr. H. C. Sehmeisser, Memphis, Tenn.

Dr. E. R. Arn, Dayton, Ohio.

LUNCH
Dr. Shelby W. Wishart Evansville, Ind.

“The Use of Digitalis Preparations in Thyro-

toxicosis”

Dr. Donald Guthrie Sayre, Pa.

(Title not yet received)

Dr. Emil Goetsch Brooklyn, N. Y.

(Title not yet received)

Dr. Andre Crotti Columbus, Ohio

“The Thyrotoxic Goiter Problem and the Auto-

nomic”
Dr. H. H. Searls and Dr. Wallace I. Terry

San Francisco, Calif.

“Further Observations on, Parathyroid Protec-

tion”

Dr. James A. Hill Houston, Texas
(Title not yet received)

Dr. S. J. Waterworth Clearfield, Pa.

(Title not yet received)

Dr. Geo. W. Crile Cleveland, Ohio

Address

Members of the profession in good stand-

ing are cordially invited to attend this meet-

ing. They are also urged to join a special

group sailing from New York City, July 26,

to attend the International Goiter Confer-

ence to be held in Berne, Switzerland,

August 10, 11, 12. Special rates have been

provided and daily programs arranged
while en route to Le Havre. Those who are

interested should communicate with J. R.

Yung, M.D., Corresponding Secretary,

Terre Haute, Ind., or S. D. Van Meter, M.D.,

Chairman, Denver, Colorado.

The office of the late Dr. Will Harrison,

Loudon, has been re-opened by his son, Dr.

Arthur Harrison.

A report from Athens on March 20, says

Dr. G. W. Stanton is seriously ill.

Dr. George Burrus, was reported on

March 20, to be seriously ill at the home of

his son, Dr. Swann Burrus, of Jackson.

Dr. J. L. Pryor, of Chattanooga, under-

went an appendectomy at the Erlanger Hos-
pital.
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Fire destroyed the Memphis Polyclinic

on March 15. The building was damaged
to the extent of $35,000. Equipment valued

at $25,000, owned by the doctors was de-

stroyed. Those who had offices in the build-

ing are Drs. J. M. Maury, Sr., J. M. Maury,

Jr., Otis Warr, W. C. Chaney, J. M. Bodley,

Alfred Goltman, Frank Linn, Henry Gotten,

Charles Heacock, E. D. Connell, W. T. Sat-

terfield, and J. D. Cleveland.

Dr. M. T. Tipton, of Memphis, has joined

the Union City Clinic.

Dr. F. L. Young, of Knoxville, has moved

his office to the Acuff Building and is using

the space occupied by his father for thirty

years.

Dr. E. C. Ellett, of Memphis, was elected

Vice President of the Pan-American Medi-

cal Association at the recent Dallas meeting.

Dr. J. Ralph Hamilton, of Knoxville, has

moved his office from 501 to 421 West

Church Avenue.

Dr. A. A. Womack, of Manchester, under-

went a mastoid operation at the Murfrees-

boro Hospital.

MEDICAL SOCIETIES

Blount County:

This Society meets every Thursday night

at 8 P.M., in the First National Bank Build-

ing, Maryville. Papers for the coming

month are as follows:

April 20—“Pernicious Anaemia,” by Dr.

G. D. Lequire. To open discussion Dr. D.

R. Thomas.

April 27—“The Acute Middle Ear,” by

Dr. K. A. Bryant. To open discussion Dr.

B. E. DeLozier.

May 4—“Management of Normal Labor,”

by Dr. J. E. Hall. To open discussion Dr.

S. S. Kittrell.

May 11—“Acute Rheumatic Fever,” by

Dr. A. L. Jones. To open discussion Dr.

C. F. Crowder.

Benton
,
Carroll

,
Henry, Weakley Counties:

At the meeting on March 14, Dr. Thos. D.

Moore, of Memphis, gave an illustrated lec-

ture on “Diagnosis and Management of

Stone in the Kidney,” and Dr. Lyle Motley,

of Memphis, showed a motion picture of the

heart in health and disease and gave an

interesting paper on the subject.

Chester, Henderson, and Decatur Counties:

The Tri-County Medical Society met at

Henderson on March 9. Papers were read

by Drs. S. T. Parker, of Jackson, and R. L.

Sanders, of Memphis, supported by F. T.

Mitchell. Both were discussed.

There was good attendance from all three

counties and several visitors from Jackson.

There will be no meeting in April at Lex-

ington on account of the State Meeting in

Nashville.

A fine luncheon was served at the Swain

House.

Davidson County:

On March 14, the meeting was adjourned

because of small attendance due to the cy-

clone which struck Nashville just before

the time of meeting.

March 21—“Correlation of Symptoms,
Pathology, and Results in Cholecystectomy,”

by Dr. W. A. Bryan. Discussion opened by

Dr. Richard A. Barr.

March 28—“Treatment of Functional

Uterine Bleeding,” by Dr. John Burch. Dis-

cussion opened by Dr. R. S. Duke.

April 8—Dr. Michael Davis, Chicago, dis-

cussed some problems of medical economics.

Dr. Davis was a member of the Committee

on the Costs of Medical Care.

Dyer, Lake, and Crockett Counties:

“Diphtheria Prevention,” was Dr. E. E.

Carrier’s subject at the March meeting.

Case reports were given by Drs. Luther

Edwards, of Finley, E. T. Haskins, of

Newbern, and W. S. Alexander, of Ridgley.

Fentress County:

The Mark Twain Hotel was filled with

doctors recently when the Fentress County
Medical Society was host to the Five-County

Medical Society. Doctors from Putnam,
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Cumberland, Jackson, Overton, and White

Counties, and visitors from Albany, Ken-

tucky, were the guests of Fentress County.

Those present were Drs. C. E. Reeves, of

Gainesboro, President Five-County Society

;

T. M. Crain, Montery, Secretary Five-

County Medical Society; Z. L. Shipley, W.
A. Howard, of Cookeville; J. T. Moore, of

Algood; A. F. Richards, E. B. Clark, W. M.

Johnson, S. E. Gaines, Sparta; J. Morgan
Clack, Rockwood; Ray and Officer, of Mon-
tery; V. L. Lewis, Crossville; I. R. Storie,

A. H. Crouch, R. L. Whitfield, J. B. White,

J. Claud Bertram, and J. Peery Sloan, of

Jamestown; Drs. J. Leland Tanner, and

E. A. Barnes, of Albany, Ky.

After lunch, other formalities, etc., the

scientific program was presented.

Dr. A. H. Crouch, of Forbus—“Pelvic

Inflammation.”

J. T. Moore, of Algood—“Importance of

Medical Organizations.”

Dr. W. C. Officer
—“Pneumothorax.”

All in all, the meeting was a great suc-

cess and it is hoped that other meetings of

county groups will be held in the future.

Gibson County:

The society meets the last Monday in each

month at 8 P.M., Trenton. The April pro-

gram will be on pediatric subjects, the

speakers being Drs. Horton Casparis, of

Nashville, Dr. Hugh McCulloch, of St.

Louis, and Dr. P. C. Jeans, of Iowa City,

Iowa.

Giles County:

The Giles County Medical Society met in

regular session on March 23, and had as a
guest essayist, Dr. John M. Lee, of Nash-
ville. Dr. Lee read and discussed a paper on
“Immunization Against Communicable
Diseases.”

Dr. Lee also read a paper on “The Re-
lation of the Private Practitioner and the

Public Health,” which paper was to have
been read by Dr. W. C. Dixon, of Nashville,

who was unable to attend the meeting.

We enjoyed having Dr. Lee and feel that

the Society was very much benefited by the

reading of these papers.

T. F. Booth, M.D., Secretary.

Hardin, Lawrence, Lewis, Perry, Wayne
Counties:

The Five-County Society met in Savannah
the last Tuesday in March. Twenty-two

doctors were present. The following papers

were read:

“Treatment of Burns,” by Dr. D. L.

Wood. Discussion opened by Dr. Otis Whit-

low, Savannah.

“The Present Day Attitude toward the

Problem of Gall Bladder Disease,” by Dr.

Wm. C. Chaney, Memphis. Discussion

opened by Dr. L. C. Sanders, Memphis.

“The Practical Management of Syphilis,”

by Dr. L. Carl Sanders, Memphis. Discus-

sion opened by Dr. 0. H. Williams, Savan-

nah.

“Deformity, Diagnosis and Disease about

the Hip Joint,” by Dr. J. S. Speed, Mem-
phis. Discussion opened by Dr. J. H. Tilley,

Lawrenceburg.

Hamilton County:

Programs for the next four meetings are

as follows:

April 20—“Some Surgical Subjects,” by
Dr. H. L. Fancher. “Common and Remote
Factors Affecting Mortality,” by Dr.

Charles R. Henry.

April 27—“Lateral X-ray Shadows at

Term,” by Dr. E. F. Buchner.

May 4—“Appendicitis,” by Dr. A. M.
Patterson.

May 11—“Some Remarks on Treatment

in Functional Ovarian Disorders,” by Dr.

J. Marsh Frere.

“Everyday Problems in Obstetrics,” by
Dr. H. P. Hewitt.

Knox County:

March 28—Dr. A. G. Hufstedler gave a

paper on “Policies and Practices of the

Health Unit of Knox County.” Dr. Kyle C.

Copenhaver opened the discussion.

April 4—“Economics in Medicine,” by
Mr. Russell W. Hanlon. Dr. W. S. Nash
opened the discussion.

April 18—Dr. G. A. Williamson will be

the essayist.



170 MEDICAL SOCIETIES April, 1933

Maclison County:

On March 7, Dr. W. G. Saunders read a

paper on “Coronary Thrombosis.” Dr. S.

M. Herron discussed, “Laryngeal Diph-

theria.” Several interesting case reports

were made.

All present enjoyed the dinner which was
served before the scientific program.

McMinn County:

On March 9, Dr. W. R. Cross, of Knox-
ville, read a paper on “Evaporated and Con-

densed Milk in Infant Feeding.” Dr. W. E.

Foree discussed “Insulin in Cases of Malnu-

trition.”

McNairy County:

Drs. Gilbert Levy and R. L. Sanders, of

Memphis, were the principal speakers at the

regular monthly meeting of the McNairy
County Medical Association. Dr. T. S.

Davis, of Montezuma, was another one of

the speakers. A splendid program was en-

joyed.

Monroe County:

The Monroe County Medical Society met
at Madisonville on February 21, and the

following were elected as officers for the

coming year: Drs. T. M. Roberts, Presi-

dent
; J. A. Hardin, Vice President

;
William

J. Cameron, Secretary-Treasurer.

Roane County:

The Roane County Medical Society held

its March session in Harriman March 21.

Those present at the meeting were : Drs. J.

J. Waller, of Oliver Springs; Neergaard,

Bowman, and Hill, of Harriman.

Dr. Neergaard read an interesting paper

on “Insulin in Other Conditions than Dia-

betes,” which was discussed by those pres-

ent. Some interesting cases were reported

and discussed.

Shelby County:

March 21—“Carcinoma of the Breast in

the Aged,” by Dr. F. W. Smythe.

“Carcinoma of the Breast with Meta-

stasis,” by Dr. Battle Malone.

“Carcinoma of the Breast,” by Dr. Dewell

L. Gann, of Little Rock, Arkansas.

April 4—Case Reports. Miliary Tuber-

culosis—Dr. C. V. Croswell. Abdominal

Pregnancy—Dr. J. 0. Gordon.

Papers. Tuberculous Endophlebitis with

Obliteration of the Superior Vena Cava

—

Dr. H. C. Schmeisser.

Discussion—Dr. J. A. McIntosh and Dr.

H. M. Jamieson.

Dental Infections and their relations to

Systemic Disease—Dr. E. D. Rose, Dean
College of Dentistry.

Smith County:

The Smith County Medical Society at its

regular meeting March 17, in Carthage, had

as guests, Drs. W. J. Breeding, Joseph

Gallagher, John Lee, and W. C. Dixon, of

Nashville, and L. M. Freeman, of Granville.

Each of the visitors discussed timely and

important medical subjects, and the Society

was indeed pleased to have them present.

Sullivan, Johnson Counties:

The March meeting dealt with “Appendi-

citis.” Dr. Cole, of Piney Flat, spoke on

“The Practitioners’ View of Appendicitis,”

and Dr. W. H. Reed, of Kingsport, pre-

sented “The Surgeon’s View of Appendi-

citis.”

Washington County:

On May 4, the following program is

•scheduled: “Infections of the Nasal Air

Passages and Sinuses”—Dr. M. E. Blanton,

Dr. G. E. Campbell. Discussion by Dr. U.

G. Jones.

“Middle Ear Disease”—Dr. N. E. Hart-

sook. Discussion by Dr. J. W. Wallace.

Wilson County:

At the meeting on May 4, Dr. S. B. Mc-

Farland is scheduled to speak on “Surgical

Treatment of Advanced Pulmonary Tuber-

culosis.”
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OTHER MEDICAL SOCIETIES

Vanderbilt University Medical Society,

March 3, 1933.

1. Case Report—A Case of Rapid Active

Tuberculosis Developing in the Sixth Month
of Pregnancy with Fatal Results. — Dr.

Harold Klingler.

S. B., age 31, primigravida, entered hos-

pital 5 months pregnant with complaint of

diarrhea of 3 weeks duration ; severe sharp

pains in lower abdomen of 9 hours duration,

not associated with nausea or vomiting.

Symptoms cleared during hospitalization.

Discharged third day. Chest clear. Re-

admitted month later with return of pre-

vious symptoms, associated with marked
emaciation, dyspnea, cough productive of

blood tinged sputum, slight generalized ab-

dominal distension and tenderness, and
numerous generalized rales over chest. Pa-

tient expired 3 days after admission, of

miliary tuberculosis.

Case discussed by Drs. Cowan, Burwell,

and Morgan.

2. The Action of Choline Esters in Man.
—Dr. Francis R. Fraser.

Hunt and Taveau, Dale and others

showed that acetyl choline when injected

intravenously in experimental animals

causes even in very minute doses dilatation

of arterioles, fall in blood pressure, cardiac

inhibition, increased intestinal peristalsis,

lacrimation and salivation, and pointed out

that its action simulates that of stimulation

of parasympathetic nerves. In man similar

effects can be produced, but the dosage is

relatively much greater. This is probably

due to the rapidity with which acetyl choline

is broken down by the esterases of the blood

and body fluids. Physotigmine inhibits the

action of the esterases and exaggerates the

effects of acetyl choline. Carbaminoyl

choline produces similar effects in even

smaller doses. Loewi showed that acetyl

choline is produced in the frog’s heart on

stimulation , of the vagus and Dale isolated

it from mammalian organs. It has been

suggested that the effects of vagus activity

may be the result of the production of

choline esters in the effector organs.

Paper discussed by Dr. Garrey.

3. Studies on Cardiac Output in Man

—

Drs. Friedman, Clark, and Harrison.

Previous reports have shown that

accurate determinations of cardiac output

of patients with congestive heart failure

may be made by the acetylene method or by

the venous plateau method. Since the re-

sults are in fairly close agreement with the

two methods, which are based on different

principles, it seems likely that they are

accurate. The cardiac output has been

studied in a series of patients with mild

congestive heart failure, patients without

circulatory disease being used as controls.

The findings indicate that the cardiac output

in patients with cardiac disease was on an

average somewhat less than that of the con-

trol subjects, but that in general, the range

is almost the same, and certain patients

with cardiac failure have cardiac outputs

which are within the upper limits of the

normal range.

Paper discussed by Drs. Burwell, Fraser,

and Harrison.

4. The Treatment of Pulmonary Tuber-

culosis During Pregnancy—Dr. Hollis John-

son.

Experience and data indicate that preg-

nancy benefits the tuberculous woman until

delivery, after which, of course, is usually

downward. These observations indicate the

desirability of artificial pneumothorax,

Caesarian section, and sterilization in

selected cases. Four cases were reported.

All were unilateral. Two had cavities, an-

other had laryngeal involvement, and the

fourth had artificial pneumothorax before

she became pregnant. All responded favor-

ably. This operation apparently produces

less shock than normal delivery or abortion

after the first 2 months of pregnancy, and

has the added advantage of offering the

foetus a chance for life. Sterilization

should be done to prevent subsequent preg-

nancies.

Paper discussed by Drs. Cowan, Burwell,

and Blalock.



172 GLEANINGS

GLEANINGS

Job’s Comforters

The Book of Job presents a striking anal-

ogy to the present plight of America. As
we sit amid the ashes of depression, bereft

of our wealth and beset by the sore boils of

taxation, there are coming to our comfort

only the modern counterparts of the friends

of Job, with cold and merciless analyses and

unsympathetic criticisms of our shortcom-

ings. Having spent millions of dollars in

investigation and the accumulation of facts

and conjectures, many of these present-day

comforters now propose still greater public

expenses, under the threat that unless we
submit we shall face revolution. There are

those, indeed, who closely approach the ad-

vice of Job’s wife, who told him to “curse

God, and die.”

There is the Research Committee on So-

cial Trends, which discovered that while

economic and governmental organizations

are growing at a rapid rate, the church and

the family “have declined in social signifi-

cance”—although it admits that there are

twenty-six million housewives “and where
there is a housewife there is a home”

;
and

although it concedes that “the institution of

the family is nearest that elusive thing

called happiness,” and reports that three-

fourths or four-fifths are happily married.

It is this same committee that finds the

woman in the home an inefficient member
of society and presents as the channels open

to fill her spare time either industrial occu-

pations, or political activities, or a higher

standard of housework, or more recreation

and leisure. And these same researchers

warn that unless we adopt a regulated social

plan we shall face dictatorships, violent

revolution and the repression of liberty and

democracy.

Then Job answered and said, I have heard

many such things: miserable comforters are

ye all.

There are the apostles of technocracy,

who gloomily preach to us that our economic

system is all wrong; that money is of no

value, but that we must barter our energy

;
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that consumption can never keep pace with

production; that even a four-hour day and

a four-day week will soon leave us with
,

twenty million unemployed. But they offer

no solution for our difficulties.

Moreover Job continued his parable, and
j

said . . . But now they that are younger j
than I have me in derision. . . . Among the 1
bushes they brayed; under the nettles they\
were gathered together.

There is the Citizens’ Conference on the
J

Crisis in Education, which finds that our
]

schools are all wrong; that school districts

should be reorganized; that control should

be centralized
;
that states and nation should

assume responsibility and provide addition-

al funds.

Moreover Job continued his parable, and 3

said, ... God forbid that I should justify
j

you: till I die I will not remove mine in-
j

tegrity from me.

THERE IS THE COMMITTEE ON THE

.

COSTS OF MEDICAL CARE, WHICH
i

FOUND IN FIVE YEARS OF STUDY
THAT PRESENT CARE OF THE SICK
IS ALL WRONG; THAT WE SHOULD
ADOPT STATE MEDICINE, TO BE PUT !

INTO POLITICS AND PAID FOR BY
j

INSURANCE AND TAXATION, IF WE
WOULD BE WELL.
AND JOB ANSWERED AND SAID, . . .

YE ARE ALL PHYSICIANS OF NO
VALUE. 0 THAT YE WOULD ALTO-
GETHER HOLD YOUR PEACE!*

There is the National Survey of School i

Finance, which used up a Federal appro-

priation in finding that the “breakdown of

traditional methods of financing public

schools is depriving approximately nine mil-

lion five hundred thousand American chil-

dren of essential schooling;” that the bur-

den of support of education should be trans-

ferred from local communities to the entire

state
; that the property tax is overburdened

and “more use must be made of other forms

of taxation”—if they can be found.

Then Job answered and said, How long

will ye vex my soul, and break me in pieces

with words? These ten times have ye re-

proached me.

*Caps are ours.
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There is the Conference on Present Day
Child Labor Problems, which quite rightly

proposed that children should be legislated

out of jobs that might be filled by adults,

but also proposed that new state bureaus be

set up at this time to aid in enforcing the

law.

Facts, facts, facts—true, most of them,

beyond doubt, but about as comforting and

helpful as a slap in the face at a time when
the millions spent in such research might

far better be used to help feed the unem-
ployed, and when means of reducing taxa-

tion are needed far more than proposals to

increase the costs of bureaucracy.

But after all his trials and tribulations

—

The Lord gave Job twice as much as he

had before . . . for he had fourteen thou-

sand sheep, and six thousand camels, and a

thousand yoke of oxen, and a thousand she

asses. He had also seven sons and three

daughters. . . . And in all the land were

no women found so fair as the daughters of

Job. . . . After this lived Job an hundred

and forty years. . . . So Job died, being old

and full of days.

And so may it be to us also !

—

Loring A.

Schuler in Ladies’ Home Journal, April,

1933.

Motherhood

A year ago the Journal published ah

article by Paul de Kruif telling of the ap-

palling and needless death rate of mothers

in childbirth. Many praised, many bitterly

condemned us for calling attention to un-

pleasant figures and facts.

Now, in the Journal of the American
Medical Association, there has been pub-

lished an article by Dr. Joseph B. DeLee, of

Chicago, and Dr. Heinz Siedentopf, of Leip-

zig, in reply to the criticisms. After an ex-

haustive study of the records and literature

regarding infections in the maternity wards
of general hospitals, Doctor Siedentopf has

reached these startling conclusions

:

“The profession of being a mother today

is more dangerous than the average mascu-
line profession, with all its risks/’

“There is no question that delivery in

the general hospital carries a much higher

danger of contagion than delivery in the

home.”

“One almost wonders whether the hos-

pitalization of normal labor cases should

not be abandoned, leaving the normal de-

liveries to private physicians or even mid-

wives, and reserving the hospital, with its

better equipment, for complicated cases

only.”

And Doctor DeLee adds : “It is high time

that the profession realized that conditions

are not the best in our hospitals today, be-

cause if we don’t do something about it the

public will.”

There is no valid reason for the present

dangers of childbirth. It is safe at home;
it is safe in an isolated maternity hospital

;

it seems to be dangerous only in a general

hospital—but even there, as the great Sem-
melweiss proved more than eighty years

ago, it can be safe if there is a rigorous ob-

servance of cleanliness.—Loring A. Schuler,

in Ladies’ Home Journal, April, 1933.
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ANESTHESIA
By Hugh Barr, M.D.

Medical Arts Building, Nashville

Tetany During Ether Anesthesia. W. N. Kemp, B.A.,

M.D., Van Couver, Canada. Current Researches in

Anesthesia and Analgesia, January-February, 1933.

The author denies that tetany occurring during
ether anesthesia is caused by chemical impurities

in the ether. According to his observations, the

onset of the tetany is due to factors inherent in the

patient himself. A case is described of a patient

who developed twitching of the facial muscles in

the course of an ether anesthesia. At a subsequent

time this patient was again anesthetized, and the

same condition developed.

Believing the cause was overventilation, re-

breathing was instituted, which checked the twitch-

ing. Twitching returned when rebreathing was
stopped. An examination of the urine showed an
alkaline reaction. On experimenting, the author

found that tetany would occur after twenty minutes

of forced breathing. Therefore one is justified in

the conclusion that clonic muscular movements
sometimes seen in non-epileptic individuals under
open or intratracheal ether anesthesia is due to a

general alkalosis induced by the rapid elimination

of carbon dioxide and the subsequent severe upset

in the normal respiratory quotient.
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DERMATOLOGY
By E. E. Brown, M.D.

Doctors Building, Nashville

New Technique Designed for Electrocoagulation of

Vascular Tumors. By A. F. Tyler, B.Sc., M.D.,

Omaha, Neb. The Nebraska State Medical Journal,

January, 1933.

The technique consists in using two pointed ac-

tive electrodes instead of the one active and one

inactive electrode, as is generally done. The two

electrodes are placed in contact with the tissue

about 1.5 cm. apart, and the high frequency cur-

rent is thus short circuited between them. In this

manner very intense heat is generated between the

two electrodes which is sufficient to congeal blood

in large vessels and vascular spaces before the

walls are opened. In this way the tissue is not

separated until after it has been coagulated. As
a result, no bleeding occurs. Many vascular tu-

mors are so fragile that forceps cannot be applied.

In this type coagulation by the method described

is the only way to accomplish removal. In cases

where the shape of the tumor lends itself to am-
putation a line may be coagulated across the base.

Gentle traction is applied with one hand on the

base and one on the tumor. In this manner the

coagulated portion separates. This method is

continued until the entire thickness of the tumor
is separated from its base.

The author reports cases and shows photographs

before and after operation.

OPHTHALMOLOGY
By Robert J. Warner, M.D.

Doctors Building, Nashville

A Case of Retinal Glioma Treated by the Insertion of

Radium Needles in the Orbit. V. McDowell and E.

O. Marks. British Journal Ophthalmology, Novem-
ber, 1932.

The patient was a boy, aged 6 months. The left

eye was removed for secondary glaucoma induced

by a glioma of the retina (retinoblastoma), deter-

mined histologically.

In the right eye there was a white globular mass
traversed by vessels situated in the upper tem-

poral quadrant of the fundus. The summit was
plus 12 diopters; the fundus level was plus 1 diop-

ter. The tumor extended two-thirds the distance

between the macula and the anterior limit of the

ophthalmoscopic view, with a dilated pupil.

Three 0.5 mg. needles of 0.5 cm. active length

with a filtration in 0.5 mm. of platinum, were in-

serted through small incisions in the upper lid

over the area nearest the base of the tumor, and
were spaced 1 cm. apart. The needles were re-

moved on the sixth day, the total dosage being 216

milligram hours. No inflammatory reaction ap-

peared in the eyeball.

Six weeks after the needles were inserted, the

summit of the growth was plus 1 diopter. The
former tumor was then an irregular patchy white

area with vessels running across. The rest of the

fundus and media appeared normal. Although

there was no sign of recurrence, for two days ra-

dium was applied through a Columbia pastemold,

2 cm. in thickness, to the upper part of the orbit

and the right temporal region, by means of four 4

mg. needles each of 2 cm. active length, and fil-

tered with 0.5 mm. of platinum, a total dosage of

960 milligram hours.

One year from the initial treatment, the intra-

ocular condition was unchanged, and the child, so

far as could be judged, sees well and is healthy.

PEDIATRICS
By John M. Leoe, M.D.

Doctors Building, Nashville

Use of Placental Extract in Prevention and Modifica-

tion of Measles. Charles F. McKhann, M.D., and Fu

Tang Chu, M.D., Boston. Amer. Jour. Diseases of
J

Children, March, 1933.

It has long been known that babies are immune
j

to measles for several months after birth if the
;

mother has had measles. This passive immunity
j

is presumably derived from the mother by means
of the placenta or from antibodies in the mother’s

milk. The authors studied protein extracts from
human placentas and found that they contained

substances which would (1) neutralize diphtheria

toxin, (2) blanch scarlet fever rashes, (3) neu-
j

tralize poliomyelitis virus and (4) prevent measles

in exposed, susceptible persons.

The authors’ method of preparation of placental

extracts is given. This preparation was given as a

prophylactic measure to forty-three children who 1

had never experienced measles, after they had been
i

exposed to the disease. All of these children either

escaped infection or had measles in an attenuated

form. In no case was there local or general reac-

tion or evidence of infection, as a result of the

intramuscular injection of this preparation.

This study indicates that placental protein ex-

tracts given intramuscularly to susceptibles early

in the period of incubation will prevent or modify

measles. It also suggests that it may be an effec- ;

tive prophylactic measure in diseases other than I

measles.

SURGERY— GENERAL AND
ABDOMINAL

By John L. Dies, M.D.

1213 Exchange Building, Memphis

Pathological Fractures. E. E. Eliason, M.D., F.A.C.S.,

Philadelphia. Surgery, Gynecology and Obstetrics,

Vol. LVI, February 15, 1933, No. 2A., pp. 504-521.

The absorption of certain chemicals in the body

may lead to bony deposits of the metal and thence
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to necrosis. So-called “fragilitas ossium” among
match dippers has been reported by Deard'en. Ac-

cording to him, the bones of such workers contain

an excess of phosphoric acid, which combines with

the pre-existing neutral phosphate to form a slight-

ly acid salt and thereby cause excessive brittleness

of the bones—i. e., phossy jaw.

Pearl workers’ disease is (Da Costa) due to an

osteitis from chemical irritation. Tillmans claims

that arsenic and pyrogallic acid produce a similar

ossifying periosteitis. Pathological fracture due to

the destruction of bone by mesothorium has been

recorded by Martland. The fracture sustained was
of the upper femur in a girl who painted watch

dials with luminescent paint.

The treatment consists of eliminating the causa-

tive chemical when possible. The prognosis is gen-

erally good as to union, but poor as to complication.

Non-union of various grades to excessive union

may occur in different types of pathological frac-

ture or in the same disease.

The vast majority of pathological fractures

unite. Union may occur in 89 per cent of the dif-

ferent diseases and 20 per cent may have excessive

callus production.

Delayed union (but union nevertheless) may
take place in 70 per cent. In only 16 per cent is

non-union the rule, though Bloodgood is aware of

its occurrence in sarcoma, hypernephroma, and

endothelioma. Ten per cent of this latter group

are placed in the little known class as insufficient

data on reported cases make this necessary. The

pseudo fractures described by Milkman probably

should be included in the above.

In fractures through benign tumors union is the

rule. In cysts the fracture episode usually results

in a cure of the cystic condition.

In malignant tumors, union often occurs. Haw-
ley states that in carcinoma, union is the rule.

Bloodgood states that in metastatic carcinoma,

union rarely takes place. In Pancoats’ experience

40 per cent of pathological fractures due to car-

cinoma unite, with or without irradiation. In sar-

coma Bloodgood states that union is almost un-

heard of
;
two doubtful cases in his report of

twenty-two examples. There has been union in a

single case of endothelioma. Pancoast, also Pfah-

ler, report no union in their experiences. The pa-

tients usually die in bed of their metastases, the

fracture being incidental. Union is known to have

occurred in malignant myeloma cases.

Primary bone tumors have an incidence of frac-

ture in 22.7 per cent of cases (Coley and Sharp) .

In acute and subacute inflammatory condition,

union is the general end-result, if the infection has

early and adequate surgical treatment. In neg-

lected cases, especially in adults, non-union may
occur.

In chronic inflammatory conditions, union is the

rule with excessive callus formation..

In fracture occurring in general disease, union is

delayed or absent depending upon the course of the

general disease. In rickets, osteomalacia and
scurvy, proper treatment results in union. Osteo-

malacia frequently heals with excessive provisional

callus.

Eighty-nine per cent of causative conditions are

known to have union occur, in most of which union

is the rule.

UROLOGY
By Tom R. Barry, M.D., F.A.C.S.

Medical Building, Knoxville

A Discussion of the Prostatic Problem. William E.

Lower. Transactions of the Western Branch Society

of American Urological Association, Vol. 1, 1932.

The anatomical existence of an enlarged pros-

tate was first described in the sixteenth century,

although the ancients recognized its symptoms. It

is found in all races, but less commonly in the ne-

gro.

Exact information as to etiology of prostatic en-

largement is still lacking.

The physiology is not clearly understood. It is

known that its secretion is suitable for the life of

the spermatozoa, but that it has an internal secre-

tion is not proven.

The second function is that of a neuro-muscular

organ aiding in the expression of semen during

ejaculation. The question as to whether the en-

larged prostate is a true benign tumor is debatable.

Infection is suggested as a probable cause of en-

largement, but this has not been borne out clinically.

Sexual stimulation seems to have no bearing.

Influence of testes. He states that the growth

of all sex organs are dependent on gonads. Bilat-

eral castration in young animals causes atrophy of

prostate, but this change is not immediate.

Various studies were conducted on animals to

determine the relationship between gonads and

prostate and to ascertain the source of the hor-

mone which governs prostatic activity. They found

that the size of the prostate is not influenced by

vasectomy. In animals in which the entire cord

was severed there was a pronounced degeneration

of the interstitial and tubular cells of the gonads

and atrophy of the prostate. The same change was
produced in the prostate by massive irradiation of

testes.

These experiments indicate that the prostate de-

generates and atrophies when the influence of testes

is removed either by castration, occlusion of their

blood supply or radiation.

The testes have two functions, to produce germ
cells and to develop the male sex hormone which
governs the development of all sex organs. The
tubular cells produce spermatozoa, but the function

of the interstitial cells is not known. The testis is

not a self-contained functioning organ, but is de-

pendent on secretions from the anterior pituitary.

Hyperpituitarism is associated with a precocious
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sex maturity, and the opposite is also true. The
pituitary has no direct effect upon the prostate, but

acts through the testes. Investigators showed that

removal of the hypophsis, inhibited the development

of the testes, prostate, seminal vesicles and Cow-
per’s glands, the result being the same as if cas-

tration had been done.

Large injections of the pre-hypophyseal hormone
into a hypophysectomized or a normal rat will pro-

duce prostatic enlargement.

The hypophysis of a castrated animal becomes

hyperactive, due to: (1) When testicles are pres-

ent they utilize the hormone from the hypophysis,

and when absent it accumulates in the blood; (2)

the testes may exert an inhibitory influence on the

pituitary. From these facts he concludes that

prostatic enlargement in aged may be but an ex-

pression of a functional disturbance of the endo-

crine system.

Active male hormones have been extracted from
urine of adult males and non-pregnant females,

from the blood and testicular extracts of animals

and from blossoms of pussy willows. Injection of

these extracts are capable of maintaining normal

function of all accessory sex organs in absence of

gonads. Enlargement of the prostate has been

produced in animals by injection of this extract.

He has extracted active hormones from urine, blood,

and spinal fluids from both males and females from

4 to 70 years of age. They found an excessive

amount of male hormone in patients from 70 to 80

who were suffering from prostatic hypertrophy.

He finally concludes that the major causative

factor in prostatic enlargement is an imbalance in

the endocrine system. He is hopeful of preventing

this condition by finding an inhibitory hormone.
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RESPONSIBILITIES OF THE PHYSICIAN TO THE PUBLIC*

W. P. Wood, M.D., Knoxville

“W THIRL IS KING, having driven out

\\f Zeus,” said Aristophanes hundreds
* * of years before the Christian era,

and today one might aptly say the same

thing. A year perhaps never previously

seen as so filled with changes in social, po-

litical, and economic affairs, which have

touched the lives of all the citizens of the

entire world. Like unto the time of Pericles

when “among educated men everything was

in dispute, political sanctions, literary

values, moral standards, religious convic-

tions, even the possibility of reaching any

truth about anything.”

As a result we are and have been assailed

with a vast literature of varied opinions on

every conceivable problem. Medicine is no

exception and especially of late we have

been given the intelligent advice of great

minds in our own and allied professions, as

well as bickered by editors of lowly journals

and papers. Out of it all, knowing that

medicine having once risen from the fear

and superstitions of savage minds, we have

no fear but that ultimately we shall have

our problems well in hand. And yet, for

the present, one dare not approach a discus-

sion of them and of our responsibilities ex-

cept in humility.

Man has ever been the product of his

heredity and his environment. The medical

man could be no different, and just as man
is answerable according to the talents en-

*Presidential Address, read before the Tennes-

see State Medical Association, Nashville, April 11,

1933.

trusted, so we expect greater things from
him with the greater capacity.

The physician's ancestry is the medical

profession with its medical lore, its world

known accomplishments, its teachings, its

humanitarianism, as well as the facts of

science. Along with these there may be less

desirable traits, which we omit tonight.

With the good there must be some bad, with

joy, some sorrow, and with pleasure some
disappointments. This heritage and the

daily experiences of practice develops for

the physician a philosophy, which is of in-

estimable value.

Philosophy plays a great role in the long

years of active practice, for it is philosophy

that pulls one out of the humdrum of

everyday existence and furnishes that in-

centive that points to higher things. It does

not always go hand in hand with medical

science for as E. Starr Judd says: “As
medicine becomes a science it passes out of

the realm of philosophy, but much of medi-

cine has not as yet reached the state of a

science.” It is a branch of philosophy-

logic, that also gives some individuals that

apparent uncanny diagnostic sense, a power

for making unrecognized deductions and

conclusions without scientific proof, — a

sense possessed by many of the great that

have passed on, and a sense worth seeking

for. Found also as a part of philosophy is

ethics—defined as a study of ideal conduct,

and thought of as the outgrowth of moral

principles. It cannot or should not be

confined to following certain dogma pre-
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scribed by organizations in the form of by-

laws. To transcend the ordinary impulses,

to face situations the danger or disagree-

able outcome of which is already realized is

called a virtue and like ethics prove a cer-

tain disinterestedness in one’s self, but

ethics is more than a virtue. It is the result

of many virtues and their application
;
it is

an environmental condition.

Though pagan in origin we find the first

references of the obligations and duties of

the physician in the admonitions of Hippoc-

rates. Since this time, no physician of

note but has been thoroughly imbued with

the spiritualistic teachings of this pagan
ancestor. Novalis said: “You touch God
when you lay your hands on a human
body.” And ever will such thoughts and

such teachings of near sacredness maintain

a spiritual relationship between the physi-

cian and his patient that will never be re-

placed by an equally effective bond. It is

this closeness and union of spirit that will

forever prevent the extinction of the gen-

eral practitioner of medicine.

Though this humanitarian principle and

bonds of spiritual relativity has withstood

the onslaught of many decades, the ever in-

creasing problems and advancing knowl-

edge of medical affairs make it imperative

that this relationship be more stabilized

by better preparation for administering

scientific relief. Spiritual comfort can be

furnished by any one, but only on the basis

of faith, and faith in the physician is based

on his ability to render efficient medical

service in time of need. This is why charla-

tanism cannot be effectively used for long,

and education is rapidly lifting the veil of

mystery from medicine. At one time we
could only treat the sick, now we can no

longer treat and advise them, we must do

even more.

All must agree with those who say that

the personal relationship between the physi-

cian and his patient must be preserved in

any effective medical service, but this suc-

cessful relationship cannot exist on a per-

sonal basis alone. On the other hand, there

is more in the art of medical practice than

the mere application of cold, scientific

knowledge. Hence there must be science,

education, humanitarianism, and common
sense. No longer can this 80 per cent of the

population be soothed by medication alone,

and these guardians of individual health

must be able to bring the newer discoveries

of science to the bedside as well as to be

able to soothe the mental pains. Can this

relationship then be destroyed? We do not

think so. When 80 per cent of the com-

munity’s ills can be most effectively re-

lieved by the general practitioner, is it un-

wise to believe that this effective service

is to be replaced by untried methods ? And
yet in many communities the profession’s

stability is threatened by combinations of

interests that need serious consideration as

to their possibilities and influence on the

entire profession.

The entrance of government, industrial

and lay foundations and other outside

agents have at times disturbed the serenity

of relationship between the physician and

his patient, but we are hopeful that in our

state some agreeable arrangements may be

had to prevent any further divorcement of

remedial practice from the family physi-

cian.

How, we may sometime ask, has it be-

come possible that these groups have under-

taken the practice of medicine? Each
answer to this represents some apparent

shortcoming of the medical profession ex-

cept in those instances of entry for com-

mercial reasons. So to combat these it be-

hooves the physician to prevent any neces-

sity for their existence by assuming their

functions.

This cannot be applied to those groups

of self-designated workers which we shall

term “uplifters,” who feel the responsibility

of an attempt to furnish first rate medical

care to every American citizen free of cost,

and regardless of merit. Groups who starve

their employees to make money to give back

in form of free medical service
;
groups who

are experts in extracting funds from those

who have it, on the hypothesis of heaven

directed missions.

We also have groups of misguided physi-

cians drawn into the Utopian stream of

what is apparent to more and more—name-

ly socialism in medicine. Free dispensaries
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without particular supervision, venereal

disease clinics, prenatal stations, tax-sup-

ported maternity hospitals, routine vaccina-

tions, chest clinics, heart stations, tubercu-

lar sanitariums, university hospitals—all

these together furnish service to many who
might belong to the practitioners. Some of

the above might be indispensable but much
has been “urged by fanatics and paid for

by fools.”

The physician is under obligation to fur-

nish his patient economic protection, but

not to distribute it to an overtaxed public.

Money is no question to the fear-stricken

parents of a sick child, but all too frequently

the cost of medical care is not the burden
laid by the attending physician. Medical

cost has increased as diagnostic acumen has

increased. It has been said that it un-

doubtedly costs more to X-ray and cardio-

graph a heart than it does to listen with a

stethoscope, and more to operate and nurse
back to health a case of appendicitis than to

give a dose of oil and send for a clergyman.

But, the great cry of high cost comes not

altogether from the public but from in-

terests elsewhere and often from those

whom it is supposed to help.

Aside from that of a personal responsi-

bility the physician is further responsible

to his patient through the community. Be-

ginning with the physician’s preparation in

the premedical sciences, his responsibility

does hot cease as long as he maintains an
active practice. The best preparation is all

too inadequate where human lives are at

stake, and when money-making, real estate

or other interests grow to that point where
they claim equal attention and time, the

true physician is no longer justified in ex-

pecting friends to subject their loved ones

to the danger of incompetent service.

No profession exists where so great a

responsibility rests upon the shoulders of

its members as in that of medicine for

keeping abreast of modern developments.

The impossibility of doing so has led to

specialization, the existence of which group

will always be a necessity, but the existence

of a specialist on the left lung does not

force the practitioner to become a “lowly

inspector of tongues.”

It may seem impossible for the general

man to absent, himself from his work for

courses of study. This is too true at times,

but it does not preclude him from attending

the discussions of his county and state pro-

grams. He owes it to his patients to keep

acquainted through the media of journals

with advances in medical treatment. Ab-
sence from these contacts lead to careless-

ness in methods, intolerance to opposed

thought and a self-satisfaction that would
never exist if he would only routinely

autopsy his fatal cases.

Preventive medicine and public health are

decidedly a part of the practice of medicine.

Though perhaps slow in the realization of

his obligations, the physician as an indi-

vidual is rapidly recognizing his place in the

scheme of things. It is my belief that pre-

ventive measures should be directed by
Departments of Health, but its work where
possible be carried on by the physicians of

the community. There are duties where the

preservation of public health demand that

they be performed through the agency of a

health department and the welfare of the

public should be sufficient incentive to ad-

just all differences, the profession not de-

nying that necessary co-operation, and the

department recognizing the fact that the

medical profession represented by the gen-

eral practitioners are cognizant of those in-

fluences which are harmful to those whom it

is supposed to serve.

Public health activities have arisen from
the awakened sense of responsibility that

man owes to his neighbor. It has em-
broiled government, philanthropist, and
various agencies into its advocacy and while

the wave of enthusiastic activity has swept

the country, the medical profession busy

with the remedial problems of the sick has

not until recently given thought even when
it was giving aid, and as a result it has been

drawn into the vortex and will with diffi-

culty extract itself, to regain the rightful

directorship of things medical. The public

now laboring under the misinformation of

organized medicine’s antagonism to preven-

tive measures, need to be correctly informed

and at the same time taught its need for the

medical man. Our organization is respon-
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sible for the existence of the health depart-

ment, and it is to be hoped that the unit

shall not outgrow the parent organization.

During the past few years there has been

an increasing number of people living to

adulthood, resulting in an apparent length-

ening of man’s expectancy. Medical science

has been given the credit, which if so, gives

the physician another responsibility, namely
that of being morally responsible for mak-
ing old age worth living. “Old age de-

ferred”: a beautiful thought; the consum-
mation of which is devoutly to be wished,

provided old age may be met with a mind
capable of maintaining pace with a body
free of incapacitating disease. This pre-

supposes the physician’s ability to recog-

nize disease at its earlier incipiency, and
requires adequate training in newer diag-

nostic procedures as well as being aware of

the importance of nonmedical environment-

al influences.

A last responsibility I would lay on the

shoulders of the physician in the mainte-

nance of the ideals and traditions of medi-

cine. Hippocrates was more farsighted

than those who believe the “code of ethics”

is out of date. These admonitions are not

for the good of the profession but for the

protection of the public, and though kept in-

violate by the physician they do not neces-

sarily make a gentleman by rules and regu-

lations, and his conduct reflects the ideals

which are within himself. What manner

of physician is there without an ideal ?

Pasteur said : “Blessed is he who has within

him an ideal; ideal of art, ideal of science,

ideal of gospel virtues. Therein lie the

springs of great thought and of great ac-

tions. They all reflect light from the In-

finite.”

Ideals and traditions help serve to keep

the practice of medicine an art, as distinct

from a business, and the heritage that is

ours is indeed a rich one—too fine to be

made the target of disrespect, too noble to

be sullied by ignoble deeds.
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AN OFFICE TREATMENT FOR THE RELIEF OF PROSTATIC
OBSTRUCTION, WITH PRELIMINARY REPORT OF CASES*

J. B. Neil, M.D., Knoxville

S
INCE hearing the epoch making paper

of Dr. T. M. Davis and seeing his

moving pictures in the spring of 1931

at Memphis, I have directed my thought

to the prostate and the tremendous problem

it presented the urologist. My interest has

led me to read every available treatise on

the subject, to study my anatomy, physiol-

ogy, and pathology.

Finally, I visited Dr. Davis at Charlotte

and observed his most beautiful work. He
convinced me that prostatic resection could

be safely done by him. But his five years

experience had given him a deftness which

I, a beginner, rather despaired of gaining

without too great a cost. Fortunately I

was financially unable to buy a machine at

this time. I had plenty of time to hear of

the embarrassment of others who were
contending with primary and secondary

hemorrhage, chills and high fever, second-

ary infection, epididimitis, embolism, cut-

ting the bladder wall and external sphinc-

ter, necrosis, gangrene, toxemia, and occa-

sional death. I knew Dr. Davis had been

severely criticised on his early statistics,

but seeing him work so impressed me that

I kept trying to arrive at some reason for

his early success, when he was working

with a small instrument not capable of the

removal of much tissue as compared to the

instruments in present use. The thought

occurred to me that there must be other

factors entering into his relief of obstruc-

tion. These, I reasoned, were slough and

dehydration of tissues which was greater

than the amount he removed. I also felt

that since most prostates are infected, a

cut into this infected tissue—especially a

clean sharp cut—would likely break down
nature’s wall and open up avenues fof

absorption into the blood stream. My ex-

perience with resection later proved this to

*Read before the Tennessee State Medical Asso-

ciation, Nashville, April 11, 12, 13, 1933.

be true. The majority of my resected cases

have had considerable rise of temperature,

but no chills or blood stream infection. The
more I studied the pathologic changes tak-

ing place in the hypertrophied prostate, the

more I was convinced of the efficacy of the

technique I shall later describe.

Since 1910, when Edwin Beer first prac-

ticed the use of fulguration for the destruc-

tion of benign pappiloma of the bladder,

we have been destroying rather large blad-

der tumors by this method. It is reasonable

to believe that if one can destroy large

tumors in the bladder, one could destroy

tumors at the neck of the bladder. I had
also read Dr. Bugbee’s report of the sixty-

nine cases he treated during 1911, 1913,

and 1917. He gave as its advantages

:

visualization, lack of hemorrhage, and not

incapacitating the patient. Disadvantages

:

inability to destroy sufficient amount of

tissue with the numerous treatments to get

results. Then most of his cases came to

prostatectomy later. In 1926, I had treated

six cases with diathermy, using McCarthy’s

cystourethroscope and Bugbee’s cold cau-

tery electrode. I had good results with very

little trouble from slough and no secondary

hemorrhage, but I also discontinued its use

on account of its tediousness.

In the meantime I had written six lead-

ing urologists, asking advice about equip-

ment and in May, 1932, bought the equip-

ment for doing prostatic resection. I was

anxious to hold several cases until I could

gain a little experience. Dr. E. P. Nicely,

physician to the Knox County Asylum for

indigents, agreed to co-operate with me in

this work. We chose an old man who

seemed to be a pretty good risk. He had

five or six ounces residual. His blood

chemistry was within normal limits. This

was a median bar type of obstruction.

After we had drained him for three days

with indwelling catheter we prepared him
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for operation. Anaesthesia; three allonal

tablets an hour before operation; hypo,

morphine l/4 ,
atropine 1/150, thirty minutes

before operation; caudal anaesthesia 35 cc

1 per cent novocaine. I then introduced the

visualized prostatic electrotome into his

bladder. My first cut proved that the caudal

anaesthesia was a failure. He nearly

jumped off the table. As the institution is

at a distance from town, no other anaesthe-

sia was obtainable. So I removed the telo-

scope and substituted for the wire loop

cutting electrode, the roller electrode sent

with the instrument—not for -treatment,

but for hemorrhage control. In fact, Mc-
Carthy tells you you can’t do what I am
doing. I turned on the high frequency gen-

erator full power cutting current and rolled

the bar carefully. This took only a few
minutes and he complained of very little

pain. Following this procedure, there was
no hemorrhage. A definite tunnel had been

made in the bar. I left an indwelling

catheter for two days. On its removal he

urinated normally. At the end of two

weeks I looked at him through the urethro-

scope with the instrument set at the veru-

montamum. I could see clearly into his

bladder, whereas, before treatment, with

the instrument so set, the median bar com-

pletely obstructed the view. With the ex-

ception of a slight hemorrhage about the

tenth day, he had made an uneventful re-

covery—no reaction of any kind; had not

even been confined to bed.

No doubt you are wondering on what I

base my claims for originality. Let me go

over the effects on the tissues of the high

frequency currents. When two tin foil

plates of exactly the same size are placed

one on the back and one on the front of the

chest, the greatest concentration of heat is

generated half way between these two

plates. This is called medical diathermy

and is used in treating pneumonia. By re-

ducing the size of the front plate, the great-

est concentration of heat is brought nearer

this plate. When reduced to a point, all

the heat is generated on the point or active

electrode. This is called fulguration or

surgical diathermy. By regulating the size

of this active or small electrode, the greatest

concentration of heat can be put at any de-

sired depth in the tissues. As I stated be-

fore, Beer, Bugbee, and Stevens of New
York had used diathermy back in 1917

;

also Luys of Paris and a surgeon of London

whose name I have forgotten.

The first cutting current was developed

for Dr. Collins of New York in 1923 by

Wappler and Company of New York. The

higher powered generators were developed

later, early in 1931 I believe, and were

designated surgical units. Our minds

seemed to have been centered on the cutting

current cutting with no thought to use this

powerful high frequency current in other

ways. By using the roller electrode (the

size of which seems scientifically correct

from my results), with the prostatic elec-

trotome cutting current full power, an arc

is formed in the tissues. A certain amount

of tissue on the surface is thrown into dis-

solution and consumed. Beyond the area

actually destroyed by this electric arc, suf-

ficient heat is generated to cause dehydra-

tion of adjacent glandular structure. In

my cases there has been very little charring.

The normal prostate is 88 per cent water.

It is generally known that it is impossible

to demonstrate the operation of prostatec-

tomy on the cadaver for the reason that the

prostate has shrunk to such an extent from

dehydration. A large percentage of pros-

tates contain cystic areas which also makes

dehydration an easy conclusion. Examina-

tion of patients with the urethroscope three

weeks after operation show a tunnel or

canal of good size. At the time of treat-

ment, enough surface tissue is not destroyed

to make this size canal. So far as I know,

no one has used exactly this technique in

handling prostatic obstructions. It has all

the advantages mentioned by Bugbee ;
good

visualization, no hemorrhage and not in-

capacitating the patient; with none of his

disadvantages. My twenty-five cases have

required an average of two treatments to

rid them of residual urine. With my
present knowledge, I am sure one treatment

would have cured some of them, had I

waited longer between treatments. My
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second case was a man with atrophic,

sclerotic median bar, carrying a constant

residual of eighteen ounces, which dropped

to between three and four ounces in ten

days. I am sure one treatment would have

cured him had I given him more time. He
was in my office a few days ago and had

drams two, practically no residual. This

man runs an apothecary shop from which

he lost no time except while in my office for

treatment. I have done twenty-five cases

with uniformly good results and no mor-

tality. In fact, they have had no reaction

of any kind and no after-pain. Thirteen

of these cases had acute retention of urine

with large residuals. I feel fortunate in

that they cover about every type of pathol-

ogy. Nine cases were median bar to which

this treatment ia especially applicable.

Five of these cases were carrying large

residuals. One was a terminal case with

over 1200 cc residual.

A cystogram revealed a bladder nearly

destroyed with atrophy from back pres-

sure, diverticulosis, and areas seemed to

be only mucous membrane. I treated him
in my office with only local anaesthesia 1 oz.

of 1 per cent tutocaine in urethra. After

his obstruction was relieved, his bladder

muscle was not capable of forcing the urine

out. With a 22 F soft rubber catheter in

his bladder I injected twelve oz. permanga-

nate solution. This would return through

the catheter only by pressure on the blad-

der. In time the tone of his bladder im-

proved and the last time I saw him he had

only four oz. residual, and his kidney func-

tion was normal. He has gained 42 pounds

in weight. One case was a bi-lobe middle

lobe split in two by the trigone muscle. An-

other interesting case was a physician who
had had a prostatectomy twelve years ago

in Nashville. He had all the classical

symptoms of prostatic obstruction. Four-

teen oz. residual. Both lateral lobes and

middle lobe had returned. Two treatments

cured him.

Twelve of the cases were both lateral

lobes and middle lobe. One such case was
interesting, because after the first treat-

ment he seemed to be cured
;
he went three

weeks without residual urine and with no
symptoms. At the end of this time he com-

plained of frequency, terminal pain and
terminal hematuria. I passed a urethro-

scope on him and found a white glistening

object, not unlike a small marble, peduncu-

lated and floating ball valve like in the pro-

static urethra. I removed it with the wire

loop and it proved to be a spheroid of hyper-

trophy. Two weeks later I destroyed two
much larger such spheroids. His terminal

hematuria came from the mucous mem-
brane of external spinchter and not from
the area treated.

One other interesting case was referred

to me in 1926 by Dr. Guy Giffin of Dayton,

Ohio. At that time I passed a urethroscope

on him and found his bladder, bladder neck,

and prostatic urethra completely covered

with cystic tumors of varying sizes. In

fact, you couldn’t see anything but cysts

crowding around the cystoscope. The cysts

were fulgurated seven or eight times by my-
self and other men on the staff of the city

hospital. I also treated him by prostatic

massage, believing at that time the cause of

the tumors was a chronic prostatitis. I lost

sight of him until May, 1932, when he came
in with severe pyelitis, chills, high fever,

and acute retention of urine. I advised him
to go to the hospital at once. But he had no

money and refused charity—-so I treated

him at home with indwelling catheter,

forced fluids, urinary antiseptics, ketogenic

diet, and bladder irrigations of permanga-

nate of potash 1 8000 solution. He improved

rapidly. His first visit was May 1, 1932,

and on May 23 I gave him the first treat-

ment with the roller electrode as previously

described. The cystic tumors were greatly

reduced in number, but the entire region be-

tween the verumontanum and internal

spinchter was fibrosed, practically filling

the bladder neck. His trigone was greatly

hypertrophied. This always accompanies

median bar obstruction. He also had large

bas fonde, diverticulosis, and cellules. In

fact, his was a typical picture of bar type

obstruction. At this time he is apparently

well. He has less than half ounce residual

urine. His kidney function is normal. I
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treated him three times. He has gained

thirty-two pounds and is back at work as

a mechanic. He hadn’t worked for three

years previously. He is feeling so well that

he refuses further treatment. The inter-

esting thing about this case is the man’s

age
;
he is only thirty-two. I feel sure that

his trouble began as a prostatitis and pos-

terior urethritis and that the cystic changes

(tumors) were evidence of an underlying

fibrosis. In 1921 he had acute gonorrhea

from which he never completely recovered.

In this case one may follow with Motz and

Finger the pathologic changes in the tis-

sues from the earliest stages of the acute

gonorrheal inflammation.

In median bar cases I have confined

treatment to median line with the idea of

conserving Bell’s muscles of the trigone,

thereby hoping it would regain its normal

function. Dr. Hugh Young, in a mono-

graph published in 1918, described the func-

tion of the trigone muscle. He claimed that

the internal sphincter of the bladder was

not a circular sphincter and that the open-

ing of the bladder neck was not an inhibi-

tory action but was due to the contraction of

the trigone, thereby causing it to shorten

and broaden, and in so doing pulled open

the weaker arcuate muscle of the internal

sphincter. This was later proven by Wes-

son’s work on the physiology of the trigone

and vesicle neck.

Most of my cases have had some slight

hemorrhage between ten days and two

weeks. It is then that the slough is separat-

ing. Some frequency and terminal pain

are developed. This in turn causes conges-

tion, swelling, and hematuria. So when a

patient develops much frequency and ter-

minal pain, to prevent hemorrhage I intro-

duce a good size indwelling catheter, leave

it for two or three days and irrigate the

bladder with a mild antiseptic solution.

The bladder and bladder neck thus being at

rest, the congestion and swelling quickly

subside. It is important that the catheter

be kept open and draining. It have not

been unmindful of the hazards I might en-

counter in this method of treatment. I

was and still am fearful of serious massive

secondary hemorrhage from slough, but not

near the slough has occurred that was ex-

pected. When I started this work I was
aware of McCarthy’s statement that deep

coagulation would be followed by slough,

secondary hemorrhage, necrosis of tissue,

toxemia, and death.

Since none of these complications have

occurred in my cases, I am strengthened in

my belief that my method is dehydration

rather than coagulation.

Patients should be just as carefully pre-

pared for this operation as for resection or

prostatectomy
;
catheter drainage for a few

days, forced fluids, kidney function tests,

blood pressure, cystogram to rule out di-

verticulum and stone in the bladder. The
patient should have a careful general physi-

cal examination. If there is much infection

in the bladder it should be irrigated for a

few days.

This procedure is not so simple as it

may seem. Any man attempting this opera-

tion should be an experienced urethroscop-

ist and know well his anatomy, physiology,

and pathology. One may do about as much
harm with the roller electrode as with the

wire loop, if any tissue other than the en-

croaching prostate be rolled. For instance,

this roller would burn a hole through the

bladder wall.

Summary
1. An originality of method with cutting

current of electricity and roller electrode.

Actual destruction or dissolution by electric

arc of superficial tissue and dehydration of

adjacent underlying glandular tissue. The

dehydration without destruction is much
greater than tissue actually consumed or

destroyed.

2. Advantages: simplicity, office proced-

ure, local anaesthesia, perfect visualization,

no hemorrhage, patient not incapacitated,

no reaction, lack of complications, ability to

remove sufficient amount of tissue, economic

advantages.

3. Possible disadvantages: Slough and

secondary hemorrhage.

DISCUSSION
DR. G. R. LIVERMORE (Memphis) : I have en-

joyed Dr. Neil’s paper very much. He certainly is
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to be congratulated upon the results that he obtains

by his method. Some years ago I reported some

results in the treatment of these cases with the

Collings electrotome. As you know, there is far

less cutting power in the Collings electrotome than

there is in the present McCarthy unit; so if we were

able to accomplish results with a current with far

less cutting power, then of course Dr. Neil has

unquestionably hit upon a plan which is going to

be far more effective than that which I was able to

do with the Collings electrotome. We had some

most happy results.

I am sorry to tell Dr. Neil, however, that he has

been preceded in his work by Dr. Tom Kerwin, of

New York. Kerwin in the January issue of the

American Journal of Surgery, 1933, states: “Pur-

suing the study of this principle of low heat, I

found that in certain types of hypertrophy the

mere application of conservative shrinkage with-

out carrying out actual resection reduced the mass
obstructing the outflow of urine to such an extent

that subsequent resection was unnecessary. These

observations upon shrinkage led me to modify the

apparatus which I employ, replacing the cutting

wire electrode with a roller, which I applied to the

vesical neck in accordance with the same technic,

heating the tissues, but not excising them. The
immediate results have been most encouraging.”

Personally, I feel that Dr. Neil, working inde-

pendently, has hit upon the right idea and his

method will prove valuable as we learn more of

what it will accomplish and the proper technic for

its application. So far in the cases in which I have

used it, so little time has elapsed that I am not in

a position to make any positive statements, al-

though I have been most gratified at the freedom
from complications and the disagreeable after-

effects even when done in the office. We have had
a few cases of hemorrhage within four or five or

ten days following the operation, but nothing that

has required an indwelling catheter to control.

I certainly am glad to have heard the Doctor’s

paper, and I have enjoyed it very much and con-

gratulate him upon his work.

DR. J. B. NEIL (Knoxville) : I am familiar with

the work of Dr. Kerwin. Dr. Kerwin is using low
amperage, whereas I am using exceedingly high

amperage. He may be using the same instrument

and the same electrode, but since I am using an

entirely different current of electricity, that makes
my method entirely different from his. In my opin-

ion, low amperage is not original with Dr. Kerwin.

A Mr. Lowery, who has a radio tube generator and

a radio knife on the market, first advocated low

amperage eight years ago. He took the matter up

with Wappler & Co., of New York, and they have

recently advocated its use in an experimental way.

Low amperage is that field in diathermy or high

frequency which has never been used before. As
its name implies, it is of low power. In my opin-

ion, this low amperage may affect certain tissue

—

say, soft glandular structure. But when you con-

sider that a great many prostates contain dense

fibrous connective tissue (spheroids of hypertro-

phy), you can realize that low amperage would
have no effect on this tissue. I have had several

such cases in my series, and it took several treat-

ments to destroy them. The main objection to low

amperage would be the numerous treatments it

would take to get results.

This method of treatment can be used on patients

who would not stand any other operative procedure.

I have two cases in mind that would illustrate this

point. I went to Harlan, Ky., two weeks ago yes-

terday to treat a man who had been pronounced

hopeless by another urologist. This man had had
an attack of bulbar paralysis. Previous to the at-

tack, his blood pressure had been running over 230

systolic. Following the attack, it dropped to 120

systolic, and had been fluctuating between 120 and
over 200. It was 190 the day I treated him. He
could only mumble a few words and seemed to be

indifferent to his surroundings. His heart was
very irregular and weak. The treatment didn’t

seem to upset him in the least, and his condition

was just as good as before treatment. Before treat-

ment he had complete obstruction. I heard from
him Sunday. He was passing a good stream, and
said he felt better than he had in months. He had
carcinoma of the prostate, and of course we don’t

expect to cure him.

The other case was a very feeble old man (91

years of age). I treated him with no anaesthetic of

any kind.

I want to thank Dr. Livermore for his discussion.
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THE PRESENT STATUS OF HORMONE THERAPY IN THE FEMALE*

J. C. Ayres, M.D., F.A.C.S., Memphis

WHILE most of the ductless glands

are involved directly or indirectly

in sex and procreative activity, this

discussion must of necessity be confined to

those glands directly involved, i. e., the

pituitary, the ovary, the Graafian follicle,

the corpus luteum, and the placenta.

In many respects the pituitary is the most
remarkable of all the endocrines. Through
some of its hormones, it is able to set in

motion the activities of other glands, act as

a ‘governor for them and maintain equilib-

rium between them—at times it even ap-

pears to act for them. We might almost

call this gland the “physical soul” were it

not that the very hormones whose activity

is stimulated by its secretion often be-

have as inhibitors to further pituitary ac-

tivity. For instance, the estrogenetic hor-

mone of the anterior pituitary lobe (an-

tuitrin) sets in motion a correlated hormone
of the ovary (estrin folliculin), and this

hormone in turn inhibits further pituitary

activity.

At a certain time in animal life, fixed by
heredity and varying with the species, the

anterior pituitary growth and sex hormones

acting through the gonads, and under the

influence and control of the thyroid, pro-

duce the changes incident to adolescence.

It is probable that the thymus holds these

changes in abeyance until the general or-

ganism has reached a certain stage of devel-

opment and growth.

Under the influence of further antuitrin

activity there develops within the ovary an

egg inside a small sac (Graafian follicle),

which, under the influence of antuitrin,

rises to the surface of the ovary and rup-

tures, liberating the female sex hormone

—

estrin (folliculin, theelin). Further (or

another) anterior pituitary hormone stimu-

lates, within the crater of the ruptured

follicle, development of a yellowish mass of

*Read before the Tennessee State Medical Asso-

ciation, Nashville, April 11, 12, 13, 1933.

cells, the corpus luteum. These cells not

only elaborate more estrin than their

predecessor, the Graafian follicle, but also

an additional hormone, progestin (lutein),

which has the power of modifying and moli-

fying estrin activity.

Estrin sensitizes the uterus to progistin

activity, causing proliferation of its lining

membrane preparatory to the bedding down

(nidation) of the fertilized egg (zygote).

This nidatory action of progistin is im-

possible without previous priming by

estrin. The corpus luteum persists until

toward the middle of the menstrual cycle

and holds in abeyance further follicle ripen-

ing and ovulation. This effect is probably

due to the inhibitory action of estrin upon

antuitrin as well as the direct influence of

progistin upon the follicle. And so we ar-

rive at a point of dead center in the mechan-

ism of the menstrual cycle. Antuitrin,

estrin, and progistin are in a state of

equilibrium.

If the egg now in the fallopian tube fails

to become fertilized, the corpus luteum

atrophies, estrin activity ceases and a fresh

supply of antuitrin is liberated, causing the

uterus to bleed and throw off its recently

proliferated (now necrotic and mucified)

lining membrane (menstruation) and by

its (antuitrin’s) action upon the ovary start

a new cycle of sex activity.

If on the other hand the egg becomes

fertilized, the trophoblastic cells of the re-

sulting zygote produce a hormone that pro-

longs the life of the corpus luteum, men-

struation is suppressed, there is further

proliferation of the endometrium and the

ovum is buried within its folds. When at

about the eighth week of gestation, the

embryo has established biological contact

with the mother, the anterior pituitary sex

hormone actuates the placenta to the elabo-

ration of several important substances, in-

cluding large quantities of estrin and pro-

gestin.
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As pregnancy progresses, the synergizing

and antagonizing influences of the hormones
is so nicely adjusted that the growth and
developmental forces are in the ascendency

and the sensitizing and oxytoxic forces are

in abeyance. So it seems that the preg-

nancy might be indefinitely prolonged were
it not for the appearance upon the scene of

a new estrinogenetic substance emmenin.
This hormone is similar to antuitrin in

many respects but differs from it in that

emmenin does not activate progestin and is

not suppressed by estrin. Emmenin causes

the placenta to produce an excessive supply

of estrin, which finally overbalances pro-

gestin, suppresses antuitrin and sensitizes

the uterus to the oxytoxic principle of the

posterior pituitary gland (pituitrin).

Throughout the normal sex life, pituitrin

produces rhythmic contractions in the

estrin-sensitized uterus. The strength of

these contractions varies directly with the

amounts of free estrin in the blood. They
occur in a small way during the menstrual
cycle—ebbing and flowing with the alter-

nate ascendency of progestin and estrin.

At the end of gestation when large quanti-

ties of estrin have been liberated—literally

flooding the entire organism— the uterus

becomes highly sensitive to pituitrin and
labor ensues.

With our present knowledge of the action

and interaction of the sex hormones during
the normal menstrual cycle, we are able in

a given case of dysfunction to arrive at a

fairly accurate estimate of the amount of

each hormone in the blood.

This fact was proven by Kurzrok using
his own method of quantitative assay of the

estrin excretion in the urine and Zondek’s

method of estimating the Antuitrin output.

Kurzrok and Ratner estimated that a

normal woman, throughout her active sex

life, except during pregnancy, excretes in

her urine ten to twenty (rarely thirty) rat

units per litre of urine. There is a slight

variation during menstruation. Zondek
could not find Antuitrin S. in the urine of

normally menstruating women, so drew the

natural conclusion that in these cases all

of this hormone was utilized and consumed

in the processes that it activated and in

direct ratio to that activity.

The following is Kurzrok’s table for the

estimation of estrin and the follicle stimu-

lating hormone in the urine as an index of

therapy in menstrual disfunction.

Type I. Estrin—present; APH-A—absent.

(A) Estrin 10-20 rat units per litre normal func-

tion.

(B) Estrin 10 rat units per litre hypofunction,

oligomenorrhea or hypomenorrhea, occasionally

amenorrhea.

(C) Estrin 20 rat units per litre hyper function,

polyhormonal amenorrhea of Zondek, polymen-

orrhea and hypermenorrhea, cystic and

glandular hyperplasia of the endome-

trium.

Type II. Estrin—absent; APH-A—absent. Dis-

tinct hypofunction with amenorrhea, hypomen-

orrhea or oligomenorrhea.

Type III. Estrin—absent; APH-A—present. Ces-

sation of ovarian function—castration, radiation,

spontaneous menopause, menopause precox.

Type IV. Estrin—present; APH-A—present. Preg-

nancy. Genital carcinoma in women of child-

bearing age. Glandular syndromes— thyroid,

pituitary.

It is obvious that the symptoms-complex

of these imbalance syndromes will not tally

with the amounts of hormones in the urine,

unless the patient has a normal basal meta-

bolic rate. Therefore, an essential feature

of hormone therapy is the restoration of

thyroxin to normalcy—either by surgery or

substitution therapy. In many cases we
will find that our patient needs no other

treatment.

The restoration of balance between the

three hormones (antuitrin, estrin and pro-

gestin) will depend upon the increase or

decrease of one or more of them. We can

increase activity by the administration of

an activator or by substitution or both. We
can decrease activity by the administration

of a specific inhibitor or by X-ray or sur-

gery. Fortunately we have standardized

commercial products available either for

substitution or control.

Some of the names given to the anterior

pituitary sex hormone (or hormones) with

its functions and indications follow:



188 HORMONE THERAPY IN THE FEMALE—Ayres May, 1933

Names: Antuitrin, APH, APH-A&B, RHO,
RHO-I&II.

Prolan, Prolan-A&B.

Anturin-S (P. D. & Co.).

Follutein (Squibb).

Gynantrin ( Searle )

.

Functions: Growth and development of gonads.

Follicle ripening and ovulation.

Leutinization.

Controls oestrin and progestin output.

Therapy: To stimulate oestrin, give small doses

for several days following the men-

strual period.

To stimulate leutinization for the sup-

pression of oesterin, give large doses

from the 13th day of the menstrual

cycle.

There are said to be thirty-five names and

synonyms for the Follicular Female Sex

Hormone. A few of the names most com-

monly used with the functions and indica-

tions are given below.

Names: Folliculin; Female Sex Hormone,

CEstrin; Thyhydroxy-cestrin
;
Dioxyes-

trin;

Thelykinin; Feminin; Menformon;
Thelin, Thelol, (P. D. Co.).

Thelestrin ( Garnrick)

.

Progynon (Shering).

Sistomensin (“Ciba”).

Amniotin (Squibb).

Functions: Hyperlasia of uterus, vagina, external

genitalia and breasts.

Inhibits Anterior Pituitrin action.

Primes Uterus for Progestin action.

Sensitizes Uterus to Post. Pituitrin.

Therapy: Substitution therapy when no ovarian

function.

To depress or inhibit Anterior Pituitary

action.

Unfortunately there is not available at

the present time a potent commercial pro-

gestin. There are many excellent extracts

of corpora lutea but they all contain both

estrin and progestin. Progestin in a pure

form has been made in the laboratory from
corpora lutea, but the supply is too limited

and therefore too expensive for clinical use.

However, several investigators are at work
upon methods of extraction from placentas,

and it is hoped that within a short time pro-

gestin will be available for therapeutic use.

Until that time we must depend upon the

rushing effect of antuitrin, that is, give

such large doses just at the time of ovula-

tion (about the fifteenth day of the men-
strual cycle) that the corpus luteum forms
before a full dose of estrin can be

elaborated.

The cheapest and most abundant supply

of the anterior pituitary sex hormone is the

urine of pregnant women, and Antuitrin-S

and Follutein are derived from this source.

Both of these products, standardized for rat

and mouse units, are put up in convenient

form for administration. While pregnancy
urine is very rich in estrin and most of

the commercial products are derived there-

from, Amniotin is produced from the fetal

fluid of cattle and its manufacturers claim

that it is richer in estrin than those ex-

tracted from urine.

The employment of very minute doses of

X-ray to stimulate glands to further activity

and larger doses for the purpose of slowing

down or completely stopping glandular ac-

tivity has long been known and the use of

these and surgical methods are too familiar

for discussion here except to call your at-

tention to the more recent applications of

both of these measures to the anterior

pituitary gland.

It is obviously impossible in the time

allotted for me to go into detail as to the

dosage and methods of administration of

these hormones, but I will take time to lay

down some broad general principles of

using Kurzrok’s estimation groupings as a

basis for the indications.

Type I. Estrin—present; APH-A—absent.

(A) Normal.

(B) Estrin 10 r.u. per litre.

(1) Under development. Give small doses an-

tuitrin over long period.

(2) Hypo-follicle. Give moderate doses an-

tuitrin 3d to 8th day after menstrua-

tion—to develop follicle and increase

estrin.

(C) Estrin 20 rat units per litre, estrin needs

lutein curbing. Give large doses antui-

trin to rush corpus luteum immediately

after ovulation.

Type II. Estrin—absent; APH-A—absent. Pri-

marily antuitrin deficiency. Give large

doses of antuitrin for month or two, then

add small doses of estrin.
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Type III. Estrin—absent; APH-A—present. No
ovary activity—castration, etc. Estrin

small doses every day until symptoms

subside.

Type IV. Estrin and APH-A— both present in

large amounts. Surgery, radium, X-ray,

etc.

Conclusions

The normal as well as the abnormal ac-

tivity of the hormone system is fairly well

understood. We are not particularly in-

terested in whether follicle ripening and

corpus luteum formation are the results of

two separate anterior pituitary hormones
(prolans A & B), two isomeres of the same
compounds or different size doses of the

same substance. The probability is that

follicle and corpus luteum formation are

parts of one process actuated by the con-

tinued presence, and increase, of one hor-

mone (Antuitrin).

Undoubtedly the enormous number of

possible combinations of the hormones,

taken together with the many undetermined

factors of menstrual dysfunction, are re-

sponsible for the disappointment that most
clinicians have experienced in the applica-

tion of gland therapy. However, if we the

clinicians, will match fhe energy, intelli-

gence and zeal of the research workers with

the same degree of honesty, intelligence, and

caution we will within the next few years

develop a hormone therapy that will be

worth while.
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SURGICAL TREATMENT IN CHILDREN*

R. G. Waterhouse, M.D., Knoxville

T he surgical treatment of
DISEASE of infants and children has

generally speaking not received the

attention it deserves. The treatment of

diseases of children in general has, and very

rightly so, become a specialty, but the em-
phasis has largely been on medical pediat-

rics and surgery of children has been too

greatly neglected.

Most of the common surgical diseases of

adults are encountered with varying fre-

quency in children. But in children the

symptomatology and the clinical course of

a disease vary greatly from that seen in the

same condition in adults.

In the adult we are dealing with mature
or more or less fixed organs and tissues,

each organ and the organism as a whole
having attained their normal function. In

the child we are dealing with an organism
which is not yet functioning fully, but is

still going through the process of adjust-

ment to environment. The tissues are con-

stantly growing and developing. As an or-

ganism the child is almost exclusively con-

cerned with growth. Assimilation for the

purposes of growth and development is its

prime function. The liver, that great

chemical factory, is actually and relatively

larger and more important in the infant

than any other gland. The digestive system

at this age is paramount. So it is that, the

earliest symptom of any disease in infants

and children is likely to be some disturbance

of the digestive tract, usually vomiting or

diarrhea. The nervous system is relatively

undeveloped. Due to this lack of develop-

ment, pain and tenderness, so valuable in

diagnosis of diseases in adults, are not of

much help. Second in importance to the

digestive system are the glands of internal

secretion and the autonomic nervous sys-

tem.

The developing organism is governed

*Read before the Knox County Medical Society,

Knoxville, October 4, 1932.

largely by the endocrinous glands in con-

junction with the vegetative nervous sys-

tem. Any abnormality in these structures is

shown by a corresponding abnormality of

growth and development. Cretinism in in-

sufficient or absent thyroid secretion, excess

adipose tissue in hypopituitarism are ex-

treme examples.

The development of each part or organ is

interdependent upon the development of

every other part and organ. Lack of de-

velopment or abnormality in one part will

result in over or under development in other

parts. So the development and normal

function of a part must not be hindered by

the surgeon.

For about six months after birth the in-

fant possesses immunity or relative immu-
nity to certain diseases, this immunity hav-

ing been transferred to it from the mother’s

blood. But other and more lasting immuni-

ties must be built up by each individual or-

ganism. This is gradually, not immediately,

accomplished ; so, in general, diseases run ?

more acute course in infants than in chil-

dren and in children than in adults, mak-

ing prompt diagnosis and treatment impera-

tive.

In, surgery we are progressing from the

anatomical to the physiological operation.

We are giving function, not form, the first

consideration. If this is important in

operations on the adult, from the foregoing

it would seem, it is ten times more im-

portant in the case of the child. Here, to

recapitulate, we are dealing not with mature

or more or less fixed organs and structure

which have attained their normal functions,

but with tissues constantly growing and

developing. We may utilize these tenden-

cies, but we must not in any way interfere

with their progress.

Certain classes of cases are always con-

sidered as poor surgical risks
;
first, the very

young, second, the very old, third, those

enfeebled by acute or chronic diseases, and

fourth, those physically or nervously ex-
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hausted. In all these cases vitality is low

but there is this difference: in the very

elderly all changes are regressive, there is

no tendency toward development and little

toward repair
;
in the enfeebled the tenden-

cy is toward a restoration of normal, while

in children there is not only the tendency

toward return to normal but also the phys-

iological developmental and growth im-

pulses.

These normal tendencies of nature we
may utilize. For example, in fracture of

the femur in a child, if we can secure and
maintain good alignment, we need not

worry about shortening
; the normal regula-

tion of growth will take care of that.

In acute osteomyelitis, competent drain-

age must be established, but not at the need-

less sacrifice of muscles, tendons, vessels,

and nerves. The approach should be made
avoiding important structures g o i n g
through the normal fascial places when pos-

sible. At the primary operation don’t bo

too radical, establish adequate drainage and
stop. Then allow nature to wall off the

sequestra, build up the involucrum, and ?
J

after operations remove sequestra and such

parts of old bone and involucrum as are

interfering with healing
;
then it is surpris-

ing how much nature will do toward secur-

ing a perfect result. If the periosteum or

endosteum or both are spared intact prac-

tically a whole new shaft may be formed
The first operation in osteomyelitis is to

save life. The last operation, and there may
be many, cures the disease.

There is an idea prevalent among th Q

laity that many ills of childhood will be

“outgrown.” This idea like many of the

home remedies has a certain amount o^

truth back of it. But the profession must
not sit back and wait for growth to per-

form a miracle; we must not only under-

stand the possibilities of nature to correct

defects, but also its limitations, and we must
study very carefully the obstacles which

may lie in her path and help in their re-

moval. For example in hare lip and cleft

palate. The lip should be repaired as soon

as the child is gaining normally, that is, if

possible within the first two to eight weeks

after birth, in order that the lip may exert

its normal moulding influence on the palate.

The palate operation may then be postponed

until the child is a year to eighteen months

old. It is surprising to see how much the

palate defect will be improved just by this.

Where the cleft is complete through the

alveolus this portion will often be complete-

ly approximated by time for the- palate

operation. Personally I like to have these

cases brought in frequently after the lip

operation so that manual pressure may be

exerted from time to time to aid nature in

this closure.

So much for the physiological considera-

tions. With better knowledge about feeding

babies, about the importance of keeping u*>

fluids enterally and parenterally for the

dilution and elimination of toxins and pre-

vention of acidosis, and with free use of

transfusions of whole blood, we are coming

to look upon children and even babies as nof

only justifiable, but under proper handling

fair risks, and this makes much more im-

portant the matter of early diagnosis.

In general the younger the child the

greater the difficulty of diagnosis. We do

not realize how much importance we should

attach to subjective symptoms in arriving

at a diagnosis until we reach the bedsid°

of a sick infant. If the mother or nurse is

intelligent and observant the time spent in

accurate questioning will be amply repaid.

As stated above, nearly all the surgical

ills seen in adult life are seen with varying

frequency in infants and children. Holt

and Howland state that they have neve”

seen peptic ulcer of the stomach, but in very

young children there is at times bleeding

from ulcer of the stomach usually due to

a hemorrhagic condition and seen soon after

birth. Peptic ulcer of the duodenum how-

ever is fairly frequent. Definite diagnosis

however is very difficult and surgery rarely

indicated.

Chronic appendicitis is rare in children

but all the forms of acute appendicitis seen

in the adult are found in children from

catarrhal to suppurative and gangerous. In

older children the usual symptoms of vomit-

ing, generalized pain becoming localized in

the right lower abdomen, tenderness and
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muscular rigidity, usually with some fever

are present.

In younger children, that is under six

years of age, vomiting is perhaps the most

constant symptom. Pain may be evidenced

only by restlessness, irritability and crying.

Muscle spasm and tenderness are very hard

if not impossible to make out, because the

child will resist every touch.

There is usually an elevation of tempera-

ture and leucocytosis of 10,000 to 20,000

with a relative increase in the polymorpho-

nuclear leucoytes but this must not be relied

upon especially if the child has had a long

trip to doctor or hospital.

There is very frequently flexion of the

right leg at the hip in appendicitis in in-

fants and disinclination to move either leg

or to be moved. Though the latter is a

much more common syndrome in peritonitis.

Constipation is the rule but early diarrhea

is not uncommon and may be the first symp-

tom noticed and has often led to appendicitis

being diagnosed as an ordinary gastroin-

testinal attack until abdominal distention

occurred, indicating a generalized peritoni-

tis.

The most important point in differential

diagnosis is careful examination of the

chest.

If an appendix ruptures in a child general

peritonitis occurs more often than a local-

ized abscess and though the prognosis of

generalized peritonitis is better in children

than adults the mortality even with opera-

tion then is about forty per cent. Our only

hope then is early diagnosis and operation.

Intussusception is perhaps the most im-

portant acute surgical condition in infancy,

fully three-fourths of the cases occur before

age of one year. The clinical picture is as

a rule as classical as rupture of an ectopic

pregnancy, but at times diagnosis may be

extremely difficult. The onset is usually

with very severe pain followed soon by

vomiting, first of stomach contents, later

of bile. In older children the vomitus later

becomes fecal in character, in the younger

ones usually not. But don’t wait for fecal

vomiting to occur before making a diag-

nosis. It is a late symptom, therefore when

present the prognosis is more grave. At

first there is no fever, the abdomen is re-

laxed and usually a mass can be made out

in the epigastrium or left iliac fossa. The
pain is paroxysmal or intermittent in type,

and much more severe than that of ordinary

colic. Bloody stools followed by blood stools

are almost a constant symptom. In fact

here again diarrhea may be the earliest

symptom. Tenesmus is present if the intus-

susceptum has descended as far as the rec-

tum and often the mass can be felt on rectal

examination. Careful examination should

always be made because in the chronic cases

where pain, vomiting, and bloody discharges

are usually wanting, and there is only wast-

ing and diarrhea, finding the tumor alone

leads to the correct diagnosis. The tumor is

present early in the disease. In nine-tenths

of the cases it can be made out before the

abdomen is opened, although it may not be

made out until the patient is under anaes-

thesia, but during the first twenty-four or

even forty-eight hours after onset the ab-

dominal walls are soft, relaxed and aid

examination.

In the acute forms prostration and shock

are present early and the temperature may
be subnormal. Babcock says in an infant

under one year of age with shock, sub-

normal temperature and symptoms of ileus

always think of intussusception. A rapidly

rising temperature is a bad sign. In the

acute cases the prognosis depends on the

time which elapses before operation. The

mortality is usually stated as thirty-seven

per cent during the first day, when the tumor

is reducible. When the tumor is irreducible

the immediate mortality may be eighty per

cent or more—our only hope is early opera-

tive interference.

The other common forms of obstruction

of the alimentary tract, strangulated hernia

and hypertropic pyloric stenosis will be dis-

cussed. Such anomolies as atresia of the

duodenum or upper ileum are rarely diag-

nosed during life and frequently are so ex-

tensive or multiple as to offer little hope

from surgical treatment.

Imperforate anus of the various types is

diagnosed by the wide awake obstretician

and surgery is indicated. It is not within
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the scope of this paper to take up all the

various malformations amenable to surgery.

Cases of undescended testicle should of

course be operated early. First, because the

function of the testicle in development should

by no means be lost. Second, because malig-

nancy may develop in the undescended tes-

ticle.

In the case of hypertrophic pyloric ste-

nosis I merely want to mention the diag-

nostic points of projectile vomiting im-

mediately or soon after feeding often of

more food than was taken at the last feed-

ing, the absence of signs of indigestion, the

presence of fullness of the upper abdomen
with empty lower abdomen, and the visible

peristaltic waves when the stomach is full.

The use of atrophine will rule out pyloro-

spasm because it will not give relief in true

hypertrophic stenosis.

The treatment of hypertrophic pyloric

stenosis is surgical. It is interesting to note

that gastro-enterostomy was first tried for

the relief of the condition but without much
success. It could be performed accurately

and quickly enough, but in analyzing these

cases it seems to me there was too much per-

version of function. The normal physiology

of the stomach, duodenum, bile, and pan-

creatic passages was too much interfered

with in this side tracking. Perversion of

function in children always brings un-

toward results.

Rammstedt first divided the hypertrophic

muscular ring at the pylorus in the longi-

tudinal axis of the bowel and sewed up in

the opposite direction. This worked better.

Then one day one of his little patients went

bad on the table and he was forced to close

the abdomen after dividing the hyper-

trophic ring but without suturing the wound
in the stomach. This patient, much to his

surprise, got along so well that he discon-

tinued the sewing and today the Fredet-

Rammstedt operation is the surgical pro-

cedure of choice, because of the small

amount of time necessary for the operation

and the usually good result. But it is a

delicate operation and by no means to be

undertaken by the heavy handed novice.

Hernia in infants is common, being seen,

according to various statistics, in four to

five per cent of children. Umbilical hernia

is frequent, but oblique or indirect inguinal

hernia is more frequent. All other forms
are rare. The direct type of inguinal hernia

very rarely if ever occurs in infants. The
chronic irreducible but non-obstructed and
non-strangulated type of hernia seen in

adults due to adhesions between the sac and
its contents, often as the result of pressure

trauma from a truss, is not seen in children.

Strangulated hernia on the other hand is

not as rare as the older literature would
lead one to believe. In children obstruction

or strangulation or both occur whenever a

hernia becomes irreducible. Next to intus-

susception strangulated hernia is the most
common cause of intestinal obstruction in

infants.

As early as 1902 Estor was able to col-

lect from the literature two hundred and
twenty-five cases of strangulated hernia in

children under the age of two years, one

hundred and twenty of which occurred

within the first six months of life. Two
hundred and five of the cases were inguinal

hernia and all in males. He states the fre-

quency of strangulation in infants as com-
pared to adults as one to sixty-two.

The etiology of hernia in infants does

not differ from that in adults.

In speaking of indirect inguinal hernia in

the adult we are accustomed to speak of two
types of sac.

(1) The so-called acquired sac which
does not communicate with the

tunica vaginalis and

(2) The congenital sac which does so

communicate.

More recently there is a tendency to re-

gard both of these types of sac as congenital

in origin and to regard trauma and in-

creased intra-abdominal pressure from any
cause as merely contributory causes of the

hernia or as merely causing the entrance of

intestine or omentum into the preformed
sac.

The old wool pad or rubber ring truss for

expectant treatment of hernia in infants

was based on the statistics of Malgaigne, who
estimated that during the first year one
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child in every twenty-one has hernia, and

that this proportion is maintained until the

age of six. Then it diminishes rapidly un-

til the age of thirteen at which age there

is one hernia in every seventy-seven. The
late A. J. Ochsner supported that view and

stated that ninety-five per cent of hernias

in children would be cured without opera-

tion. He recommended keeping the patient

recumbent and the foot of the bed elevated

for four to six weeks to allow the ring to

close. Da Costa says that only five to six

per cent of adults with hernia give a history

of hernia in childhood and that that seems

to demonstrate positively that spontaneous

recovery takes place. Fraser advances the

belief that the early incidence of strangula-

tion is related to the attempt at natural

closure of the vaginal process.

I think it very much more probable that

a great many more than five per cent of

infants have a preformed hernial sac, either

of the so-called congenital or acquired type

and that in many of them we may never

have a true hernia, in that, abdominal con-

tents do not gain entrance to the sac. We
know that a hernia in a child may be very

evident today and in spite of crying, pres-

sure on the abdomen, holding the infant up-

right and so-forth, be undiagnosable to-

morrow, only to recur later. Babcock says

he has seen only one hernia which he con-

siders absolutely due to strain in an adult.

Then too, the percentage of incidence of

hernia in adults and infants is about the

same, according to Berger of one thousand

persons, 4.4 per cent had hernia. The high

death rate of the first year of life may par-

tially at least explain the discrepancies in

age incidence of hernia and the fact that

hernia may often pass unnoticed in infants

may explain the fact that so few adult

hernia patients give a history of hernia in

childhood. Most adult hernias show a con-

genital type of sac. So did or did not these

patients have hernia as children, of course

they did.

R. W. Murray says that forty-one per

cent of children with left inguinal hernia

ultimately prove to have a right as well.

An hereditary history of hernia is present

in about twenty-five per cent of cases of

hernia. Ochsner says hernia is seen more
often in the poorer classes and that in many
cases there is an undescended testicle.

The mechanism of strangulation is inter-

esting. Fraser’s theory has already been

mentioned. Roser believed that constriction

was due to a valve-like occlusion produced

by folds of mucous membrane at the site

of the constriction.

Busch’s theory was that the fluid con-

tents of the intestine were forced into the

afferent loop, producing angulation, which

was an important cause of strangulation.

Kocher considered dilatation of the intes-

tine, rather than angulation to be an im-

portant factor. Coley considers the elasti-

city of the ring as the important point. The

ring being dilated by the usually empty en-

tering intestine afterwards contracts about

the bowel causing venous stasis, peristalsis

then forces gas and liquid feces into the

loop causing distention and further inter-

ference with the circulation and then angu-

lation and dilatation may play a part.

To me none of these mechanisms seem

essential except the venous stasis. During

peristaltic action the intestines are con-

stantly changing size, shape, and position.

If a hernial opening is present they can

readily enter it or with an increased intra-

abdominal pressure be forced into it, just

as a boy may stick his finger into the neck

of a bottle. If as the peristaltic wave passes

on the portion of the intestine in the sac

then dilates more gut will tend to be pulled

through the neck. Whenever because of the

bulk of the intestine in the ring or because

of narrowing of the ring due to its elasticity

or to pressure from without, from muscular

action or even pressure of clothes or a truss,

venous return is interfered with, edema

and swelling and strangulation begin. Just

as in the case of the boy, if his finger is

jammed tightly into the neck of the bottle

and allowed to remain, interference with the

venous flow will cause swelling and he will

be unable to remove the finger.

The symptoms of strangulated inguinal

hernia in infants are those of intestinal

obstruction; fretfulness, restlessness, cry-
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ing, or other evidence of pain are usually

first; followed by vomiting, at first the

bowels may move but later constipation is

the rule. The vomiting in infants rarely be-

comes stercoraceous though bile frequently

appears. There is often retention of urine,

prostration and shock may be present early.

Strangulated hernia should be thought of

in such conditions and sought for. If a

mass is found in the groin it is most likely

a strangulated hernia. Hydrocele or in-

flamed undescended testicle might be con-

fusing, torsion of the cord may simulate

strangulated hernia but this condition is

rare. Intussusception should always be

borne in mind.

In a review of the recent literature I was

able to collect twenty-one cases of operation

for strangulated inguinal hernia in infants.

The treatment of strangulated hernia in

infants is first preventive. If an infant

has a hernia the parents should be told of

the symptoms and dangers of strangulation.

If the hernia tends to recur and if the hernial

opening seems small an operation should be

done. Mechanical treatment with trusses

and so forth, as Babcock says, is only occa-

sionally curative in inguinal hernia of in-

fants. After the age of four it is palliative

and not curative although, after wearing

a truss the patient may be able to discard it

for months or even years before the hernia

again slips down.

Operative treatment in infants as in

adults is the only method of cure. Properly

done it is safe. Hershfield reports a series

of one thousand cases in children with only

one death and that before the operation

started and probably due to status lymphat-

icus. Some form of the Bassini operation

with or without transplantation of the cord

is the surgical method of choice. After

thoroughly freeing the sac and ligating it

high usually only one or two stitches are

necessary for the actual repair in infants.

In children under one year of age, little or

no anaesthetic is required, local novocain

infiltration is satisfactory in any case. In

older children I like to use one, two, or

three Andrews’ mattress suture because

this suture applied as Andrews applied it

brings the fleshy portion of the conjoined

tendon together with the upper flap of the

aponeurosis snugly against Poupart’s liga-

ment and holds them in such a way that I

feel sure no recurrence can take place even

though the children cannot be kept inactive

until complete healing takes place as an

adult would be.

In strangulation immediate operation is

imperative. The mortality from immediate

operation is very low, one-half of one per

cent, by the end of twenty-four hours it is

about thirty per cent and rapidly increases

thereafter. Taxis may be gently and judi-

ciously tried if the case is seen early, but

complications in strangulated hernia are

nearly always due to too strenuous efforts at

reduction. In infants hemorrhage or per-

foration of the bowel may very easily be

caused by taxis. Taxis is contraindicated:

(1) When the hernia has been down
several hours.

(2) When the onset is acute and the

symptoms severe.

(3) When previous attempts at taxis

have failed.

(4) When the coverings of the hernia are

inflamed or edematous.

(5) When there are symptoms of pros-

tration and shock.

Many other interesting problems arise in

the surgical treatment of children. It has

already been pointed out that children be-

long to that group of cases always classed

as poor surgical risks, therefore it need not

be said that special pre-operative, operative,

post-operative handling is imperative. Suf-

fice it to say that with better knowledge

about feeding; the recognition of the im-

portance of keeping up fluids enterally and

parenterally for the prevention of acidosis

and alkalosis and the dilution and elimina-

tion of toxins, and with free use of blood

transfusions we are coming to look on

children and even infants as fair operative

risks in the best hands.

In children we are dealing with an or-

ganism principally concerned with growth.

Physiologically the child differs from the

adult. This is evidenced by a different reac-
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tion to disease, resulting in a different clini-

cal syndrome. Likewise in the treatment

of diseases of children, particularly surgical

diseases, the developmental and growth pro-

cesses must be given due consideration.

The child is not just a small edition of

man. He is infinitely more susceptible to

external influences—a crippled foot may

mar a man’s gait—it will mar the whole

future of a child. Certain operations, as

for example gastroenterostomy, are not ap-

plicable to children. Both function and de-

velopment must be preserved and guarded
in operating upon children.

Surgical treatment of children should be

a specialty.
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SOME CONDITIONS CAUSING HOARSENESS*

F. S. LeTellier, M.D., Knoxville

THERE ARE a great many conditions

that produce hoarseness, the most com-

mon of which are excessive use of the

voice, traumatism, foreign bodies, neo-

plasms, and paralyses. Of course, foreign

bodies not only give rise to hoarseness but

may become violently obstructive, but I

think that a discussion of foreign bodies in

the larynx should be left to those men doing

that kind of special work.

In studying the larynx we find that up

until puberty there is very little difference

in the size as related to the sexes but after

the puberty larynx of the male increases in

size considerably more than that of the

female, which certainly puts a crimp in that

debatable question that exercise makes an

organ increase in size.

In this brief discussion we will not dis-

cuss the hoarseness found in those doing

public speaking or in those attending the

various sporting events. About the only

thing necessary in these conditions is rest.

The causes of simple acute laryngitis are

chronic rhinitis, obstructive nasal lesions,

abuse of alcohol and tobacco, bodily fatigue,

and exposure, digestive disturbances, seden-

tary habits, and bad hygiene, inhalation of

various gases and bad ventilation. Pathol-

ogy is congestion and engorgement of the

blood vessels, followed by infiltration of the

mucosa with leucocytes and round cells de-

creasing the lumen of the larynx. This is

followed by exudate. Occasionally the in-

flammation extends to the muscles and

movement of the arytenoids and vocal cords

becomes impaired. Symptoms are slight

chilliness, and slight rise in temperature

sensation of tickling in the larynx, hoarse-

ness, cough, mucopurulent secretion and

sometimes a slight hemorrhage. Edema
rarely appears although in one case that I

have seen, a tracheotomy had to be done.

*Read before the Knox County Medical Society,

Knoxville, February 21, 1933.

Prognosis is usually good with the proper

treatment.

Syphilis often attacks the larynx, some-
times in the secondary stage and very often

in the tertiary stage. Syphilis shows a pre-

dilection for the cartilages of the larynx

causing deep ulceration and destruction and
permanent impairment of the voice. The ter-

tiary lesions of syphilis are gumma, ulcera-

tions, perichondritis, chrondritis and necro-

sis, and last of course the resulting scars and
adhesions, permanently changing the voice.

Diagnosis of spyhilitic laryngitis should be

fairly easy on account of the appearance

of the lesions, the history of syphilis, the

positive Wassermann, and the response to

antisyphilitic treatment. The gummata are

red-oval swellings surrounded by an inflam-

matory area, and have a tendency to ulcer-

ate early. In the ulcerations the edges are

usually very well defined and are usually

very deep and extensive. They have a

punched-out appearance. When the cartil-

ages become necrosed there is usually a

marked infiltration of the soft tissues and

the whole area is covered with pus. The
breath has a very foul odor. All this

naturally results in various kinds of scars

and adhesions, with resulting stenosis in

some cases. Prognosis in the early stages

is good but of course in the later stages it

is not good on account of the conditions

just pointed out.

Primary tuberculosis of the larynx is a

very rare condition, but it must be borne

in mind that it does occur. Tuberculosis

of the larynx is practically always second-

ary to pulmonary tuberculosis. IP pul-

monary tuberculosis the larynx is involved

in about 25 per cent of the fatal cases.

Simple congestion is common, due no doubt

to coughing and the vocal cords may be

hyperemic in an otherwise anemic larynx.

The path of infection may be by direct in-

oculation or by the blood stream. It usually

starts in the lymphatics of the larynx and
for that reason the arytenoid and interary-
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tenoid spaces are the most frequently at-

tacked. Ulceration is usually superficial

and irregular in outline, but necrosis of the

cartilages may occur fairly early. One of

the first symptoms of laryngeal tuberculosis

is hoarseness, which is progressive. Diag-

nosis should be fairly easy with the clinical

picture of pulmonary tuberculosis. Prog-

nosis is bad. All the cases that I have seen

during the past 16 years have been fatal

with one exception, which was a primary

condition. Treatment is the treatment of

tuberculosis anywhere, that is, rest, fresh

air, good food and sunshine and the attempt

to try to relieve the distressing local symp-

toms.

As a rule diphtheritis laryngitis occurs

in children under 7 years of age. In very

few instances can fomites be blamed for

the spread of this infection. In most in-

stances the diphtheria bacilli lives only a

short time outside the human body. The

disease is spread usually by coming in di-

rect contact with some person having the

disease or coming in contact with a carrier

and remember that not only people carry

this infection but it may be carried by the

child’s pets—cats and dogs—so it is essen-

tial to exclude these pets from the sick room

in any case where diphtheria is suspected.

One of the first symptoms of this disease is

hoarseness. During the past four years we

have had 450 cases of diphtheria in Knox-

ville. During 1932 we had 222 and 79 of

these cases came to the contagious ward.

More than half of these cases had laryngeal

diphtheria. In the four-year period from

1929 to 1932 we had 40 tracheotomies with

12 deaths. In examining the records of

some other hospitals I find that their per-

centage of deaths following tracheotomies

in diphtheria run as high as 75 per cent,

but in spite of that I think that our per-

centage is entirely too high. The medical

profession is in a way responsible for this

because they have not educated the public

to the benefits to be derived from toxin-

antitoxin. There have been certain articles

appearing in the newspapers lately con-

demning vaccination of any type and de-

scribing it as just so much hooey, and still

the medical profession sits back and lets

them get away with it. In operating on

these cases I do not believe that intubation

should ever be attempted. The operation

of choice should be tracheotomy.

In a large proportion of typhoid cases we
see a superficial laryngitis and sometimes

see deep ulceration in typhoid laryngitis.

Acute laryngeal inflammation is always

present at the beginning of measles.

Acute laryngitis often accompanies scar-

let fever.

In smallpox we sometimes see ulceration

and edema.

In whooping cough we always get con-

gestion which often goes on to hemorrhage,

ulceration and edema of the larynx.

In influenza there is nearly always a con-

gestion of the larynx.

Erysipelas rarely affects the larynx but

sometimes it does leading to very serious

complications.

Rheumatic fever may affect the laryngeal

joints producing an anklyosis and chronic

hoarseness.

In gout there may be a deposit of urates

in the cords and the crico-arytenoid joints

producing hoarseness.

Actinomycosis sometimes involves the

larynx, producing among other symptoms,

hoarseness.

Textbooks tell us thaft the laryx may
become involved in Vincent’s angina but I

have never seen a case.

In chronic interstitial nephritis we may
have an edema of the glottis with hoarse-

ness.

The larynx may become involved by an

extension of the infection from tonsillitis,

peri-tonsillar abscess, pharyngeal abscess,

or from Ludwig’s angina.

Some years ago I saw two cases of

leprosy with involvement of the larynx

producing hoarseness.

Then, of course, we get an acute laryn-

gitis with hoarseness from traumatism.

Some of the neoplasms of the larynx

producing hoarseness are fibroma, papillo-

ma, Singer’s nodules, lipoma, myxoma, fibro-

myxoma, cysts, carcinoma and sarcoma.

Bearing in mind the pathology of benign
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growths of the larynx, which will not be

entered into, the diagnosis should be easily

made by laryngoscopic examination. Some-

times malignant growths in the incipient

stage are mistaken for benign growths

and the only definite way to make a diagno-

sis is by a microscopic examination. The

prognosis of benign growths is good with

the exception of papillomata, which may
at any time become violently obstructive.

Malignant growths producing hoarseness

may be defined as intrinsic and extrinsic.

The one outstanding symptom of malig-

nancy of the larynx is hoarseness, and any

prolonged hoarseness occuring in middle

life should be regarded as malignant until

proven otherwise. It should not be very

difficult to differentiate malignancy from

tuberculosis and syphilis. The prognosis

of intrinsic malignancies is fair but in my
humble opinion the prognosis of extrinsic

growths is very bad.

There are a great many other conditions

producing hoarseness such as Hodgkin’s

disease, enlargements of the thyroid and

malignancies of adjacent structures, es-

pecially of the thyroid, and of course the

central nervous disorders.

I have seen a great many enlargements

of the thyroid produce hoarseness by pres-

sure on the recurrent laryngeal nerve. The
same may be true of Hodgkin’s disease. I

recall one case of hoarseness that I saw in

a patient about 50 years of age in which we
found small growths resembling papillo-

mata in the larynx. This patient had quite

an enlargement of the neck. Some of the

growths were removed and sent to the

laboratory. A report came back “thyroid

gland.” This patient died 3 or 4 months
later of carcinoma of the thyroid. It must
be borne in mind that sometimes carcinoma

of the thyroid resembles the normal thyroid

so closely that the pathologist cannot make a

differential diagnosis without a history of

the case.

In mentioning central nervous disorders

I would like to call your attention to the

laryngeal crises of locomotor ataxia, in

which the symptoms are hoarseness, violent

paroxysms of coughing, dysponea, loss of

consciousness and in some cases death.

In treating any case of hoarseness the

first thing to do is to find the underlying

cause and treat that. Rest in bed and ab-

solute rest of the larynx. The use of mild

astringents, sedative cough mixtures to

control the cough, a nourishing diet and
warm fresh air. Inhalations of compound
tincture of Benzoin are at times very bene-

ficial. Where ulceration is painful, some-

times it is advisable to use a local anaes-

thetic. Benign neoplasms of the larynx

should be removed with the exception of

papillomata, which in my opinion should

not be removed unless causing symptoms of

acute obstruction. Sometimes after a

tracheotomy the growths shrink but I be-

lieve they should be treated with radium.

I have seen them treated in all different

ways but I believe the most satisfactory

way is radium in sufficient doses, adminis-

tered by a competent radiologist.

In treating intrinsic neoplasms, their sur-

gical removal is advisable either by partial

or by total laryngectomy. In treating ex-

trinsic malignancies the results of surgical

interference is exceedingly unsatisfactory.

In presenting this paper it has not been

my intention to tell you anything new or to

even attempt to cover the subject, but to

merely remind you of a few of the many
conditions that may give rise to the symp-

tom called hoarseness.
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THE PRESENT STATUS OF THE TUBERCULOSIS PROBLEM*

J. B. Naive, M.D., Knoxville

TO ME IT SEEMS TIMELY that we
pause and take stock in the matter of

the tuberculosis problem. We have

been so successful in the fight against the

disease that we are liable to become over-

confident
;
while the present hard and trying

times are not unlikely to undo much that has

already been accomplished.

True, there is much to encourage us : The
tuberculosis death rate reached all time low

figures for the city of Knoxville last year;

and in 1931, it reached similar low figures

for the city of Knoxville, the state of Ten-

nessee and for the Registration Area of the

United States. The City of New York sta-

tistics, just issued, show that the tuberculo-

sis death rate there was lower in 1932 than

ever before; so that, up to this particular

point, we see a record of great and very

rapid progress, marred by no serious set-

back.

Certainly there is much left to be done.

Even now, about 85,000 deaths occur from
tuberculosis every year. The disease killed

nearly 2900 in Tennessee in 1931, about 100

of them being residents of Knoxville. Al-

though the downward trend has continued

through almost four years of depression,

there is much to indicate that the future

will have a different story to tell unless the

greatest possible effort be made to mini-

mize the effect of the present economic state

with its inevitable result of practically uni-

versal malnutrition. The New York sta-

tistics, mentioned above, show even now an

increase of cases, presumably because of the

economic stress. I fear that the increase

may become general. The possibility calls

for our closest attention and best thought.

The present situation makes it unusually

necessary for us to fight the disease with in-

creased efforts and with all the weapons at

our command.

*Read before the Knox County Medical Society,

Knoxville, February 7, 1933.

I wish to go somewhat into detail in re-

gard to the following points:

1. Early diagnosis.

2. Tuberculosis in Childhood.

3. Tuberculosis among negroes.

4. Treatment.

I cannot sufficiently emphasize the im-

portance of early diagnosis. It is not too

much to say that chances for recovery are

multiplied in proportion as the case is so

diagnosed. In the early stages, there has

been no definite breakdown of lung tissue;

systemic involvement has done no great

harm; healing usually occurs very prompt-

ly, and without any marked degree of lung

crippling. In my experience, such cases

have practically always done extremely

well
;
while the cases which have been diag-

nosed late have usually done poorly. I be-

lieve that the greatest single factor in re-

covery from an attack of tuberculosis is

an early diagnosis.

Speaking generally, most cases will be

found in one of the following groups:

1. Contact cases.

2. Patients who have lost weight or

strength, or who tire easily.

3. Patients with slight afternoon fevef*

and no apparent cause for same.

By a “contact’’ is meant one who has lived

in the same home with one or more tuber-

culous patients, or who has been otherwise

closely associated with such patients. It

is coming to be more and more realized that

these contacts tend, themselves, to become
tuberculous

;
particularly under certain con-

ditions, such as lowered resistance from any
cause; apparently in certain occupations;

and following certain diseases. Or, stated

differently, it is definitely established that

a large share of those becoming frankly

tuberculous come from the ranks of con-

tacts. I have made a study of 287 cases

diagnosed in the Bureau of Health clinics

since July, 1929. Of these, 52 per cent pre-

sented a definite history of known exposure.
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I estimate that there are in Knoxville and

Knox County approximately 5000 contact

cases; with a non-contact population of

about 150,000. With the former group

supplying 52 per cent^ of our positive diag-

noses, it would appear to me that the per-

son presenting a history of known exposure

is at least thirty times more liable to de-

velop active tuberculosis than he would be

had such exposure not taken place.

Any contact, then, is at all times par-

ticularly liable to develop active tubercu-

losis and should, therefore, be very carefully

examined at regular and not too long inter-

vals; this should be done in the absence of

any symptoms whatever. Furthermore

any patient even though he has not been

exposed to the disease, should be very care-

fully checked up following such symptoms
as loss of weight, fatigue upon slight exer-

tion, loss of strength or any of the other

symptoms ordinarily associated with tuber-

culosis.

In seeking to establish a diagnosis, a very

carefully taken history is extremely im-

portant; especial stress should be placed

upon a story of exposure. Symptoms should

be closely checked, and such items as slight

fever, cough, spitting of blood, pleurisy, and

loss of weight, appetite or strength fully in-

vestigated. Even where a positive diag-

nosis cannot be made, it does the patient no

harm to keep him under close observation

as a suspected case ;
in fabt, to do less than

this would seem to be most unfair to the

patient and his family.

The physical examination must be abso-

lutely thorough and should be repeated often

enough to rule out any reasonable chance of

error. The best sign is the rale, sometimes

present on deep breath, more often elicited

only after cough, and too often not present

at all until the disease has done rather

marked damage. Any persistent rale

should be checked against thoroughly; and

even dullness is a clue which should be care-

fully followed up. My belief is, however,

and my experience has been that physical

examination at the best is not enough if we
wish to diagnose cases at the very earliest

stage possible.

This leads me to the discussion of the

x-ray. No suspicious case has been ad-

equately examined until the x-ray has been

used, repeatedly if necessary. While occa-

sionally a physical examination may reveal

all that is desired, I believe that the x-ray

will often show things which cannot pos-

sibly be diagnosed otherwise. In fact, I

look upon this aid to diagnosis as absolutely

indispensable.

With such procedure,—a careful study of

the history and symptoms, a thorough ex-

amination repeated as often as necessary,

and capable x-ray study, no great difficulty

should be encountered in diagnosing the

average case very early. I mention, only to

condemn, waiting for a positive sputum.

That means, usually, a relatively advanced

stage of the disease; with chances for re-

covery much lessened; to say nothing of

the resulting danger of infection spread.

Never wait for a positive sputum.

Another problem which requires careful

attention is that of tuberculosis among
children. There is much misunderstanding

about this condition. Many think that child-

hood tuberculosis is a .lung disease which is

identical with that found in the adult. That

is not the case. It is very rare, except in

negro children, to find actual lung pathology.

What does exist is an infection, relatively

latent, rather than a frank disease. The
pathology is almost always limited to glan-

dular involvement, this usually taking place

in those glands about the hila of the lungs.

It should be suspected in any child who is

not doing well; who is underweight; who
does not play normally; who runs a slight

fever ; or who is a contact. In this connec-

tion it may be said that very few contact

children escape infection. The difficulty of

diagnosis is greater, even, than it is among
adults.

History and symptoms are important and
should be carefully considered

;
physical ex-

amination is worth compartively little un-

less there is actual lung pathology which, as

has been said, is rare. It is very difficult

to demonstrate by physical signs any glan-

dular changes within the chest. The tuber-
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culin test is of very great value in determin-

ing whether a child harbors the infection.

All suspects should be x-rayed, for this will

reveal changes which cannot possibly be

shown otherwise.

A case of childhood tuberculosis nearly

always responds well to treatment
;
and this

is rather simple. First of all, any source of

infection should be removed, or the child

removed from such source. Doing this may
not be easy, but it is all important. Then

defects, such as bad teeth and infected ton-

sils, should be attended to and the child

should be kept free of such defects. The

diet should be full but simple ;
well balanced

and nourishing. There should be an abun-

dance of fresh air at all times ;
and sufficient

rest, the amount depending upon the extent

of the trouble present and the child’s reac-

tion to treatment. Ordinarily, with such

attention, the patient will at once start to

improve and will soon appear to be practi-

cally normal. Naturally, however, these

children should be kept under close observa-

tion for an indefinite period.

In closing this phase of the discussion,

it cannot be too strongly emphasized that

these children be carefully followed through

the adolescent period. It is startling when

one realizes the number of children of high

school age who break down with pulmonary

tuberculosis and who become far advanced

cases before the nature of the disease is sus-

pected. It is particularly important that

these cases be diagnosed as early as possible

for tuberculosis seems to run such a rapid

course among them.

Tuberculosis among negroes is a dis-

tressing problem. Wherever records are

available, the negro death rate is much
higher than it is among white people

;
usual-

ly several times as high. For the past three

and a half years negroes have furnished ap-

proximately 25 per cent of the adult ad-

missions to Beverly Hills sanatorium; and

approximately 50 per cent of the deaths.

In 1931, the negro death rate for Knoxville

was twice that for the white race
;
and the

Tennessee rate was three times as high. All

statistics are much the same. The reason

for this striking difference is not clear. I

am intending to spend a considerable por-

tion of the present year in further study

of this problem and shall plan to report my
findings to this society. Meanwhile, it ap-

pears that the negro, from whatever cause,

fights tuberculosis with far less success

than does the white person ; succumbs much
more rapidly to it; though usually infec-

tious for a much shorter time than is the

white patient, he is, during this period,

enormously more infectious
; and, therefore,

much more dangerous to all about him
; and,

although his chances for recovery are small

enough under the best treatment, they are

absolutely nil without such treatment.

These very reasonable conclusions seem

to indicate certain necessary steps in car-

ing for the tuberculous negro. For obvious

reasons, it is particularly necessary that he

be diagnosed as early as possible
;
he should

be put under treatment as soon as he is

diagnosed
;
and treatment in his case should

be just as modern and humane as it is

among white patients. Thus, only, shall

we be measuring up to our responsibilities.

Such attention will give the tuberculous

negro every possible chance to save his life

;

and it will be stressing with well deserved

emphasis that which I believe is the first

principle in the entire fight against tuber-

culosis in general, and in the negro race

most particularly,—prevention.

Effective treatment of tuberculosis de-

pends upon meeting certain conditions

:

There must be ample rest; there must be

enough of the proper forms of food; suffi-

cient fresh air ;
and a contented mind. It is

difficult to supply all of these anywhere.

In the average home, it is practically im-

possible. Therefore, enough hospital beds

should be available to provide institutional

care for patients ; and patients should usual-

ly be hospitalized as soon as they are diag-

nosed. Treatment should include, of course,

all the factors that I have mentioned, to-

gether with a thorough use of available sur-

gical measures such as pneumothorax,

phrenicectomy and thoracoplasty. Given a

reasonably early diagnosis, followed by
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such a sanatorium regime as I have sought

to indicate, there is a world of hope for the

patient.

In fighting the curse of tuberculosis we
stand at the cross roads: We must either

go forward, uninfluenced alike by foolish

optimism or by present difficulties; or we

shall be thrown backward. The latter is

unthinkable. We shall fight on, and, basing

our fight upon the sound principles of early

diagnosis, prevention of infection, follow

up care of the contact case and aggressive

and faithful treatment, we shall continue to

drive back this scourge of mankind.
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HAY FEVER AND ASTHMA— ITS CAUSES AND CONTROL*

Tolbert C. Crowell, M.D., Chattanooga

UNTIL RELATIVELY recent times

the medical profession itself placed

hay fever and asthma in the category

of minor human ailments. The reasons for

this attitude were because the etiology and

pathology of these conditions were unknown
and little or nothing could be done by the

physician to relieve them. Also because hay

fever and asthma were not regarded as

fatal diseases, the suffering of the patients

was very much underestimated. These

patients are as a rule above the general

average in health and mentality and prac-

tically never die in an attack. Their ail-

ments therefore are minimized and an un-

sympathetic attitude often taken. It is

gratifying to know that this hopeless situa-

tion has been changed, and that since a more

recent exact means of determining the ex-

citing cause or causes of these symptoms

has been discovered, a scientific and effec-

tive method of treatment has been estab-

lished. More attention to these two diseases

is now being demanded by those who suffer

from them.

Prevalence. There are in this country

between three and four million sufferers of

hay fever and asthma or about 3 per cent

of the population. The problem therefore

becomes one that touches every man inter-

ested in the general practice of medicine.

Cooke in a survey in New York found 3*4

per cent of the population suffering from

hay fever and asthma. Vaughan and Baly-

eat agree that at least one out of every four-

teen of the population suffers from some

form of allergy, and one of every thirty of

the population at large suffers from hay

fever and asthma from one cause or an-

other. Surely therefore allergic therapy

must be of interest to all physicians.

These maladies are about as common in

one section of the country as another and,

*Read before the Chattanooga and Hamilton
County Medical Association, January 19, 1933.

because of this fact, changing climates

could have practically no beneficial effect

upon the patient. It must be remembered
that about 65 per cent of hay fever sufferers

become asthmatic, and that about 8 per cent

of all hay fever is perennial—those having

symptoms throughout the year.

Causes. Inhalant allergy, asthma, hay
fever, and vasomotor rhinitis are due to a

variety of causes; pollens, dust, feathers,

animal dusts and epithelia, cosmetics con-

taining orris root or cereal flour. In the

non-inhalant group foods must be men-
tioned as a most important contributory

cause, especially in children. Appropriate

treatment therefore must necessarily vary

from patient to patient depending upon the

cause* Chief among these are the pollens,

which account for practically all cases of

seasonal hay fever and asthma and a con-

siderable percentage of the perennial cases.

This pollen comes from the grasses, weeds,

and trees in the locality in which the patient

lives and, being very light, is carried by the

wind many miles and is found equally as

dense at approximately a mile abo^e the

surface of the earth as on the surface.

Only a very few cases are caused by the non-

wind borne plants, such as the rose, golden-

rod, and daisy, which are insect borne.

In a great majority of cases the causes

will be due to many offending substances

—

one or two primary, and a number of con-

tributory. But occasionally it may be only

one substance such as orris root, a food, or

the pollens. The younger the patient the

more one must suspect food as the cause but

as age increases the individual may become

sensitive to one thing or another to which

they are regularly exposed. Multiple sen-

sitization therefore is to be expected.

Hay fever, especially perennial, and

asthma is not uncommonly caused by house

pets such as cats, dogs, rabbits, and other

pets. The symptoms of such hay fever as
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a rule are not marked as is usually the case

in seasonal pollen cases. For this reason

most people do not realize that they have

hay fever, but have repeated “colds,” or

stuffiness, or “chronic catarrh,” where nasal

symptoms are most prominent and eye

symptoms not marked. Walzer in a study

of a . large number of cases found that

animal dandruff was one of the chief causes

in 24 per cent, and a contributing factor in

51 per cent. The average home is more or

less saturated with dog and cat dandruff and

where an individual is born with the ability

to become sensitive, one can readily see how
children or adults may develop trouble from
these danders and dusts since the rugs,

linens, and other articles in the home are

kept constantly covered.

The child with bilateral family history,

that is, where both father and mother has

allergic symptoms, has 70 chances out of 100

of becoming sensitive to animal danders

and if a unilateral family history, the

chances are about 40 per cent. The treat-

ment therefore consists in the complete re-

moval of all offending substances. Pets

must be removed from the environment and

the home must be made dust free and kept

that way, because a very small amount of

dust has a tendency to keep up hay fever

or asthmatic symptoms once they have been

initiated. These patients must be carefully

instructed as to how to avoid trouble, and

these instructions must be rigidly enforced

if satisfactory results are to be obtained.

Diagnostic Requisites

The History. This is vital. This is so

important that allergists throughout the

country estimate that about 35 per cent of

the management of the case rests upon it.

The allergist must go into detail and ascer-

tain exact data so far as possible as to (a)

the presenting symptom — date of onset,

whether summer or winter— bearing in

mind that trouble during the summer and

fall usually means pollens, and that trouble

primarily in winter refers more to animal

emanations or foods, (b) previous illnesses,

operations, or accidents. Many an attack

has its onset from one of these, (c) the

patient’s occupation, habits, etc. (d) hered-

ity—a complete family history as to the pos-

sible allergy in the father, mother, aunts,

uncles, etc., as probably 50 per cent, or

more, are found to have a positive family

history, (e) the home surroundings with

details as to the furniture, beds, rugs, pets,

etc. (f) previous treatment and its effect

upon the patient’s relief.

Physical Examination. This must be

complete and must include ear, nose, and
throat and preferably X-ray of the chest.

Laboratory examinations including blood

tests, nasal smears for eosinophiles, routine

urinalysis, and gastric analysis, if indicated.

Examination of the sputum in asthmatics.

Tests for Sensitiveness. The principal

tests done today by allergists are the cuta-

neous, or scratch test, and the intradermal

test. When the various substances to which
patients are exposed are adequately tested

by either or both of these two methods,

sufficient information is obtained in the ma-
jority of cases, along with the history, to

arrive at a satisfactory conclusion iji re-

gard to treatment. On testing, various sub-

stances may show reactions but these must
be taken into consideration only in the light

of the history of the exposure and cannot

be accepted on their face value. The pa-

tients may react to many pollens to which
they are not now exposed and for that

reason good judgment must be exercised in

making up a treatment set.

Pollen Allergy

What are the requirements for adequate

diagnosis of the cause of pollen allergy?

Botanical Survey. First one must know
what plants are indigenous to the territory

where the patient lives and the period of

their bloom. Obviously it would be ridicu-

lous to administer ragweed in Miami,

Florida, or Russian thistle to patients on

the east coast of the United States even if

the patient should happen to show a positive

reaction thereto. One must therefore be

certain that he is treating his patient with

the particular pollens to which he is ex-

posed.
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Pollen Calendar. As the name implies

this is simply a list of the various offending

pollens in one’s locality with the dates of

their bloom opposite. Having this in mind
one can easily determine what plants are the

offenders where one’s symptoms begin on a

particular date each year.

But one must also know the relative

abundance of these plants, as it is obvious

that an occasional weed here and there

would not produce sufficient pollen to be a

factor. Even goldenrod may become a

factor where it is extraordinarily abundant

in certain localities where as a rule it gives

little or no trouble because it is not wind

borne. One must bear in mind therefore

that if patients are not satisfactorily re-

lieved that the cause may be something

other than adequate desensitization with

the pollens which you have been using. The
seasons of these plants vary in different sec-

tions of the country and it therefore be-

comes to a large extent a local problem.

Reliable Test Methods. The methods

used in testing must be reliable and the ex-

tracts must be potent. It is absolutely

necessary that one be acquainted with the

potency of these extracts because with many
different methods of extraction by the vari-

ous manufacturers, the potency may vary

considerably. The cutaneous test will be

found reliable for pollens in about 80 per

cent of cases but not for other types of

allergens such as animal epidermals, dust,

etc. One will frequently find it necessary

to repeat the testing of patients when found

negative where there is a history of a

definite date of onset, and one feels certain

that a pollen or a group of pollens is re-

sponsible, False negative reactions are al-

ways troublesome. We not infrequently see

negative reactions become positive when re-

peated a few hours later. One should never

attempt to desensitize against all pollens

that show a positive reaction. One should

use only those pollens which correspond on

your pollen calendar with the date of symp-

toms keeping in mind the relative abun-

dance of the wind borne pollinating plants

in making up the treatment sets. It is not

unusual to find strongly positive reactions

which do not cause symptoms in addition to

those which do.

Adequate Dosage. One must be absolute-

ly certain that the extracts are potent and
that the dosages he gives is adequate. From
the standpoint of treatment a patient half

desensitized is better not desensitized at all.

The main reason for this is the attitude of

disgust which the patient assumes when, af-

ter several months of patient treatment, he
finds his symptoms return as usual on the

expected date. This skeptical attitude on
the part of both physician and patient is one

of the greatest battles the allergist is called

upon to fight today. The reason for this is

very largely due to the commercial 15 dose

treatment sets. In the first place, since

these patients have never been adequately

tested the commercial treatment set is

bound to be a guess-work proposition and
when their treatment is completed, the pa-

tient is usually about 20 per cent desensi-

tized. The result is of course that the pa-

tient and doctor conclude that the whole

thing is a farce, and neither will show any
cooperative attitude towards further relief

even from the allergist because of their dis-

belief. With present day methods there is

no reason why this pernicious practice

should persist. The remedy lies in having

the patient adequately tested first, and a

treatment set prepared containing the exact

pollens to suit the individual patient’s needs,

in an adequate dose to fully protect the

patient. Vaughn states that the commercial

15-dose treatment sets usually provide a top

dosage of 3,000 pollen units, and here in

Chattanooga where the pollen concentration

is found to be relatively high, I try to pro-

vide a maximum dose of at least 40,000 to

50,000 pollen units before the season. The
maximum dose here, therefore, is about 15

times stronger than that provided in the

commercial 15-dose treatment set.

Daily Pollen Graph. One must not at-

tempt to carry on pollen therapy seriously

without knowing the pollen content of the

air from day to day. The procedure is

simply to expose an ordinary microscopic
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slide, which has been coated on one side

with ordinary white vaseline, to the air on

a window ledge protected from the rain and

in the shade. Each 24 hours the slide is

taken in and the pollen grains counted and

a new slide exposed. From these counts a

curve is plotted for each day throughout the

season and this curve is placed where the

patients may readily see it. If the patients

have symptoms on a particular day, one is

able to point out to him that it is practically

always due to a high pollen content for that

particular day and that it is not due to a

failure of the treatment. The patients will

be more cooperative when they understand

the reasons for their symptoms and will not

so easily become discouraged. The chief

value of this pollen graph, however, will be

found in controlling co-seasonal treatment,

since on the high peak days the dosage must

be considerably reduced.

Pre-seasonal Treatment. Investigators

find that this method is about 20 per cent

more efficient and should furnish adequate

results in seasonal hay fever and asthma

in 75 per cent to 80 per cent of cases. This

consists in starting about 60 days prior to

the onset of symptoms and reaching the

maximum dose just a week or so before that

date.

Co-seasonal Treatment. The method of

Vaughan has brought a new idea and a far

more effective method in the management of

these cases. The principle is different to

that of the pre-seasonal treatment. In the

latter the whole aim is to reach a high top

dose, while in the former no such attempt is

made. Frequent small doses are given and

no attempt is made to push the dose else the

results will be a failure. Should you con-

tinue to push the dose in spite of relief the

patient wT
ill become worse instead of better

because of the combined dosage from your

inoculation and from the inhalation of

pollen.

Perennial Treatment. Allergists through-

out the country are beginning to recognize

that perennial treatment is the method of

choice. It is no small undertaking to desen-

sitize a patient, and it is poor judgment,

once the season is over, to allow the patient

to lose his protection and have to repeat the

whole process year after year. The ad-

vantages of the perennial treatment are (a)

better results. (b) Avoidance of incon-

venience and labor of both patient and doc-

tor because of the intensive pre-seasonal

desensitizing, (c) Less likelihood of an-

aphylactic reactions, (d) Distribution of

the doctor’s work throughout the year, (e)

Possibility of permanent immunity after

three or more years, (f ) Treatment may be

started at any time of year, (g) The pa-

tient, ill from some other disease, may take

the maintenance dose at the usual ten day

or two week interval without inconvenience.

Results. In order to get satisfactory re-

sults it is vitally necessary that the doctor

maintain active supervision of his patients

from day to day. Certainly better results

can be expected in the treatment of allergic

diseases today than is usually to be expected

in many other chronic diseases. In asthma
the cause should be found in 80 per cent

to 85 per cent of cases. These cases will be

relieved if the cause is removed and the

patient properly instructed as to the avoid-

ance of offending substances. Seasonal hay
fever cases which constitute about 95 per

cent of all cases, can now hope for relief in

at least 80 per cent of the cases. Perennial

hay fever should be relieved in 70 per cent

to 80 per cent of the cases. These are con-

servative figures and correspond with the

results obtained in the clinics throughout
the country.

Conclusions

1. Control of hay fever and asthma must
be individualized. The physician must treat

the patient with asthma and hay fever and
not lose himself in a mass of details in his

attempt to treat hay fever and asthma
alone.

2. That many patients and physicians are

disgusted at previous attempts at desensiti-

zation which has resulted in failure. The
result is that a large number of sufferers

from allergy are now failing to take ad-
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vantage of the advances in allergic therapy

during the past few years.

3. That any ready made treatment for

hay fever and asthma is pernicious and

worse than a waste of time.

4. The allergist must supervise the treat-

ment of his own cases, as no branch of

medicine demands more careful cooperation

ASTHMA—Crowell May, 1933

between the physician and his patient than

in hay fever and asthma sufferers.

5.

Hay fever and asthma sufferers should

be urged to spend more time, some money
and patience, in trying to determine the

cause, and not so much time and money in

the use of palliative measures to relieve

their asthmatic and hay fever attacks.
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An Appreciation by

William Britt Burns, M.D., F.A.C.S.

Dr. Everett was born at Hickory Post

Office, Mississippi, October 15, 1883. His

parents were of sturdy English stock. His

father, E. G. Everett, now deceased, was
a merchant and farmer. He was married

twice and there were six children in the

first union. Hiram was a product of the

second union. His mother was Frances

Tatum, who is still living at Hickory Post

Office at the ripe old age of 78. Dr. Everett

has two brothers, one a druggist and one a

lawyer. There is one older half brother

who is a member of the medical profession,

Dr. A. G. Everett of Friar’s Point, Missis-

sippi. There were sisters and half sisters.

All were leaders in their sphere of life.

Dr. Everett attended, for his rudimentary

education the public schools of the county

in which he was born. Later he went to

the. Georgia Robertson Christian College at

Henderson, Tennessee.

He entered the Memphis Hospital College

at Memphis in 1902, attained his degree of

Doctor of Medicine in 1906. On competi-

tive examination he won an interneship at

St. Joseph’s Hospital in Memphis.

On completion of his interneship in 1907,

Dr. Everett located at Binghamton, now a

part of the city of Memphis, and where he

still resides.

Being well grounded in the art and tenets

of his profession and possessed of an engag-

ing personality, Dr. Everett rapidly builded

for himself an enviable clientele and drew
about him many substantial friends and

allies. All of these he bound to himself

with ‘‘hoops of steel.” He loved Bingham-
ton and her people. He saw there not alone

opportunities for advancement in his pro-

fessional career; but many golden advan-

tages for preferment in the field of business.

Without the neglect of his professional en-

gagements he has found time to cope with

many business problems and to succeed.

In the years of his rather active business

pursuits, Dr. Everett has drunk deeply of

forensic lore and one may find him any day

pouring over the Tennessee Code of the

Encyclopedia of Law—if one should visit

his sanctum. Hence, a priori, his friends

have dubbed him “Chancellor.” Due to his

legal acumen, the work of the Medical De-

fense Committee has been much enhanced,

particularly in the Grand Division of West
Tennessee.

In 1912 Dr. Everett married Miss Evelyn

Thompson of Germantown, Tennessee.

They have no children. Mrs. Everett is a

woman of pleasing personality and many
attractive feminine graces. During the

World War she gave much of her time in

Red Cross work and as a supply teacher in

the public schools, and recently has identi-

fied herself with the Medical Auxiliary, of

which she is a member.

Dr. Everett’s fitness for leadership early

marked him for organized medicine. When
a mere boy he was honored by his election

to the vice-presidency for Tennessee of the

Tri-State Medical Association of Arkansas,

Mississippi and Tennessee—now the Mid-

South Medical Assembly. Next, his assi-

duity in committee work and other activities

of the State Association claimed for him

the speakership of the House of Delegates

and in which station he served six terms.

He is now serving his eighth year as a dele-

gate to the House of Delegates of the Ameri-

can Medical Association.

In his county society he has served as

president and with notable credit as a mem-
ber of the Credentials Committee for ten

years. He was one time chief of staff of
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St. Joseph’s hospital in this city and is a

regular staff obstetrician of that institution.

Of all of the achievements of Dr. Everett,

perhaps none is more outstanding than his

conduct of the affairs of the Memphis Phy-

sician’s Business Bureau—of which he is

the president and living spirit. This insti-

tution functions in matters of fact-finding,

medical credit ratings, and collection of

doctors’ and dentists’ bills. The Bureau has

collected over one million dollars of hard

accounts since its organization.

During the World War he was the chair-

man of the Shelby County Board No. 2

—

selective service. Of his secular affiliations

the vice-presidency of the Commercial and
Industrial Bank of Memphis may be men-
tioned.

Besides the above mentioned medical

bodies, Dr. Everett also holds membership
in the Southern and West Tennessee Medi-

cal Associations.

In honoring Dr. Everett with the presi-

dency of the Tennessee State Medical Asso-

ciation, the Association honored itself.

The Record

So many questions have arisen as to what
happened to the bill sponsored by the State

Association in reference to the State Health

Department that it is necessary that a brief

but comprehensive statement be made. It

is not possible to discuss all the happenings
in detail—only the more important ones can

be mentioned.

It will be remembered that there was a

growing complaint and criticism of some
of the policies followed by the State Health

Department prior to and including the year
1931.

The State Medical Association did not

pass a resolution of criticism, nor take any
other action which might be destructive. A
very sensible action was taken. A com-
mittee known as the Liaison Committee was
created and directed to make a study to the

policies of the various health agencies and
to make recommendations as to what ac-

tion should be taken. This committee was
formed and worked hard.

At the session in Memphis in 1932 that

committee made two recommendations

which were adopted unanimously by the

House of Delegates. One recommendation

was that a law be enacted creating a Public

Health Council clothed with power to make
regulations concerning the policies of the

Department of Public Health. The other

recommendation was that an Educational

Committee be formed and instructed to

carry on an educational campaign in the

medical profession.

Certainly no one could interpret these

actions as evidence of a desire to destroy the

health department, which the profession

sponsored from its very beginning. The
desire and purpose was to accomplish two
ends. One purpose was that of formulat-

ing sound, sensible public health policies in

the interest of the public, and the other was
the removal of the department as far as

possible from partisan politics in which it

was engaging with increasing prominence.

It will be remembered that 1932 was a

campaign year. There were three candi-

dates for the Democratic nomination for

Governor. Early in the campaign one of

the candidates, Mr. Lewis Pope, announced

a plank in his platform which provided for

the reorganization of the State Health

Department along the lines proposed by the

Medical Association. Soon after this an-

nouncement, some friends of Mr. McAlister,

another candidate, sought information as

to what the Medical Association had pro-

posed. This information was furnished.

Not long thereafter Mr. McAlister sent a

letter to the doctors of the state in which he

pledged his support to such a program.

Soon thereafter Mr. Patterson, another can-

didate, pledged himself by letter to such a

program. This reorganization program,

therefore, was not an issue in the campaign

because all the candidates were pledged to

the same program. The rest of the cam-

paign is history.

The chairman of the Legislative Com-

mittee had a bill drawn which was not satis-

factory in all its provisions to the Liaison

Committee. The Legislative Committee

therefore requested the Liaison Committee

to draft the bill. That was the committee in
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which the proposal originated. Pursuant

to that request the Liaison Committee made
a draft of the bill. That draft was then

approved by the Liaison Committee and the

Legislative Committee. It was then pre-

sented to the Governor by a committee of

the Association for his criticism. He made
one suggestion which was adopted.

Dr. Bishop had had frequent contacts

with the Chairman of the Liaison Com-
mittee. He approved that draft of the bill

also. (That is according to the statements

of men of unimpeachable integrity.)

The bill was then printed and copies were
sent to all the medical societies in the state.

The bill was not introduced early in the

session because the Governor was not in-

augurated until January 17th.

It was hoped that the Governor, when in-

augurated, would make this bill one of his

administration measures. He said at that

time, however, that he was for the bill but

preferred not to make it an administration

measure.

Soon after the Legislature reassembled

the bill was introduced by Abernathy in the

Senate and Sprouse in the House. Before

the introduction of the bill, however, we
began to receive reports to the effect that

a campaign was being organized to defeat

its passage. A little later the origin of this

opposition became evident. It was traceable

to the State Health Department. Dr.

Bishop, who had been retained temporarily

as the Commissioner of Health, was called

upon to explain this action on the part of

members of his department. His reply in

effect was that he did not control the politi-

cal activities of his subordinates.

We were then faced with an entirely un-

expected situation. In the first place the

Governor declined to make the bill an ad-

ministration measure, and in the second

place, it was encountering the opposition of

the State Health Department.

A member of the State Health Depart-

ment, together with other people, among
whom was a Mr. Kranz, executive officer of

the Anti-Tuberculosis Association, went to

the Chairman of the Committee on Sanita-

tion and Public Health of the Senate and

arranged for a hearing on our bill to take

place March 23rd. They also secured the

introduction by Senator Franklin of another

bill which provided for a Council of Health

composed of three doctors, the Commis-
sioner of Health, a woman, the Dean of the

Medical Department of Vanderbilt Uni-

versity, the Dean of the University of Ten-

nessee and the attorney general of the state. !

Then another phase enters. A mutual

friend arranged for a conference between

a member of the Health Department who
j

was prominently connected with Women’s
J

Clubs and the Chairman of the Liaison

Committee. The member of the Health De-

partment suggested four changes in the re-

organization bill that had been introduced.

They were as follows : First, that the Com-
missioner be made a member of the Council.

Second, that he be removed for cause.

Third, that a woman from the Parent-

Teachers’ Association and the Federation of

Women’s Clubs, be added. Fourth, that a

member of the Tennessee Pharmaceutical

Association be added. The Liaison Com-
mittee and the Legislative Committee

agreed to accept these proposals. Notwith-

standing this fact, the same person of the

State Health Department which partici-

pated in the conference and made the sug-

gestions appeared at the hearing together

with a number of other people to oppose

the bill. She never once arose to admit that

she had made the suggestions which were

adopted.

Dr. Bishop did not appear at the hearing

to lend his support. He was asked by an

officer of the Association on the morning of

the hearing if he would authorize this officer

to state to the committee that he was for the

bill. His reply was, yes.

Numerous members of the State Health

Department and numerous members of
j

health units over the state were at the hear-

ing. They were active in applauding all

the insulting slurs hurled at the medical

profession and not once arose to speak a

word for the bill which, it will be remem-

bered, was supposed to have the support of

the State Health Department.

A Mr. Smith, who is the local representa-



May, 1933 EDITORIAL 213

tive of the Julius Rosenwald Fund, requested

the Committee to hear a doctor. This doctor

arose to propose an amendment to the oppo-

sition bill.

After the hearing the head of a local

health unit proceeded to contest the state-

ment that Dr. Bishop had ever agreed to

support the bill.

At about this time it was also reported by

members of the Senate that the Governor

was not in favor of the passage of the bill.

This statement was controverted by others

who had had contact with the Governor. At

this point the Governor was appraised of

the opposition that had developed by his

health department to a bill he was supposed

to be supporting. Again he declined to

make it an administration measure. His

attitude was in effect, “You pass the bill

and I will sign it.”

The Governor defended his attitude at

this time by stating there was a wide divi-

sion of opinion among the doctors with

reference to our bill, or with reference to

the two bills pending. In order to supply

him with evidence to the effect that there

was not a wide division of opinion among

doctors petitions were circulated in por-

tions of the state, particularly in Nashville,

Knoxville, Chattanooga, Memphis and some

other points. The Governor was also sup-

plied with telegrams to the effect that there

was not a wide division of opinion among

doctors. He still declined to make this bill

an administration measure. It was then

increasingly doubtful if we could then or-

ganize and pass the bill over the opposition

of the State Health Department and its

forty-odd health units and its more than

three hundred high salaried employees, to-

gether with the opposition that had been in-

spired in women’s clubs organized over the

state through the activities of members of

the State Health Department.

When the State Medical Association met

several conferences were held with a result

that some important political leaders sug-

gested another amendment to our bill. It

was to the effect that the Governor would

have the power to appoint the Commission-

er and the Council would have the power to

make the policies of the Department. This

amendment was agreed to. We were then

assured that the bill would be brought up
for hearing and passed immediately. The
Governor engaged in this conference and
agreed to the amendment. The bill was
then passed by the House but was amended
on the floor of the House. The amendment
had the effect of removing the woman mem-
ber, the druggist member and the dentist

member.

The Legislature was then well on toward
adjournment. Steering committees were in

power in both the House and Senate. Spon-
sors for numerous bills were clamoring for

their passage. The bill was finally placed

on the senate calendar for third and final

passage on Friday before the Legislature

adjourned on Saturday. On that morning
an administration senator displayed to us

an amendment which he assured would be

adopted by the Senate. .This amendment, if

adopted, would have had the effect of fur-

ther amending the bill which passed the

House. It provided in effect that the

Commissioner of Health would make the

policies of the Department after consulta-

tion with the Council of Health, thus he

would strip the Council of all power. When
we learned this the author of our bill, Sena-

tor Abernathy, proceeded to remove it from
the calendar.

It was increasingly obvious all along that

the Department of Health was willing to

have a Council of Health without any power
other than that of giving advice.

Just here it may be stated that a law was
passed in 1923 which provided for an ad-

visory council of health. The Department

had never seen fit to have such a council

appointed by the Governor until in the fall

of 1932. This council was called upon for

its advice once in January, 1933, for the

purpose of giving its approval to a budget

and to consider some other minor matters.

The Council did not approve this budget

presented because no specific budget had

been prepared and the council would not

approve a budget in blank, so to speak,

without specific information. No subse-

quent call has ever been issued.
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On Friday night after Senator Abernathy

had removed our bill from the calendar the

Governor called a member of the Legisla-

tive Committee to state that he was pledged

to the bill and would like to co-operate

in its passage. A political leader was called

in. It was apparent that the opposition to

the bill was terrific. Another amendment
was suggested to facilitate its passage.

This amendment was to the effect that the

council would have power to make the

policies of the Health Department subject

to the approval of the Governor. This
amendment was agreed to. It was agreed
to because the State Health Department had
inspired propaganda to the effect that the
bill was designed to destroy the Depart-
ment. Every doctor knows it was not de-

signed to destroy the Department. Every
doctor knows it was not designed with this

end in view at all, but the propaganda had
had its effect on the House and Senate.
Our agreement to the last amendment sug-
gested was to show that our purpose was
not destructive but to the contrary was con-
structive—that no policy would be inau-
gurated which would not receive the sanc-
tion and approval of any sensible governor.
The bill was then placed on the calendar

for consideration on Saturday morning. A
destructive amendment was adopted by one
vote which was changed from no to aye
after the roll call was completed. The
amended bill was then killed.

Notwithstanding all the developments
above referred to the Governor appointed
Dr. E. L. Bishop commissioner of health.
That is the story in brief. It is the story

that will and should be remembered by all.

Members of Council of Health Resign

We publish herewith the letters of resig-

nation addressed to the Governor by two
members of the present Council of Health.

Comment on the action of these two mem-
bers of the Council of Health is not neces-

sary except to say that this action displays

the first genuine breach between the medical

profession of the state and the present

health - department. This breach cannot

help but widen. The present department

has gone out of its way to display a disre-

gard, if not contempt, for the medical pro-

fession. The co-operation desired by the

department heads at present is that which

they dictate.

These members of the Council cannot be

blamed for this action. To the contrary

they are to be commended. They are to be

commended for the reason that their advice

would not be heeded and their positions

probably would be used to screen the De-

partment in its iniquitous political activities.

April 24, 1933.

Honorable Hill McAlister,

State Capitol,

Nashville, Tenn.

Dear Governor McAlister

:

I am taking this opportunity to tender you my
resignation as a member of the Advisory Council

on Public Health authorized by the Acts of 1923.

My position on this Council was entirely due to

the insistence of the Commissioner of Health on the

theory that the appointment of such a Council as

authorized would serve to bring into closer and
more harmonious relationship the medical profes-

sion over the State and the Health Department, and
would further serve the purpose of aiding in re-

moving the Department of Health from politics.

The failure of the Department of Health to util-

ize to any degree the existing Council during the

last six months when the policies of the Depart-

ment for the next biennium were being formed,

together with the political activities of the Health

Department against all legislation which gave to

the medical profession any semblance of control

over Health Department activities, has convinced

me that those at the head of the Health Depart-

ment do not desire a Council of Health for any
purpose other than a screen for their own activi-

ties. In view of the fact that a position on the

present Commission entails at least partial respon-

sibility for all Public Health activities, without on

the other hand granting the least authority or con-

trol in the formulation of these policies, I can no

longer see my way clear to occupy such an anoma-
lous position.

Respectfully yours,

J. 0. Manier, M.D.

May 2, 1933.

Honorable Hill McAlister,

Nashville, Tenn.

My Dear Governor McAlister

:

I am writing to tender my resignation as a mem-
ber of the Public Health Council.

You will recall that provision for this Council
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was made in the Reorganization Bill passed in

1923. No appointments, however, were made until

1932. At that time Dr. Bishop approached me to

know if I would accept appointment as a member
of this Council. I told him that as the State Med-

ical Society was sponsoring a bill providing for a

Council of somewhat wider powers, I felt that it

was perhaps unwise for these appointments to be

made, as it was my feeling that the fact that

there was already a Public Health Council in ex-

istence might minimize the chances of the passage

of our bill in the Legislature. Dr. Bishop, how-

ever, told me that he felt that the opposite would

be true, and that the mere fact that there was al-

ready a Council in existence would make it easier

to pass the bill in question. At his insistence I

finally agreed to serve.

The recent action of the State Department of

Health in opposing the bill of the State Medical

Society raises the question in my mind as to

whether the Department really wants any co-oper-

ation with the medical profession, especially if

this involves any voice in its activities. Under
these circumstances, I cannot consistently remain

as a member of a body which has by inference at

least some responsibility for the policies of the

State Department of Health, but which, in fact,

has no influence in shaping these policies. For

this reason I am tendering you my resignation.

With kindest personal regards, I am,

Yours very truly,

W. C. Dixon, M.D.

Resolutions

Dr. Charles N. Cowden, who died on April

20, 1933, at the age of 69 was one of the

outstanding surgeons of Tennessee. In his

early work at Fayetteville, he evinced skill

in surgery which was given freely to all of

those in need of his care in that section of

the state. He moved here where not only

his large number of friends could still come
to him where a hospital was available but

he would have a larger field of usefulness

in the capital.

The same honesty of purpose and earnest-

ness that characterized his early profes-

sional work was more highly developed in

his new field of endeavor. His work was of

a high order and of an extensive nature.

He gave a great deal of his time to extend-

ing his surgical skill to the indigent at the

Nashville General Hospital over a period

of many years. He was instrumental more
than any one man in bringing to the atten-

tion of the people of Nashville the need for

a new hospital. He spoke, in season and

out of season, at all the civic clubs and

churches; and through newspaper articles

and constant effort he had an ordinance

for a bond issue which he was instrumental

in seeing presented favorably to the people,

carried by a large majority. The beautiful,

modern General Hospital, which is doing so

great a work for the poor of Nashville, is

a monument to the humanitarianism, vision,

and enthusiasm of Doctor Cowden. He was
a facile teacher of Gynecology in the Uni-

versity of Nashville.

He received the highest honor in the gift

of his profession in his native state by being

elevated to the presidency of the Tennessee

State Medical Association.

A devoted husband, father, friend, he was
at the same time a sympathetic counselor of

the younger men of the profession. It is

rare to find any one man with so much
charm of personality, so much knowledge

and ability, and so much of the Christian

virtues, which we have associated with the

great men of all times.

Next to his own family, Doctor Cowden
loved his profession and its membership,

and stood ready on all occasions to give of

his time and his resources for their ad-

vancement. In scientific assembly he was

eager to learn or to instruct, always cour-

teous in debate but also always assertive

when he felt that his clinical experience or

his reading warranted an attitude of attack.

But he loved the social side of an organized

profession only a little less than the scien-

tific side and here his princely manners and

his innate aptitude for joyous fellowship

made him a choice companion.

Countless scores of grateful patients ac-

claim his name wherever surgery is meh-

tioned. The professional brethren of Doctor

Cowden have always held him in the highest

esteem and admired greatly his honesty of

purpose coupled with a fraternalism that

made all of the world his kin—and all of his

friends were held to him by hooks of steel.

When the future history of Medicine in

the South is written, the name of Doctor

Cowden will stand out in its pages as an

exemplification of the highest ideals of

Medicine and Surgery and the achieve-

ments which are a great gratification and
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pride to all the citizenry of his adopted

home, as well as the people of his native

section, who have never felt divorced from

him during his long life of usefulness and

accomplishment.

As a unit of our scientific, our social, or

our public welfare relations whom shall

we miss more than Doctor Cowden? So,

we place on record our conviction of his

worth while living, our feeling of loss in his

death, and we cherish the hope that his

sense of duty and his kindliness of spirit

will abide with us and be a part of our

future.

Signed,

W. H. Witt,

M. B. Davis,

W. D. Haggard.

WOMAN’S AUXILIARY

MR’S. W. 0. FLOYD

President Mrs. W. O. Floyd, Nashville

President-Elect Mrs. Willis Campbell, Memphis
Press and Publicity _

Mrs. W. W. Wilkerson, Jr., Nashville

National Convention, Milwaukee, June 12-16, 1933

The Woman’s Auxiliary to the Tennessee

Medical Society held its sixth annual meet-

ing on April 11-13, at the Hermitage Hotel

in Nashville.

The Pre-convention board meeting was
held on April 11, with the president, Mrs.

Oliver Hill, in the chair. Each officer and

chairman of a standing committee sub-

mitted a tentative report.

In the absence of Mrs. W. C. Bilbro, Jr.,

chairman of entertainment, Mrs. W. 0.

Floyd welcomed the board members and
delegates and explained the program to

them.

On the evening of April 11, Mrs. W. 0.

Floyd, president-elect, and Mrs. B. F. Byrd,

treasurer of the State Auxiliary and presi-

dent of the hostess auxiliary, entertained

the board members at an elaborate dinner

at Belle Meade Country Club. This dinner

was followed by a reception to all wives

of members of the Tennessee Medical So-

ciety. Musical numbers by the Fisk Jubilee

Quartet formed the chief feature of the

entertainment. Refreshments were served

at the conclusion of the evening.

The annual meeting was held on Wednes-
day morning, April 12, with Mrs. Oliver

Hill presiding. The meeting opened with

an invocation by Dr. John Hill. Mrs. B. F.

Byrd gave the address of welcome. Mrs.

W. T. Black of Memphis gave the response.

This was followed by the roll call of all

voting members which showed a gratifying

number in attendance. A beautiful memo-
riam to Mrs. W. D. Haggard, first president

of the Woman’s Auxiliary to the Tennessee

Medical Society, was given, with true in-

spiration and pathos, by Mrs. N. S. Shof-

ner of Nashville.

Splendid reports which were both com-

plete and concise, were given by the officers,

directors, chairmen of standing committees

and presidents of the county auxiliaries.

The auxiliary was given the following list

of counties which are organized in this

state, with their presidents

:

Mrs. Carl Martin Knox
Fountain City

Mrs. Benj. F. Byrd Davidson

Granny White Road, Nashville



May, 1933 WOMAN’S AUXILIARY 217

Mrs. W. T. Black Shelby

1234 Peabody Avenue, Memphis

Mrs. T. B. Yancy Johnson-Sullivan

Kingsport

Mrs. A. B. Dancy —. Madison

Jackson

Mrs. John Thornton --Haywood
Brownsville

Mrs. A. B. Gillespie Tipton

Covington

Mrs. H. L. Armstrong Fayette

Somerville

Mrs. S. M. Ryburn Hamblen
Morristown

Mrs. W. R. Rhea __

Tri-County, Weakley, Henry, Carroll, and Benton

McKenzie

Mrs. W. E. Force McMinn
Athens

The following recommendation of the

nominating committee, Mrs. Dewey Peters

chairman, for officers and directors for the

coming year, was unanimously and enthu-

siastically accepted

:

Mrs. W. 0. Floyd President

1610 Nineteenth Avenue, South, Nashville

Mrs. Willis Campbell President-Elect

32 Momingside Pike, Memphis

Mrs. Theodore Morford First Vice President

2912 Oakland Avenue, Nashville

Mrs. R. A. Reaves Second Vice President

120 Hillsboro Heights, Knoxville

Mrs. W. T. Braun - Third Vice President

218 McLean Street, Memphis

Mrs. Oscar Nelson Fourth Vice President

1515 Compton Avenue, Nashville

Mrs. W. W. Potter Historian

1533 Laurel Avenue, Knoxville

Mrs. W. A. Shelton Recording Secretary

2021 White Avenue, Knoxville

Mrs. D. W. Smith Corresponding Secretary

Peabody Manor Apts., Nashville

Mrs. J. F. Fraser Treasurer

1930 Lyndale, Memphis

Directors

Mrs. Carl Martin East

Fountain City

Mrs. H. E. Christenberry East

Highland Drive, Knoxville

Mrs. W. C. Bilbro, Jr. ---Middle

3104 West End Avenue, Nashvile

Mrs. Herschell Ezell Middle

Belle Meade, Nashville

Mrs. Harry Schmeisser West
279 North McLean Street, Memphis

Mrs. W. H. Gragg West
Old Raleigh Road, Memphis

Mrs. Oliver Hill concluded the reports

with a splendid resume of her year’s work
and wishes to the new officers for a happy
and successful year’s work.

The minutes of the meeting were read

and approved.

On Wednesday noon the annual Presi-

dent’s Day luncheon was given by the hos-

tess auxiliary in honor of the president,

Mrs. Oliver Hill, and the incoming presi-

dent, Mrs. W. O. Floyd. This outstanding

social feature of the convention was held

at the Centennial Club. Under the direc-

tion of Mrs. W. C. Bilbro, Jr., covers were
laid for approximately one hundred guests.

Mrs. Theodore Morford, as toastmistress,

was seated before a microphone and minia-

ture radio tower. As the announcer she

introduced to her imaginary radio audience

the following speakers: Mrs. B. F. Byrd,

the president of the hostess auxiliary, Mrs.

Oliver Hill, who in turn introduced the out-

going officers and chairmen, Mrs. W. O.

Floyd, who introduced the incoming offi-

cers, and Mrs. Willis Campbell, the presi-

dent-elect.

Following the luncheon the officers of the

Board for 1933-34 returned to the Hermi-

tage Hotel where the post-convention board

meeting was held. Mrs. W. O. Floyd, the

president, was in the chair. At this meet-

ing plans were discussed for work for the

ensuing year, and the following standing

committee chairmen were elected:

Mrs. Sidney Meeker Program
1432 Vinton Avenue, Memphis

Mrs. Oliver Hill Legislation

Dandrige Pike, Knoxville

Mrs. W. W. Wilkerson, Jr Press and Publicity

3505 Gillespie Avenue, Nashville

Mrs. T. B. Yancy Parliamentarian

Kingsport

Mrs. T. P. Nash Public Relations

182 South Idlewild, Memphis

Mrs. T. G. Pollard Revision

401 Chesterfield Avenue, Nashville

Mrs. Nat Copenhaver Hygeia
Bristol

Mrs. D. H. James Ways and Means
910 South Third Street, Memphis

Mrs. Benj. F. Byrd Finance

Granny White Road, Nashville
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On Wednesday evening the guests were
entertained with a bridge party at the

Hermitage Hotel. Following the playing

supper was served.

The following morning the visiting ladies

were taken through some of Nashville’s

most beautiful gardens. Outstanding

among these were Fortland, the home of

Dr. and Mrs. Rufus Fort, Cheekwood, the

place of Mr. and Mrs. Leslie Cheek, and

Red Gables, the home of Mr. and Mrs. W.
T. Hale, Jr. At Stanley Hall, the home of

Dr. and Mrs. Stanley Teachout, the last

garden visited, refreshments were served.

This trip concluded the functions of the

meeting.

The general impression of the meeting

left upon the ladies truly was that of ob-

stacles overcome and victories won. All

acknowledged that it had been a difficult

year. But the work of the Auxiliary in all

parts of the state showed such strides of

progress, such substantial footing, and such

increasing strength, that every one carried

away with her an appreciation of all that

had been accomplished, and fresh ardor for

future work.

NEWS NOTES AND COMMENTS

Dr. Dan German, of Franklin, was quite

sick with pneumonia in April.

Dr. Roy M. Lanier has returned to his

old home, Brownsville, and opened his of-

fice.

Dr. M. B. Garner, of Nashville, suffered

a stroke of paralysis in April. Recent re-

ports say he is resting comfortably.

The Springfield Rotary Club recently

elected Dr. J. S. Hawkins President and
Dr. W. Fyke, Vice-President.

Dr. Robert Pillow, Sr., of Columbia, re-

cently celebrated his eighty-second birth-

day. During the day many friends sent

gifts and cordial greetings.

Dr. Owen D. Moore has opened his office

at 1007 Medical Arts Building, Knoxville.

Dr. J. E. Wilson, of Cleveland, was oper-

ated on for appendicitis at a Kingsport

hospital last month.

The one hundredth annual meeting of the

Tennessee State Medical Association was
held at the Hermitage Hotel, Nashville,

;

April, 11, 12, 13, 1933.

More than five hundred members of the

Association were registered during the

convention.

The program was carried out with the i

exception of two papers.

A large number of commercial and scien-

tific exhibits were in the registration hall

and those present were benefited by ex- 1

amination of the exhibits.

A number of outstanding men of the

state appeared on the program and we were

honored by the presence of the following

visitors

:

Dr. Dean Lewis, President-elect of the

American Medical Association, Baltimore,

Maryland, gave an address on surgery.

Dr. Olin West, Secretary of the American

Medical Association, Chicago, whose ad-

dress was “A Discussion of the Reports of

the Committee on the Costs, of Medical
j

Care.”

Dr. Roger S. Morris, Cincinnati, Ohio, 1

spoke on “The Role of the Hemopoietic 1

(Addisin) in Diseases of the Blood.”

Dr. George E. Brown of Rochester,

Minnesota, spoke on “Recent Concepts on

Hypertension.”

Dr. H. C. Sauls of Atlanta, was present
j

as a Fraternal Delegate from the Georgia

State Medical Association.

We believe that the meeting was a suc-

cess, many having assured us that it was
one of the best meetings in recent years.

The proceedings of the House of Dele-

gates will be published as usual in the De-

cember issue of this Journal, however we
believe it will not be out of place here to

note that the next meeting will be held in
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Chattanooga April 10, 11, 12, 1934. The

following officers were elected

:

Dr. H. B. Everett, Memphis, President.

Dr. Kyle C. Copenhaver, Knoxville, vice-

president for East Tennessee.

Dr. W. S. Rude, Ridgetop, vice-president

for Middle Tennessee.

Dr. G. G. Mulherrin, Brownsville, vice-

president for West Tennessee.

Dr. E. R. Zemp, Knoxville, was re-elected

chairman of the House of Delegates.

Dr. H. H. Shoulders, Nashville, was re-

elected Secretary-Editor.

Dr. W. L. Williamson, Memphis, was
chosen as Trustee of the Journal.

Dr. E. G. Wood, Knoxville, was elected

delegate to the American Medical Associa-

tion, from East Tennessee, and Dr. E. T.

Newell, Chattanooga, alternate.

The regular committee appointments will

be made in the near future.

MEDICAL SOCIETIES

Blount County:

The following programs are scheduled

for the coming month.

May 18—“Infant Foods and Their Rela-

tive Value,” by Dr. E. L. Ellis. To open

discussion Dr. K. A. Bryant.

May 25—“Ectopic Pregnancy/’ by Dr.

R. L. Hyder. To open discussion Dr. J. M.
Waters.

June 6—“Causes of Obscure Fevers in In-

fancy and Childhood,” by Dr. B. E. DeLo-
zier. To open discussion Dr. A. L. Jones.

June 13—“The Clinical Laboratory as an

Aid in the Diagnosis and Treatment of

Disease,” by Dr. R. V. Depue, Knoxville.

Davidson County:

April 18—“The Management of Tuber-

culosis in Pregnancy,” by Dr. Hollis John-

son. Discussion opened by Dr. W. W. Hub-
bard.

April 25—“A Quick and Sensitive Test

for Syphilis,” by Dr. Lloyd Pilkinton.

Discussion opened by Dr. William Litterer.

May 2 — “Dermatitis,” by Dr. C. M.

Hamilton. Discussion opened by Drs. E. E.

Brown and Howard King.

Hamilton County:

May 18—“The Role of the Endocrine

Glands in Gynecological Disorders,” by Dr.

Raymond Wallace.

“Hypothyroidism,” by Dr. F. E. Marsh.

May 25—“Mycotic Diseases,” by Dr. S. S.

Marchbanks.

June 1—“Angina Pectoris,” by Dr. B. S.

Wert. “The Heart in Middle Life,” by Dr.

James L. Bibb.

June 8 — “Allergy — Sinus Bronchus

Disease,” by Dr. T. Lyles Davis.

June 15 — “Treatment of Pulmonary
Tuberculosis by Pneumo-thorax,” by Dr.

James L. Hamilton.

“The Surgery of Tuberculosis,^ by Dr.

J. A. Steward.

Hardin
,
Lawrence, Lewis, Perry and Wayne

Counties:

On April 26th, the society met in

Lawrenceburg. The following papers were

read

:

“Case Reports,” by Dr. L. A. Parker,

Saltillo. Discussion opened by Dr. W. H.

Neal, Lawrenceburg.

“Blood Transfusion,” by Dr. Bernard

Gaston, Lebanon. Discussion opened by

Dr. W. K. Edwards, Centerville.

“Cancer of the Breast,” by Dr. W. K.

Edwards, Centerville. Discussion opened

by Dr. H. C. Boyd, Waynesboro.

“Vincents Angina,” by Dr. J. W. Danley,

Lawrenceburg. Discussion opened by Dr.

T. J. Stockard, Lawrenceburg.

Knox County:

April 25—“Evaporated and Condensed

Milk in Infant Feeding,” by Dr. W. R.

Cross. Discussion opened by Dr. Beulah

Kittrell.

May 2—“Value of Bronshoscopy in Pul-

monary Disease,” by Dr. Edgar L. Grubb.

Discussion opened by Dr. H. K. Cunning-

ham.

McMinn County:

On April 20th, Dr. H. P. Hewitt, of
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Chattanooga, discussed “Modern Practice

and Obstetrics,” and Dr. T. C. Crowell had

a paper on “Allergic Diseases.”

Drs. Nankivell and Brendle reported on

the recent meeting of the State Association

at Nashville.

Roane County:

The April meeting was held at Harriman
on the eighteenth. Two scientific papers

were read : Dr. J. C. Fly on “Tuberculosis in

Tennessee,” and Dr. R. F. Regester on

“Manipulation as a Therapeutic Measure.”

Several interesting cases were reported. A
good attendance was present.

Robertson County:

Dr. W. A. Bryan, of Nashville, discussed

“Fractures” at the regular April meeting

of the society.

Shelby County:

April 18—Case Reports: Thymoma—Dr.

Steve Coley. Abdominal Pregnancy—Dr. J.

0. Gordon.

“My Experience With Glaucoma”—Dr.

E. C. Ellett. Discussion: Dr. P. M. Lewis
and Dr. J. B. Blue.

“The Emotional States and their Rela-

tionship to the Endocrine Glands”— Dr.

Carroll C. Turner. Discussion: Dr. W. C.

Chaney and Dr. E. R. Clardy.

May 2 — Case Reports: “Congenital

Pyloric Stenosis in Adults,” by Dr. John E.

Cox. “Progressive Exophthalmos,” by Dr.

R. 0. Rychener.

Papers: “Fractures of the Humeral Con-

dyles in Children,” by Dr. J. S. Speed. Dis-

cussion—Dr. A. H. Myer and Dr. Jarrell

Penn.

“Fluids in Pediatrics,” by Dr. W. L.

Rucks. Discussion: Dr. R. C. Taylor and

Dr. J. J. Hobson.

Sullivan-Johnson Counties:

Dr. C. Sidney Burwell, of Nashville, ad-

dressed the April meeting of this society.

“Chronic Heart Disease” was the subject

discussed.

Washington County:

On June 1, this society will celebrate its

thirtieth anniversary. Drs. E. A. Long and
W. J. Mathews are to read “Reminiscences

of Johnson City’s Medical Past.”

Wilson County:

The June meeting will be held on the 8th

of the month. Dr. W. D. Cagle will read

a paper on “Accomplishments of the Wilson

County Health Unit.”

OTHER MEDICAL SOCIETIES

The West Tennessee Medical and Surgi-

cal Association will meet at Shiloh Park,

May 25 and 26.

The Upper Cumberland Medical Society

will meet at Red Boiling Springs June 6

and 7.

The Middle Tennessee Medical Society

met at Woodbury on May 11 and 12. A
good attendance enjoyed a fine program.

The American College of Physicians will

hold its Eighteenth Annual Clinical Session

in Chicago, with headquarters at the Pal-

mer House, April 16-20, 1934.

Vanderbilt University Medical Society

April 14

1. Report of Cases

:

(a) Splenomegaly in a Child With Un-
usual Blood Picture—Dr. Thomas L. Harris.

L. E., white Jewish male, age 11, entered

hospital March 12, 1933, with lassitude, ma-
laise and fever of one week’s duration. En-

largement of abdomen and pallor had been

noted. Spleen occupied more than half of

abdomen, with slight G.G.E. W.B.C.

480,000; polymorphonuclears 30 per cent; :

lymphocytes 31 per cent; mononuclears 2

per cent; myelocytes 36 per cent. Diag-

nosis, acute myelogenous leukemia. Patient

received X-ray therapy, Fowler’s solution

and transfusions. Three weeks later W.B.C.

200,000; polymorphonuclears 3 per cent;

lymphocytes 96 per cent. Progressive en-

largement of lymph nodes occurred during
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this interval with spleen remaining station-

ary. As a result of this change, diagnosis

considered to be acute lymphatic leukemia

or possibly “leucosarcoma.”

Case discussed by Drs. Tompkins and

Morgan.

(b) A case of Raynaud’s Disease Treated

by Ganglionectomy—Dr. George S. John-

son.

J. M., white, male, age 54. The patient

was subjected to an excision of the first and

second thoracic ganglia on the left side.

Postoperative recovery was uneventful.

The results were quite striking in that the

left hand and arm remained warm and dry

all the time, while the unoperated side re-

mained as before operation.

Case discussed by Drs. Garrey, King, and

Blalock.

2. Oxygen Consumption and Cardiac Inhi-

bition—Dr. W. E. Garrey and James T.

Boykin.

Inhibition is depression below the state

of physiological rest. Turtle auricles with

vagi intact were excised and brought to

rest by painting acetylcholine on sinous

venosus. Oxygen consumption during rest

was then determined in a modified Barcroft

apparatus and averaged 0.251 cc per gram
per hour. Vagus stimulation always re-

duced oxygen consumption below the rest-

ing level, the diminution amounting to 15

per cent to 84 per cent of resting figure.

The greater effects were produced by

stronger stimuli and stimulation of two

vagi caused greater depression than a single

nerve. The finding is significant for the

analysis of the nature of inhibition and for

the formulation of a theory of inhibition.

Paper discussed by Dr. Burwell.

3. Studies of Glucose Tolerance : Some Con-

siderations of Renal Threshold and Renal

Lag.—Drs. R. C. Derivaux, Barbara Howell

and J. S. Read.

Glucose was injected intravenously and

its withdrawal from the blood studied by

sugar determinations in capillary blood

samples taken at intervals of a few

minutes; corresponding samples of bladder

urine were obtained by indwelling catheter.

When given rapidly, glucose appeared in the

urine in 3 minutes in 2 subjects; in 4

minutes in 3 subjects; and in 5 minutes in

4 subjects. The duration of glycosuria was
variable, the threshold of cessation was
lower than that of onset and the total

amount of glucose excreted was only a few
hundred milligrams. These studies show
that following intravenous injection of glu-

cose, the renal lag, so-called, may be as

short as 3 minutes and that the determinant

of glycosuria is an effective hyperglycemic

level,—a true threshold concentration.

Paper discussed by Drs. Robinson, You-
mans, Garrey, Burwell, and Leathers.

ABSTRACTS OF CURRENT UTERATURE

ANESTHESIA
By Hugh Barr, M.D.

Medical Arts Building, Nashville

Spinal Anesthesia. A Summary and Experimental In-

vestigation, with Practical Deductions. John O.

Bower, M.D., J. H. Clark, M.D., George Wagoner,

M.D., and J. C. Burns, M.D., Philadelphia. Surgery,

Gynecology and Obstetrics, June, 1932.

In experiments on dogs by adding rosanilin

hyrochloride to the anesthetic solution, it was pos-

sible to determine the height reached by the solu-

tion in the spinal canal. It was found in experi-

ments on dogs and by observations in humans that

the spread of the anesthetic solution is dependent

upon the existing pressure of the cerebro-spinal

fluid; the degree of mechanical intermixing of the

injected solution; the volume of the solution in-

jected; the force with which the injection is made;
and to a lesser degree the position of the patient.

The diffusion of the solution was found to be in-

versely proportional to the cerebro-spinal pressure.

The modus operandi of death in spinal anesthesia

is due to a drug paralysis of cardiac and respira-

tory nerves. It was concluded from these experi-

ments that the most important danger signal was
embarrassment of respiration due to paralysis of

the respiratory muscles, followed by a fall in blood

pressure. This fall in blood pressure was not due

to splanchnic dilatation, but mainly cardiac caused

by paralysis of the intercostal and prhenic nerves

interfering with normal chest expansion and dia-

phragmatic excursion. This results in a damming
back of venous blood in the right heart and its

tributaries.

These alarming symptoms are to be combated

by artificial respiration. Therefore the respira-

tion should be closely watched, especially when sen-

sation is lost above the sixth rib.
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ORTHOPEDIC SURGERY
By Robert R. Brown, M.D.

Nashville

Fractures of the Head and Neck of the Radius. By

John V. Bohrer, M.D., of New York, N. Y. An-

nals of Surgery, February, 1933.

The frequency of fracture of the proximal end

of the radius as compared with other fractures of

the elbow is approximately 3 per cent.

The fracture is caused by both direct and indi-

rect violence, more commonly direct in adults.

The diagnosis is made from a swelling about the

elbow, point of tenderness about the head of the

radius, normal relationship of the epicondyles and

elecranon with little or no crepitus. The forearm

is held in partial flexion and semipronation. Mo-

tion at elbow is painful, especially rotation of fore-

arm. Flexion and extension only painful at ex-

treme limits cf these movements. Upon passive

rotation of the forearm the head of radius does not

move with it. Sometimes there is swelling of dor-

sum of hand. Above findings usually made the

diagnosis, but there should be X-ray examination

with two views in planes at right angles to one an-

other to determine type of fracture, as well as

proper method of treatment that should be adopted.

For the purpose of treatment, fractures of the

head of the radius are divided into three groups.

The first group includes simple fractures without

displacement of the fragments. These cases should

be treated conservatively with posterior molded

plaster splint with elbow at right angles to the

arm and forearm in complete supination. This

splint should be removed at end of three weeks

and physiotherapy started.

The second group includes simple fractures with

displacement of the fragments when there is not

excessive trauma to soft tissues and where the

fracture does not involve the articular surface.

These fractures should be operated at once, replac-

ing the fragment and suturing in place and sutur-

ing of fascia and orbicular ligament. A molded

plaster splint is applied, fixing the forearm at

right angles to the arm and forearm in moderate

supination. This group should be immobilized

somewhat longer than group one.

The third group is composed of communited
fractures and badly displaced fragments that can-

not be satisfactorily replaced. Resection of the

head in these cases is imperative, including a suffi-

cient portion of the neck with removal of every

spicule or small fragment. Repair of torn liga-

ments, fascia and muscles. This is followed by im-

mobilization in flexion and superination and usu-

ally satisfactory motion and stability follows.

However, in some cases, especially in adults, there

is a gradual thickening of the upper end of radius

with excessive callus formation and impaired func-

t.on resulting. Some cases, especialy in children,

develop a synostosis between radius and ulna.

Since the head of the radius enters into two dis-

tinct joints, it naturally contributes to both func-

tions—viz., flexion and extension of elbow and pro-

nation and supination of the forearm. Fortunate-
ly, in fractures of the head and neck of the radius,

flexion and extension of elbow are seldom seriously

limited. It does occasionally occur from excessive

callus or the formation of a loose body which locks

the elbow and prevents this function. Rotation,

on the contrary, a most useful movement, is where
we find most of our loss of function. It is most
difficult to prevent, and in some cases impossible,

due to prolific callus formation.

This plan of treatment was followed by the writer

in a series of fourteen cases seen at Bellevue Hos- I

pital, and after a discussion of individual cases, as I

well as the literature on the subject, the following I

conclusions are given:

(1) Fractures of the head and neck of the radius I

in children should be treated conservatively unless I

there is marked displacement of the fragment.

(2) In cases with marked displacement of the 1

fragment, early operation with replacement of
]

fragment is preferable to resection.

(3) If resection is done, fifty per cent of cases I
in children develop synostosis of radius and ulna I

in the resected area, this impaired function de-
j

veloping late after the operation.

(4) In resected cases a stable, nonpainful joint
j

may be expected, with flexion and extension seldom i
impaired.

(5) In resected cases some increase in carrying I

angle always develops.

(6) In operative cases resection of head is op- I

eration of choice, and a stable, nonpainful joint 1
without loss of function may usually be expected. I

OPHTHALMOLOGY
By Robert J. Warner, M.D.

Doctors Building, Nashville

Speculum for Cataract Extraction. M. M. Cullom. 1

American Journal of Ophthalmology, January, 1933. I

This instrument consists of a stop speculum at- I
tached to a rotary bar, which is in turn attached I
to a metal headband similar to that of a head mir- I
ror. The bar is further stabilized by a half-circle I
metal band, going behind the head, and attached I
to the lower end of the bar. After the speculum 1
is inserted, a set screw on the headband permits the 1

speculum to be lifted away from the eye to the 1
point where the patient cannot exert the slightest

pressure on the eyeball. The instrument is ad-

justable to any size head, and the speculum can be
|

made to take the right position by simply sliding I

the headband to and from the eye.
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On the Treatment of Purulent Dacryocystitis by Metal

Retention Probes. A. I. Sitschew. American Jour-

nal of Ophthalmology, January, 1933.

During his thirty-two years of work in the north-

east of Russia, where purulent diseases of the lac-

rimal sac are common, the author encountered

about 5,000 cases of dacryocystitis. His routine

treatment of these cases is as follows: Through a

small incision below the internal palpebral liga-

ment a probe is used to render the duct passable;

then a 1 mm. metal probe is introduced into the

canal and is left there with its upper end bent so

as not to permit it to slip downward. The probe

is kept in this position for several weeks. The re-

sults are excellent, and in very few cases are more

radical procedures necessary.

PEDIATRICS
By John M. Lee, M.D.

Doctors Building, Nashville

Diphtheria Immunization With a Single Injection of

Precipitated Toxoid. A. H. Graham, M.D., L. R.

Murphree, M.D., and D. G. Gill, M.D., Montgomery,

Ala. Jour. A. M. A., April 8, 1933.

Wells, Graham and Havens described the use of

diphtheria toxoid to which alum was added for the

immunization of patients against diphtheria. The

authors gave to each of 798 children 1 cc. of this

preparation in a single injection. Schick tests

were made in from two to four months after the

treatments, and 96.57 per cent were negative. Re-

actions were about the same as observed in chil-

dren given ordinary toxoid.

The children in this study were of school and

preschool ages. While only 185 were known to have

a positive Schick test before they received the in-

jection, the remainder were of the age group in

which a vast majority of children show a positive

Schick test.

It is suggested that toxoid to which alum has

been added is less soluble than plain toxoid, and
therefore is absorbed more slowly. The slow, grad-

ual absorption of the toxoid over a comparatively

long period of time results in an increased dura-

tion of exposure of the tissues to the specific anti-

gen.

Immunization against diphtheria by a sinle in-

jection has obvious advantages from the practical

standpoint of mass immunization, and is more eco-

nomical than former methods.

SURGERY— GENERAL AND
ABDOMINAL

By John L. Dies, M.D.
1213 Exchange Building, Memphis

Carcinoma of the Caecum. Cecil P. G. Wakeley and R.

Rutherford. The British Journal of Surgery. Vol.

XX, No. 77, pp. 91-112, July, 1932.

1.

Carcinoma of the caecum is a disease which is

preponderant in the male, and occurs in the fifth

and sixth decades, the majority of eases being in

the fifties.

2. The primary neoplasm is usually situated op-

posite the ileocaecal valve. From this fact it may
be inferred that trauma is a definite factor and
that the trauma is biochemical in nature.

3. The growth is invariably an adenocarcinoma,
in which colloid degeneration is quite common.

4. Metastases do not occur until the symptoms
have been present for many months; consequently

early removal will procure complete immunity.
5. As far as the differential diagnosis is con-

cerned, appendicitis is suspected in the vast ma-
jority of cases. In elderly patients the presence

of a tumor in the right iliac fossa and absence of

vomiting should place the surgeon on his guard. A
high leucocyte count is no guide, as septic absorp-

tion from the tumor in a patient with good resist-

ance produces leucocytosis.

6. Surgical treatment should consist of: (a) An
exploratory laparotomy, when ileocolostomy is to

be performed should carcinoma be discovered.

After an interval of from a week to ten days, this

is to be followed by (b) excision of 8 in. of the

terminal ileum, caecum, ascending colon, and hepatic

flexure.

7. Where symptoms have been present for any
period short of one year, anastomosis and resection

offer definite cure. With a few exceptions, when
symptoms have lasted more than one year, opera-

tion offers no more than one year of life. It may
be fairly stated that, after the milestone of one

year’s symptoms is passed, the duration of the pa-

tient’s life is in inverse proportion to the subse-

quent months.

Small Strangulated Cyst of the Umbilicus. Necessitat-

ing Operation; Associated Findings of Adenomyoma.
Ivan H. Smith, M.D., M.SC., Baltimore, Md. The
American Journal of Surgery, Vol. XX, No. 1, pp.

149-152, April, 1933.

As to the exact origin of this anomaly one can

do little more than theorize. The finding of what
appears to be displaced endometrium bears no sig-

nificant relationship to the nature of origin of the

cyst proper—this recorded to bring forward again

the fact that displaced uterine mucosa or remnants
of Muller’s ducts is by no means so rare about the

umbilicus as one might imagine (Dr. Cullen). The
presence of old blood within the gland lumen as

well as intracystic hemorrhage gives room for the

speculation as to an associated menstruation phe-

nomena.

The surrounding and contiguous tissue pictures

are histologically well within the limits of chronic

irritation and foreign body reactions.

Nothing is suggestive of dermoid, angioma or

lymphocele.

We are assuredly not dealing with an omphal-

cmes-enteric cyst. In the first place, the contents

of such are invariably thick and mucoid in charac-
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ter, and conclusive is the absence of the cylindrical

intestinal epithelium always present, with Lieber-

kuhn’s crypts which are fairly consistent features.

As to the urachus as the vestige of origin, the

usual histological picture in this type of cyst is

that of a cuboidal or transitional cell lining; if

cuboidal, the cells are usually in a single layer;

also an outer fibrous coat is present incorporated

with muscles fibres. The position of such cysts is

invariably under the peritoneum in a line from the

vertex of the bladder to the umbilical ring, most

often in the lower third of this line. The situation

of our cyst, together with its outlying coverings,

are features which oppose urachal origin, although

there is nothing to prevent an urachal cyst from
developing in this site.

Having then disposed, by microscopical studies

mainly, of the various possible sources from which

this unusual tumor may have developed, there still

confronts us the task of sifting down evidence to

put this cyst into its proper place. Considering the

complex nature of the specimen, with its double

peritoneal coverings, its associated adenomyoma,
hemorrhage and tendency of the parietal perito-

neum to form tiny cysts, it would seem unwise to

reach any position conclusive as to its origin from
development. Daughter cysts arising from a per-

formed hernial sac or from persistent exocelome

would seem as plausible an explanation as any, but

we are satisfied to classify it as a small umbilical

cyst of undetermined origin.

UROLOGY
By Tom R. Barry, M.D., F.A.C.S.

Medical Building:, Knoxville

Personal Observations in Prostatic Resection. H. N.
Dorman. J. Urol., April, 1933, No. 4.

He states that it is not only unnecessary, but

useless, to completely remove the prostate to ob-

tain good functional results. It is only necessary

to remove that part of the prostate that is causing

the obstruction. The operation which will give the

patient relief with the least amount of danger, least

amount of suffering, and at the least expense, will

be the popular procedure.

Preparation of the patient is similar to that of

prostatectomy— namely, gradual decompression,

blood chemistry, and renal functional test, etc. He
recommends especial attention to the urethra it-

self during the preoperative treatment. He ad-

vises gradual dilatation of the urethra with bougie
until the resectoscope will enter without difficulty.

He believes this method obviates postoperative re-

actions. Urinary antiseptics are also given.

He divides his cases into four groups

:

1. Small median lobe or bar.

2. Large middle lobe.

3. Bilateral and median lobes.

4. Carcinoma.

The first group is particularly suited for resec-

tion.

The second group is made of those with middle

lobe hypertrophy and those due to enlargement of

Albarran’s glands. This type is usually associated

with intra-urethral lateral lobe enlargement which
become especially prominent after resecting mid-

dle lobe. This class also suited for resection.

In the third group with enormous glands resec-

tion is not advised. Prostatectomy is indicated in

this class of patients, especially in an active, well-

preserved individual. In those whose physical con-

dition does not warrant the risk of open operation,

multiple resections can be attempted.

In the carcinoma group, resection is ideal. Hem-
orrhage in these cases is usually not severe.

Postoperative treatment entails meticulous care

of catheter to avoid blocking. Forcing fluids, reg-

ular diets, urinary antiseptics are important.

Catheter is left in four to five days. Patient al-

lowed to leave hospital in three to six days after

operation.

He lists complications as follows: (1) Hemor-

rhage, (2) fever, (3) epididymitis, (4) pyelone-

phritis, (5) infections.

He believes most of these can be avoided by skill-

ful and proper handling of cases in:

1. Adequate preoperative treatment.

2. Proper control of hemorrhage at time of op-

eration.

3. Skillful intra-urethral manipulation.

4. Removal of proper amount of tissue.

5. Proper postoperative care.

He reports four cases in detail out of a series of

thirty-nine cases. He had no mortality until he

reached number 31 and 32, both dying. It would

seem that in this series with such a high incidence

of epididymitis that the writer should have advo-

cated preliminary vas resection.
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MR. Chairman, Mr. President, Dr.

Lewis, Ladies and Gentlemen : I can

assure you that I count it a very

great privilege to be permitted to meet

again with the members of the Tennessee

State Medical Association, most of whom I

have known and have loved for many years.

I have had assigned to me as a subject for

discussion this evening, “The Reports of

the Committee on the Costs of Medical

Care.” I frankly confess that there are a

number of subjects to which I would much
prefer to address myself, but I am never-

theless happy to carry out the instructions

that have been given me by the officers of

the Tennessee State Medical Association

and to attempt to tell you something about

the work of the Committee on the Costs of

Medical Care and to discuss some of the

features of the reports that were rendered

by the members of that group.

Perhaps you would be interested in know-
ing something about the origin of this com-
mittee. It was purely an unofficial organi-

zation in the sense that it had no charter

from government, nor from any established

institution or organization. There has been
some dispute as to who originated the idea

of bringing about the formation of the com-
mittee. I am informed that one of the mer-
chant princes of the country who has built

up a great fortune through the processes of

*Read before the Tennessee State Medical Asso-

ciation, Nashville, April 11, 1933.

commerce has stated that the idea origi-

nated with him, but I have also heard this

statement disputed.

It appears that a group was called to-

gether in 1926 to discuss plans for bring-

ing about an intensive study of the “cost of

medical care.” In the original title of this

committee the word “cost” was in the sin-

gular, but later the plural, “costs,” was
substituted. This committee was at first

composed of five persons, only one of whom
was a physician, and he a distinguished

gentleman who was not accustomed to tread

the highways and byways of medical prac-

tice, but who deservedly enjoyed a large

practice among the members of select cir-

cles.

In 1927 the committee was definitely or-

ganized. At first there was a preponder-
ance of sociologists, social service workers,
and a few specialists in the practice of med-
icine. Most of those who were on the com-
mittee at that particular time belonged to

that group which we have come to know as

being “socially minded.”

Finally the membership of the committee
was increased, and fifteen practicing physi-

cians in all were brought into membership,
twelve of whom were concerned with spe-

cial practice. There were two practicing

dentists, five physicians not engaged in

practice, only two of whom had any con-

siderable experience as private practition-

ers. All of them represented what are re-

ferred to in the final report of the commit-
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tee as “institutions and special interests/’

some of them very special. There were four

physicians engaged in the field of public

health, only one of whom, in so far as I have

been able to ascertain, had had any consid-

erable experience in the private practice of

medicine. There was one dentist, a teacher

in a dental school, who also, by the way, had

the degree M.D., though he never “worked
at it,” and one physician representing the

public in the person of the chairman of the

committee, who at the same time was Secre-

tary of the Interior, president of Leland

Stanford University, chairman of the Coun-

cil on Medical Education and Hospitals, and

a member of the Commission on Medical

Education.

The other members of the committee were
engaged in the fields of sociology, social

service, insurance, teaching, politics, phar-

macy, nursing, and statistics.

I was impressed from time to time, as I

had opportunity to observe the work of the

committee and to attend its meetings as a

member, with the fact that there seemed to

be a preponderance of the viewpoint that is

created in that great monstrosity and arti-

ficiality which we have come to know as the

modern city and that there was a minimum
of viewpoint that represented the condi-

tions that exist in the rest of the country

outside of the great metropolitan centers.

The work of the committee was conducted

through a staff directed by a sociologist,

and the group who did the field work was
composed of a splendidly fine set of young
men and young women, most of whom were
Doctors of Philosophy, but none of whom
were Doctors of Medicine. That staff con-

ducted the preliminary studies, on which
they reported to the committee, and which
are supposed to have served as the basis

of the final report.

It was announced at the beginning that

the committee would be a fact-finding body

and that the studies were to be factual stud-

ies. The committee very soon disclaimed

responsibility for the preliminary reports

that were prepared by members of its own
staff, but distributed them and issued a

great deal of so-called “publicity” concern-

ing these various reports. It is my opinion

that some of this “publicity” might justifi-

ably have been designated as propaganda

for sickness insurance. Actually the direc-

tor of the committee had written a book be-

fore the committee ever was organized, in
j

which the very views that were finally put

forth as the views of the majority of the

committee were presented, and there was
such a remarkable similarity between this

book that appeared before the committee

ever began its work and the final report

presented by the majority that it is really

notable.

Much of the committee’s work was done

through its Executive Committee, presided

over by Professor C. E. A. Winslow of Yale

University. Professor Winslow is not a

physician, but is Doctor of Public Health.

The character of the studies and the char-

acter of the reports on which the final re-

port of the committee was supposed to

have been based was not, in the view of

some of the members of the committee, of

a nature that could possibly present a true

picture of the various factors that should

rightfully be considered. In my opinion,

many of the investigations were not com-

plete, but dealt with only certain parts of 1

the picture that they were supposed to

cover. There was no consideration of the

basic aspects of the general economic situ- I

ation. I hold that the costs of medical care,

with all that is involved in the delivery of
j

medical service to the public, cannot be

considered as a thing apart, but must be

considered in connection with the whole

economic picture.

Some of the preliminary reports of the

committee, at least one, dealt with indus-

trial medical service. For the purpose of

studying industrial medical service in the

United States and preparing a report that

was to serve as the basis for a section of

the general report of the committee, three

industrial services were studied, the three,

perhaps, of all in the United States that

lent themselves most to favorable comment.

There was no investigation of the dozens

and even hundreds of so-called “industrial” I

services that were pernicious in the begin-
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ning, have always been pernicious, and al-

ways will be pernicious. I say it not in any

spirit of carping criticism, but as my own
honest conviction, that that was not a fair

procedure, but that if the truth were to be

established concerning industrial practice

or any other phase of medical service, the

whole picture should have been studied,

the bad with the good.

Another report dealt with medical serv-

ice in the South. It was decided that the

South was too big a section to examine with

a fine-tooth comb, and the procedure re-

sorted to was the selection of three coun-

ties that were called by the committee “rep-

resentative Southern counties/’ One of the

three is a county of the great State of Ten-

nessee. I doubt that any well-informed cit-

izen in the State would select it as a truly

representative county.

There was a discussion in some of the re-

ports of the committee of certain hospital

plans which were held out as great and glo-

rious innovations designed to relieve the

poor, suffering public. When the facts are

fully understood about these plans, it will

be found that these hospitals that were thus

glorified are doing only what every reputa-

ble hospital has done from the beginning of

time until the present moment, and that

these so-called “new” plans were nothing

new except that in them had been incorpo-

rated the idea that the hospital should col-

lect its own fee and the physician’s fee and
that the physicians who gave service in the

hospital made a definite agreement that

they would accept certain minimum fees.

Now, I practiced medicine for a good many
years, and I have been concerned with the

practice of medicine in one way or another

for nearly forty years, and I never have
known the time when the fees of physicians

were not minimized to the extent that was
necessary as a general thing. I know full

well that there is an occasional physician

who doesn’t do what the rest of us would

like to see him do, but the medical profes-

sion as a profession has always tempered

the wind to the shorn lamb and the decent

hospitals of this country have always done

the same thing.

There was an investigation of the quality

of medical service in one of the oldest States

in the Union with a medical profession that

has established a worthy record for devo-

tion to the public interests and has estab-

lished a worthy record from the standpoint

of efficiency. The medical service of that

particular State was investigated by a de-

lightful young gentleman who knew noth-

ing whatever concerning the factors that

actually enter into the matter of the deliv-

ery of medical service. Apparently, be-

cause he did not find every doctor in the

State with a microscope under one arm and

a blood metabolism apparatus under the oth-

er, he decided that the medical service of

that particular State was inefficient, unpro-

gressive, and that the State was suffering

tremendously as a result. I contend that

that was an unfair procedure, that the re-

port that was based on the investigation by
men who knew nothing whatever about

what is actually involved in the delivery of

medical service was not what it should have

been in order to serve as the basis of a re-

port that was to be broadcast through the

land. In my humble opinion, it is a very

serious thing, and I am quite willing to say

that it is reprehensible for any agency to

destroy the confidence of a community or a

State in the only medical profession that it

has and the only one that it is going to have
for a long time, especially when that pro-

fession has established an entirely worthy
record for devoted, humane, and efficient

service.

Throughout the preliminary reports of

the committee, and to a less extent in the

final report, there ran a thread of criticism

of medicine which seemed to be an effort to

make it appear to the public that medicine

and the medical profession had been static

and unprogressive. I am frank to say that

I resent that, because I think the world can-

not produce a record of more devoted, effi-

cient service than has been established by

medicine and its practitioners. Medicine

has never been static
;
from the very begin-

ning until the present time, except for lulls

due to conditions beyond its control, it has

been constantly progressive. The develop-
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ment of medical knowledge and the im-

provement of methods for the application

of that knowledge for the benefit of man-
kind have been moving forward always.

There were many facts developed, and

many important facts developed, by the

committee through its investigations and

studies, many of which were already well

understood, but had never been compiled

in one place. I think the committee has ren-

dered a great service to the medical profes-

sion and to the public in compiling those

facts. There were in its reports and in its

final report, in my humble opinion, some

half-facts—statements supposed to repre-

sent facts that never were facts and never

will be.

At least four drafts of the final report

of the committee were prepared and dis-

carded. I recall that on one occasion a

high-powered advisory group was called in

to consider one of the drafts that the com-

mittee was to pass on. My recollection is

that not more than one or two of them had

ever been engaged in the practice of medi-

cine. But the report that was presented to

them in an effort to secure their advice and

counsel was rejected not only by the com-

mittee, but by its advisory group.

The final draft was presented to the com-

mittee shortly before its final meeting, the

life of the committee having been primarily

established as for five years. It may be a

matter for amusement if not amazement

that at the final meeting of the committee

when its work must be terminated, we found

as the first order of business on the agenda

the “presentation of the minority report.”

That was the first time I had ever heard

the suggestion that a minority report

should be presented and considered before

any report whatever had been officially CDn-

sidered for action.

Finally there came out of this five years’

work a report signed by the majority of the

committee, a report signed by a minority

group composed, I believe, of eight physi-

cians and one layman, a second minority re-

port signed by two practicing dentists, a

long dissenting statement signed by a

learned professor of one of our great uni-

versities. There was also a second individ-

ual statement which was only two or three

lines in length, and I am not at all sure but

that it was the best report that was sub-

mitted. It contained a statement to the

effect that the committee had failed to do

its job and had not considered the things

that it was supposed to consider, and that

the signer therefore could not sign the re-

port.

It has been stated in many places by

those who are apparently engaged in an

effort to popularize the majority report of

the Committee on the Costs of Medical Care

that there are many points of agreement

between the majority and the minority re-

ports. There are a number of statements

in the majority report to which the largest

minority group agreed in principle, but

when it comes to an interpretation of these

statements, it will be found that there was
a vast difference of opinion. Whenever you

are told that the majority and the minority

agree on almost everything, please remem-
ber that the minority group does not agree

to many of the interpretations and conclu-

sions made by the majority group.

Time does not permit any detailed discus-

sion of recommendations offered by the com-

mittee, but I do wish to present the most
important of them and to submit, at the

same time, some of my own convictions

based on my observations as a physician, a

public health officer, and as an active worker
in the field of medical organization. These

convictions are based, in part, on my expe-

rience and observations as a member of the

Committee on the Costs of Medical Care
who had before him exactly the same mate-

rial that was submitted to other members.
The majority report of the committee rec-

ommends, first, “that medical service, both

preventive and therapeutic, be furnished

largely by organized groups of physicians,

dentists, nurses, pharmacists, and other as-

sociated personnel,” and along with that

recommendation adds a sentence to the ef-

fect that the organization of these groups

should be of such nature as to develop or

preserve the personal relation between pa-

tient and physician.
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The minority group of the committee

fails to see any magic in the word “organi-

zation” and fears destruction, through the

plan proposed by the majority group, of

that personal relation which is an essential

factor in the practice of medicine. There

was a vast difference in the understanding

of that term “personal relation” held by

the majority group of the committee and

that of the minority group. The minority

group also fears, with good reason, that

through this magic organization that was
proposed by the majority the costs of med-

ical care would not only not be reduced, but

would actually be increased. It could find

no information, no indication, no history

of any organization with a record that

would indicate that any such procedure or

process as that recommended by the major-

ity would actually lead to a reduction in the

costs of medical care or to an improvement

in medical service.

The majority group of the committee

recommended extension of public health

service. The minority group heartily ap-

proved that suggestion, but did wish to have

public health work confined to its own prop-

er field. The minority group of the com-

mittee believed, and still believes, as stated

by Dr. Wood, that public health is distinctly

a field of medicine, and that in the interest

of public welfare it should be kept so.

The report of the majority group of the

committee recommended that “the costs of

medical care be placed on a group purchase

basis through the use of insurance, taxation,

or both of these methods.” The minority

group believes that group practice can prop-

erly meet the needs of only a small percent-

age of our population, that voluntary insur-

ance is invariably the forerunner of compul-

sory insurance, that both plans, voluntary

insurance and compulsory insurance, tend

to destroy scientific initiative and scientific

ambition, to retard the advancement of sci-

entific medicine, and to depreciate the qual-

ity of medical service. There is a vast dif-

ference between group practice as it now
exists and the wholesale organization of

practically the entire profession as pro-

posed by the majority report.

We have heard a great deal within late

years about the wonderful improvement

that has been made in the medical service

delivered to the run of the people of Great

Britain. I haven’t the slightest doubt but

that there has been a distinct improvement,

because the system now in vogue, known as

panel practice, is the successor to a system

of voluntary insurance that was inefficient

and unsatisfactory to an extreme degree. A
few weeks ago I saw a distinguished gentle-

man who had recently been to England,

where he saw panel practitioners in action.

He described a scene in the surgery or of-

fice of one of them confronted with a group

of patients. All patients who had cough

were admitted in a group. No examinations

were made, but some instructions, and per-

haps some medicine, were given, and that

group was discharged. Another group, pre-

senting another symptom, was put through

the same routine procedure. Through the

continuation of that process of elimination

all but two or three patients were disposed

of
;
and since they did not present any very

simple outstanding symptoms, they were
given cursory examinations and sent

—

where? To the hospitals, where competent

physicians were required to care for them
without compensation for their services !

!

And please bear in mind the very sig-

nificant fact that the panel practitioner who
did that to his patients was a man who had
received fine training in good medical schools

and hospitals ! That, my friends, is sick-

ness insurance as it works.

The other day a meeting was held in Chi-

cago where this matter of sickness insur-

ance was discussed. There were those who
were for it and there were those who were
against it who participated in the discus-

sion. One man was very vehement in his

insistence that sickness insurance must

come into practice in the United States. A
modest-appearing gentleman, after listen-

ing very carefully to what this man said as

he portrayed the glories of sickness insur-

ance under government control, arose in his

seat and said : “Ladies and gentlemen, per-

haps you would like to hear something about

the facts of panel practice related to you by
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one who served for several years as a panel

physician.” He then proceeded to tell a

story, based on his own experience as a

panel practitioner, that was quite like that

which I have repeated here. Another first-

hand observer of panel practice told a story

involving two big bottles, one labeled

“Cough Stimulant,” the other “Cough Ex-

pectorant,” from the one or the other of

which patients who coughed received a dose,

whether they needed it or not. And that is

sickness insurance as it works

!

There seems to be no question but that

the incomes of the physicians who are now
engaged in panel practice in England have

been increased, or at least they have been

made more sure by virtue of the fact that

they are paid by the government; but the

facts are that there has been no decrease

in death rate, that there is a tremendously

larger call for medical service, indicating a

very considerable amount of what the med-

ical profession knows as malingering, and

that the time of hospital occupancy by the

individual patients has been greatly in-

creased. And that is sickness insurance as

it actually works

!

There is not a physician in this audience

who has not seen the devastating effects of

what we have come to know as contract

practice on the scientific initiative and the

scientific ambitions of physicians who have

engaged in the average run of that kind of

practice.

The minority group of the Committee on

the Costs of Medical Care does not believe

that mass production methods can be util-

ized to advantage in medical service or that

a mechanized profession can deliver good

service. The physician has to deal not only

with physical manifestations, but has to

deal with that something down inside of his

patient which you may call what you

please—mind, temperament, soul, whatever

it is. The physician knows by experience

that that factor is a most important one in

every individual case, and that it must be

understood by the physician and its influ-

ences correctly interpreted in order that he

may render good service to the individual

patient. That fundamental personal rela-

tion that is such a necessary part of medical

service cannot be maintained through any
process involving the methods of mass pro-

duction, and machine methods cannot be

utilized to advantage in the delivery of

medical service. At any rate, that is the

belief of the minority of the Committee on

the Costs of Medical Care.

Two members of the minority group of

this committee declared themselves in favor

of compulsory insurance. The other mem-
bers of the minority group believe, however,

that compulsory insurance, supported, as it

must be, by taxation, will subject medicine

and its practice to political domination and

dictation and bring disaster to medicine and

to the public alike.

The majority report of the committee rec-

ommends that “the study, evaluation, and

co-ordination of medical service be consid-

ered important functions for every State

and local community, and that agencies be

formed to exercise these functions, these

agencies to be composed of representatives

of the professions and of laymen.” The
minority group is quite willing to co-oper-

ate and even to co-ordinate, but believes

that medicine should be master in its own
house.

The issue is clearly defined, though

there are those who would becloud it and

are making persistent effort to that end.

Shall the practice of medicine be socialized?

Shall the age-old institution erected on the

basis of the experience of an observant, de-

voted, efficient, and constantly progressive

profession be overthrown? Shall the pro-

fessional aspects of medical practice be de-

stroyed ?

There is only one instrumentality through

which the benefits of scientific medical

knowledge can be brought to the people,

and that is a qualified, humane profession,

free from political domination and from un-

qualified dictation from any source whatso-

ever.

From the very beginning of medicine

there has been almost constant progress in

the development of medical knowledge and

almost constant improvement in the meth-

ods for applying that knowledge for the ben-
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efit of mankind. As scientific knowledge

has been gained it has been passed on with-

out money and without price by those who
have developed it to those who have come
after them, always with the admonition and

with the injunction that the knowledge and

the methods of its application should be

used always in a manner that would insure

that the interest of the individual patient

and of the public should be first served.

That has come to be one of the highest ideals

of organized medicine, and that principle is

unalterably established in its rules of ethics

and in its organic laws. The public for its

own sake must come to realize that what-

ever tends to destroy the professional as-

pects of medical practice will tend to lessen

the possibility of having good medical serv-

ice; and the organized medical profession

must strengthen its determination to oblit-

erate every influence within its own ranks

that tends to overthrow or even to weaken
the fundamental ideals of medicine and to

create a lack of regard for the principles of

medical ethics.

It is my opinion that the greatest bulwark
that has ever been erected for the protection

of the public in its relations to medicine,

and the greatest bulwark of protection for

the profession as well, is to be found in the

principles of medical ethics. It is only

through the maintenance of those ideals and
the observance of those principles that the

profession can continue to exist as a profes-

sion, and it is only through the service of

a well-qualified, idealistic, and untrammeled
profession that the deepest needs of human-
ity can be met.

Because, apparently, of the stress of the

present economic, or rather uneconomic, sit-

uation, and because of the pronouncements

of certain committees and of amateur and

professional agitators, many artificial, cut-

rate schemes for providing medical service

have been, and are now being, promoted.

Many of them are purely commercial
;
most

of them are economically and professionally

unsound. Many that have been put into

operation have already failed, and many
others are doomed to failure, though their

promoters, in an effort to postpone the evil

day, have revised their figures and fees

—

always upward. My observation has been

that whenever any one of these artificial

schemes succeeds financially, even to a slight

degree, it almost invariably stimulates the

development of one or more somewhat sim-

ilar schemes under the control of less re-

sponsible and less competent persons that

offer more for less. The answer to that

can only be the commercialization of medi-

cal practice, the pauperization of the profes-

sion, and a constant deterioration of the

quality of medical service.

I would admonish physicians and medi-

cal societies and the public to examine crit-

ically and with the utmost thoroughness any
new plan proposed for the provision of med-
ical and hospital service on a group pur-

chase basis. It is not enough that these

plans shall be considered in the light of

present conditions
;
rather must they be ex-

amined with a view to their ultimate ef-

fects on the future of medicine and on the

public welfare. I confess to a fear that

some of the schemes that have been pro-

moted in certain communities in this coun-

try, apparently with the approval of some
of the physicians in those communities, will

in time turn out to have been the first steps

toward the adoption of a system of volun-

tary insurance that will in turn prove to be

the forerunner of a system of compulsory
insurance politically controlled. I have
never known of anything supported by tax-

ation that wasn’t politically controlled, and
I don’t think it is possible to operate any
scheme of medical practice supported by
taxation that will not be politically con-

trolled. Political domination of the pro-

fession of medicine will destroy the profes-

sional aspects of medical practice and will

inevitably bring disaster to the public.

I, for one, do not believe that there is any

good reason for overthrowing the institu-

tion of medicine which, in spite of any state-

ment of those who are disposed to criticize

it, has established a record for humane and

efficient service that has never been equaled,

certainly has never been surpassed. There

are undoubtedly inequalities and even in-

justices in the situation as it actually exists
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whereby the benefits possible of realization

are not being fully realized. The medical

profession itself is not perfect, for the very

simple reason that it is made up of human
beings. It might be more perfect, however,

if the public would take the trouble to un-

derstand what is actualy involved in the

provision of the proper kind of medical serv-

ice and would take the trouble to under-

stand what is actually involved in the main-

tenance of a profession on a professional

basis. I recall that in my time in the great

old State of Tennessee I have seen bills in-

troduced in the Legislature and actually en-

acted into law that absolutely overturned

the provisions of the medical practice act,

an act that was created for the protection of

the public on the insistence of the medical

profession. I have seen men made doctors

who never saw the inside of a medical

school, through the process of the introduc-

tion and enactment of a “personal bill” in

the Legislature of this great State after the

medical profession had given years of effort

and labor toward securing the enactment of

a law intended not to protect any selfish in-

terests of the medical profession, but to pro-

tect the public against unqualified practi-

tioners.

The medical profession has established

and has earnestly attempted to maintain

high standards of training and practice. It

must for the good of medicine and for the

good of the public, for whose services it

exists, exert even greater effort to effect

the removal of all the inequities and in-

justices that may exist and that are in any
manner due to any of its own faults. But
many of them—that is, these inequities

and injustices that I have referred to—-are

not at all subject to action by medical so-

cieties or by individual physicians
;
they ex-

ist as the result of a widespread disregard

for the fundamental and the simple princi-

ples of economics, of ethics, and of biology,

exhibited by the leaders in government, in

commerce and in industry, and in the field

of philanthropy, which could not have been

so long continued except as the public it-

self was willing. And the socialization of

medical practice is not the answer.
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FUNCTIONAL UTERINE BLEEDING*

John C. Burch, M.D., Nashville

F
UNCTIONAL uterine bleeding is an

important condition to all practitioners

of medicine. It is characterized by
severe uterine bleeding unassociated with

any gross pathology in the uterus. The
number of these cases is far greater than

is generally recognized. Recent investiga-

tions have shown that this condition can be

diagnosed when one is able to demonstrate

that the bleeding originates in an interval

or hyperplastic endometrium. Very few of

these cases show any evidence of premen-
strual hypertrophy. The condition occurs

frequently at the onset and cessation of

sexual life. The so-called menopausal
hemorrhages are frequent examples of this

condition. It is not infrequent following

labor and abortion. The indiscriminate re-

moval of ovarian tissue predisposes to its

occurrence in later years.

The endometrium is dependent upon the

ovary for its growth and cyclical manifesta-

tions. In functional uterine bleeding the

ovaries show a characteristic absence of

corpora lutea. I believe that the cause of

this ovarian dysfunction lies in a disturb-

ance of the complex relationship between
the hypophysis and the ovary. The hypo-
physis is the motivator of the sexual func-

tion, and the ovary in turn, by its secretion

of estrin, produces a decrease in the ovarian

stimulating capacity of the anterior hypo-
physis.

It is theoretically possible that a deficiency

in the hypophysis or a deficiency in the

ovary could produce functional uterine

bleeding. The activity of the hypophysis
is to some extent dependent upon the gen-

eral bodily well-being of the patient. Any
other lesion such as hypothyroidism might
reflect itself in a disturbance of the hypo-
physeal ovarian relationship with resulting

functional bleeding.

A careful pelvic examination, the exclu-

*From the Department of Obstetrics and Gyne-
cology, Vanderbilt University School of Medicine,

Nashville.

sion of cancer of the body of the uterus and

the study of curettings will generally suffice

to make the diagnosis.

I should like to call attention to the

method of obtaining endometrial biopsies

which was described by Klingler and the

author in this Journal last year. With this

method endometrial tissue is easily obtained

in a very simple manner.

Treatment should be aimed at checking

the hemorrhage, and in conserving, in so

far as possible, the sexual organs. In recent

years a number of preparations have ap-

peared upon the market which contain the

active principle of the urine of pregnancy.

It is generally assumed that this active prin-

ciple is a secretion of the anterior hypo-

physis but recently work has cast consider-

able doubt on this assumption. At the

present it seems more likely that this active

principle is derived from the placenta and

acts on the hypophysis of the patient. This

direct stimulative action on the hypophysis

leads to stimulation of the ovary with re-

sulting stimulation of the endometrium.

Many have assumed that the beneficial ac-

tions of this form of therapy were due to

the formation of corpora lutea in the ovaries

but are not dependent upon this occurrence.

I usually treat these cases by the follow-

ing method: 100 rat units of an extract

of pregnant urinef are given at the onset

of the bleeding and are continued daily until

the bleeding ceases. On the second day of

treatment there may be a slight increase in

the flow. The patient should be warned of

this, otherwise, she may think that the

treatment is making her worse. The flow

usually checks in five to six days. Treat-

ment is continued for three months and then

stopped. In a surprising number of cases

the cycle will have regulated itself and no

further treatment will be necessary. It

finds its greatest field of applicability in

fWe are grateful to Parke Davis & Co. for a gen-

erous supply of Antuitrin S., and to E. R. Squibb

for a generous supply of Follutein.
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young patients. If the treatment is unsuc-

cessful and hysterectomy as a last resort

is indicated, both ovaries should be retained.

In these young women radium should be

used with extreme care, because we can not

accurately estimate the reaction of the

ovaries. Unless the greatest of care is used

a permanent amenorrhea may result. This

of course is a matter of no consequence

near the menopause and in this class of

patients radium, x-ray and radiation find

their greatest field of usefulness.
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IN BEHALF OF ROENTGEN THERAPY*

Hugh G. Reaves, M.D., Knoxville

I
MIGHT JUST AS WELL have chosen

most any other subject for this maiden

paper. Under this subject I intend to

present a different phase of this work from
that which is usually presented to a group

of medical men; namely, a general con-

sideration of the application of X-ray

therapy followed by a discussion of the

treatment of only a few specific conditions.

I am prompted to discuss the general phases

of this subject because of the general lack of

conception of X-ray therapy on the part of

many general medical men. Naturally, you
have no necessity nor desire to be familiar

with the technical details, but, only when
you have a fundamental impression of

Roentgen therapy, will you be able to

properly make use of the advantages and
assistance which it offers you.

A few months ago a local surgeon cau-

terized the cervix of another physician’s

sister for carcinoma and then recommended
post-operative deep X-ray therapy. The pa-

tient was referred to me without a definite

appointment, but did not present herself.

Her brother, who, as mentioned above, is a

physician, visited me a few days later for

the purpose of discussing the case. He
made many queries concerning the manner
of administering X-ray therapy and its ac-

tion. His conception was, that an instru-

ment of some type was inserted into the

vagina and in contact with the cervix.

Wires were then connected to the instru-

ment over which the X-ray traveled di-

rectly to the cervix.

Radiology, as you know, is one of the

younger branches of science. Following the

discovery of the X-ray in 1895 its diagnos-

tic use was rapidly developed while therapy

lagged behind. Therapy eventually began

to command greater attention and, like all

new things in medicine, its supporters be-

*Read before the Knox County Medical Society,

Knoxville, November 22, 1932.

came over-enthusiastic and claimed too

much for it. The pendulum then swung to

the other extreme with the result that it

was almost in disrepute for a time. More
recently the pendulum has returned to the

center position and the great value of

Roentgen therapy is now accepted. As
would be expected, the scope of this science

and its clinical application is so broad that

we have been unable to completely master

it during a period of thirty-seven years.

Additional time and experience will greatly

increase its importance in the field of medi-

cine.

The work of earlier Radiologists was, in

reality, largely experimental in nature be-

cause of lack of accurate knowledge of the

agent with which they worked. The re-

sults obtained were often unfavorable. X-

ray therapy is not only very dangerous

but of little value in the hands of the un-

qualified. Within recent years a few of the

institutions in this country are sending out

adequately trained radiologists each year.

Of course, we all still have a great deal to

learn.

Radiation therapy, as it is understood

today, consists of the application of radium

and Roentgen rays in accurately measured

and predetermined dosage in the proper lo-

cations according to the individual case.

There can be no routine inelastic procedure.

How would you like to have your patients’

prescriptions compounded and filled by one

who was not properly equipped to do so

accurately ? The action of the drugs depend

upon the quality and amount which neces-

sitates accuracy in compounding the pre-

scription. The latter statement likewise

holds true for Roentgen therapy. It so

happens that you give specific directions to

the pharmacist for dispensing the drugs.

This you cannot do with the Radiologist,

but you should make reasonably certain

that he has the necessary knowledge and
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possesses the necessary equipment of pre-

cision to enable him to apply his knowledge.

Nearly twenty years ago Dr. Coolidge

gave us an X-ray tube which afforded bet-

ter control of the X-rays generated, both

qualitatively and quantitatively. For a little

more than five years we have been able to

obtain X-ray transformers which do not

vary in output with different climatic con-

ditions or because they are out of adjust-

ment. These new transformers also pro-

duce a different wave from which promotes

better results in deep therapy, but this is

not sufficient. If we would know what
dosage we are using on the patient, we,

must have, in addition, some type of in-

strument with which we can calibrate the

output of our machine, at frequent inter-

vals. Some adaptation of the ionization

chamber is most reliable for this purpose.

Lord Kelvin once said, “If you can measure

that of which you speak and can express

it by a number, you know something of your

subject; but, if you cannot measure it,

your knowledge is meager and unsatisfac-

tory.” One of the supreme rules in medi-

cine is that only a known quality and quan-

tity of a medicament, be it a drug or a

physical agent, should be administered to a

human being. It has been proven experi-

mentally that the same biological effect of

Roentgen rays on a given individual can be

reproduced by the identical quality and

quantity of X-ray radiation. Every time

a
.

minor change is made in the equipment

its output changes. Even without change,

transformers have been known to vary

thirty per cent in their output in a single

day. Many men using the old type trans-

former, which is still the most widely used

type, have been surprised, when their equip-

ment was calibrated, to learn that there was

an error of twenty-five per cent or more

in the estimated dosage which they had been

applying. When the treatment tube is re-

placed with a different one, it becomes

necessary to recalibrate. The tube output

varies with its degree of vacuum and the

thickness of its wall. The output of a single

tube either increases or diminishes with

continued use due to physical change of its

target. A few months ago it became neces-

sary for me to replace my therapy tube with

a new one. I found its calibrated output

at 150 peak kilovolts with one-half milli-

meters copper and one millimeter aluminum
filtration to be exactly the same as that of

the previous tube. My assistant was de-

lighted by the thought that it would not be

necessary to recalibrate for all the various

qualities of radiation which we use. I in-

formed her that her reasoning was incor-

rect and after further calibration learned

that, for one particular quality of radia-

tion, one of the tubes had a quantitative

output ninety-seven per cent greater than

that of the other. The total dosage received

by the patient also varies according to the

size of the area which is being treated.

Back-scattering, or the amount of secondary

radiation which is produced within the

patient’s tissues, must also be estimated or

calibrated and added to the calibrated air

dosage in order to obtain the total dosage

received by the skin of the patient.

An international unit of measurement for

use in X-ray therapy has been adopted to

govern quantity and is defined as follows:

“The quantity of X-radiation which, when
the secondary electrons are fully utilized

and the wall effect of the chamber is avoid-

ed, produces in one centimeter of atmos-

pheric air at zero degrees centigrade and

seventy-six centimeters mercury pressure

such a degree of conductivity that one elec-

trostatic unit of charge is measured at

saturation current.” This unit is desig-

nated by the small letter “r” and is taken

from the word Roentgen. Its standardiza-

tion is assured by the supervision of the

Bureau of Measurements of most countries.

The quality of the irradiation is dependent

upon the voltage used and the nature and

amount of filtration used. Various methods

are available for the exact determination of

quality. It is, therefore, now possible for

one to state definitely what dosage one is

employing. By these methods it is possible

to obtain the desired effects upon the tissues.

The dosage can be duplicated at any time

and it enables a patient to start a course

of treatment under one Radiologist and
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have it completed by another without the

risk of serious injury due to over treat-

ment. Unfortunately, the Radiologists who
were established previous to the common in-

troduction of these precision methods are

very slow to adopt them. To a large extent

they will only come into widespread usage

as men of recent training gradually replace

their older colleagues.

A few months ago one of the X-ray in-

strument manufacturers asked one Radiol-

ogist in each of twelve widely scattered

cities in the United States to submit to them
calibrations of their equipment using cer-

tain specified factors, distance, filtration,

etc. For some reason, unknown to me, I

was selected as one of the twelve. The re-

sults of this survey were later sent to me.

The curves which they plotted on the basis

of these various calibrations revealed that

the output of the machine highest in the

curve was seven and two-tenths times as

great as that of the lowest machine in the

curve. The quality or penetrating power
depends upon the shortness of the wave
length. These wave lengths, using identical-

ly the same factors for the twelve different

machines were eighty-seven per cent longer

at one end of the curve than at the other.

This, I feel, is ample proof of the absolute

necessity for accurate calibration of the

radiation output in the interest of safety to

fhe patient and desired clinical results.

While it has been my intention, in this

paper, to discuss Roentgen Therapy only,

I might state here that the need for ade-

quate training and the use of precision

methods are just as necessary in radium

therapy if it is to be applied properly.

In the past X-ray burns have caused

serious results in many cases. The Radiol-

ogist knew little about the equipment with

which he worked and the equipment was

not efficient. He did not appreciate the

great power of irradiation or the effects

which it would produce. With our present

knowledge and equipment there is little ex-

cuse for an unintentional X-ray burn and

rarely an indication for one to be inflicted

intentionally.

Most any dermatologist will tell you that

he considers superficial X-ray therapy the

trump card among his therapeutic proced-

ures. This accounts for the fact that so

many men in the past have combined Roent-

genology and Dermatology as their

specialty.

Briefly, the actions of X-ray are as fol-

lows :

(1) Clinical action—small doses acceler-

ate the production of enzymes, large doses

inhibit.

(2) Bactericidal action—the lethal dose

for microorganisms is extremely large.

Large doses of beta rays kill cultures of

bacteria to a depth of two millimeters in

gelatin. Most workers feel that X-rays

have no direct bactericidal action as applied

clinically. Large quantities of beta rays

are produced, however, within the tissues

during irradiation, and may, therefore, have

a direct bactericidal action. It is a fact that

irradiation exerts a beneficial effect upon

some inflammatory processes such as car-

buncles and erysipelas. Tissue stimulation

may be the important factor in these con-

ditions. X-rays are directly destructive to

some fungi such as that causing blastomy-

cosis.

(3) Analgesic effect : Irradiation relieves

itching and usually neurolgic pains. Natu-

rally, the pain is relieved in any cause in

which the lesion is improved by the treat-

ment. The analgesic effect is very pro-

nounced in mastitis.

(4) As a solvent—X-rays act as a direct

solvent of excessive connective tissue, that

is, hyperplastic connective tissue, such as

occurs in keloids and uterine fibroid. They

seem to have little destructive effect on

normal connective tissue.

(5) Biological action: There is a direct

action upon the individual cell, the nature

of which is not thoroughly understood. The

cells are affected secondarily as the result

of vasodilatation -and hyperemia, arteritis,

thrombosis or slow vessel occlusion and

productive fibrosis. X-rays have no selec-

tive power but various types of tissue vary

in susceptibility. Embryonic, undifferen-

tiated, actively secreting cells and cells un-

dergoing rapid growth and division are
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much more sensitive than mature, differen-

tiated and inactive cells. The sensitivity

varies according to the rate of metabolism

of each kind of cell and the metabolic

stage at which different cells of one kind

happen to be when irradiated. This ex-

plains the basis for the X-ray treatment

of malignancies and other pathologic con-

dition of which cellular hyperplasia is

an important element. Cellular tumors,

rapidly growing and metastasizing are

usually the most radiosensitive.

Clinically speaking, small doses of X-ray
stimulate cells, medium doses inhibit their

growth and activity and large doses de-

stroy them. Continued irradiation with

sub-lethal doses causes cells to become more
radio-resistent. The initial course of treat-

ment in malignancy should, therefore, be

complete and thorough.

Experimental studies on dogs have shown
that irradiation produces no change in the

hemoglobin, total non-protein nitrogen, uric

acid, sodium chloride or the cholestrol in the

blood.

Proper dosage and the intervals between

each dose vary widely according to the con-

dition being treated. An extremely large

dose may be applied at one time as is done

in the treatment of superficial epithelioma.

Without discussing other methods I wish to

discuss the importance of fractional dosage.

The latter offers numerous advantages over

the single large dose in the treatment of

most conditions. Its underlying principle

is : the cumulative effect of successive doses

delivered upon cells rendered vulnerable by

the hyperemia and degeneration excited by

previous doses. By this method it is pos-

sible, when desired, to saturate the tissues

with the maximum amount of irradiation

and maintain this saturation by additional

dosage to compensate for the amount lost

by the tissues from time to time. This

method also assures the irradiation of all

cells during the stage of their mitosis at

which they are most susceptible. Another

very important point is the fact that the

skin will tolerate a greater total dosage by

this method. When treating malignancy,

the entire course of treatment should be

completed within three weeks. There is a
latent period of from three to ten days fol-

lowing irradiation before its effect becomes
evident. There is then a gradual decrease

in tissue effects which may last as long as

six weeks.

Irradiation using a long distance and
large portals of entry produces better and
more even distribution within the deep

tissues.

Irradiation is widely used and very im-
|

portant for the purpose of obtaining pallia-

tion in incurable or hopeless disease. Re-

sults of this nature are cessation of bleeding

or discharge, relief of pain, local or primary
healing, improvement in health and
strength and sometimes gain of weight,

temporary or partial resumption of usual

occupation or a mental buoyancy that gives

the patient a new lease on life.

In the remaining few minutes at my dis-

posal I will briefly discuss the use of X-ray
:

therapy in two or three specific conditions.

Carcinoma of the breast: The prognosis

in these cases is much better when a combi-

nation of radical surgery and post-operative

irradiation is employed and still better *

when pre-operative irradiation is also used,
j

The latter is probably of more value than

post-operative irradiation. Pre-operative

irradiation changes many inoperable cases

to operable cases. In all cases the first !

course of treatment should be as thorough

and vigorous as possible as recurrences

after prophylactic irradiation are more

radioresistent for reasons previously given.

When pre-operative irradiation is not em-
;

ployed congestion following traumatism of i

the operation increases the blood supply to i

the cancer cells and hastens their growth

and dissemination.

It is extremely difficult to determine from
the clinical examination the presence or ab-

sence of lymphatic spread in these cases.

Pathological reports indicate involvement

of the axillary nodes in ninety-five per cent

of the cases examined. It is very question-

able whether malignancy can be completely

eliminated when the axilla is involved, even

by the most skillfully performed operation.
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Also other areas are inaccessible to the sur-

geon such as the parasternal lymph nodes.

To support the contentions just made I

will quote the following : “The average sur-

gical results reported by seven or eight

authors in cases with glandular involve-

ment was 24.5 per cent five-year cures.

Pfahler obtained five-year results of 46.6

per cent on the same type of cases with

combined surgery and irradiation. He also

reports a series of cases giving five-year re-

sults of twelve per cent in untreated cases,

“thirty-five per cent in those treated surgi-

cally and fifty-five per cent in those receiv-

ing surgery and irradiation.

He further reports the average surgical

results of thirty-two clinics as 38.6 per cent

three-year cures and 28.8 five-year cures.

Average results of ten clinics, X-ray and
surgery combined, 58.3 per cent for three

years and 43.2 per cent for five years. 46.6

per cent of five-year cures were obtained in

another series of 191 cases of advanced
breast carcinoma with surgery and post-

operative irradiation. The latter is more
“than twice the results from surgery alone.

All cases treated by Pfahler from 1922 to

1928, surgery and post-operative X-ray,

showed a three-year cure of 56 per cent and
40 per cent for five years. Inoperable pri-

mary cases treated by him between 1902
and 1928 by X-ray only resulted in 30 per

cent still living at end of five years and 81

per cent who were symptom free at the

end of three years. Sixty per cent of his

recurrent cases were well at the end of three

years. Obviously, irradiation therapy, as

practiced today, will produce better results,

as a result of the steady progress which has

been made, than Pfahler obtained on the

cases reported above.

Portmann of the Cleveland clinic reported

surgical results for three years as 40 per

cent and five years as 30 per cent. In a

series of 103 consecutive cases receiving

post-operative irradiation he obtained a re-

sult of 50.5 per cent living at the end of

five years and 42.7 per cent free from malig-

nancy for that period of time.

Dr. Evans of Harper Hospital states that

cases with axillary and thoracic lymphatic

involvement give a five-year result nearly

double that of the surgical results when
post-operative irradiation is added.

Crile reports 24 per cent for three years

with surgery and 73.5 per cent with com-

bined surgery and irradiation in operable

cases. Walther reports a surgical result of

thirty-two per cent for three years and 77

per cent with surgery and X-ray.

I will not bore you with additional sta-

tistics. In early cases and advanced cases

one should consider doing only a simple

mastectomy supplemented by irradiation.

A few men now are successfully treating

selected cases with irradiation alone.

Keynes of London is now treating all his

cases in this manner. Pulmonary metas-

tasis should certainly be ruled out in all

cases before submitting a patient to a major
operation. The above comparisons of re-

sults obtained with surgery and with irra-

diation do not favor irradiation because of

the fact that so many recurrences and hope-

less cases are referred by the surgeon while

surgery alone handles so many of the early

cases. Pfahler found that combined X-ray

and radium therapy in a series of 127 cases

gave no higher percentage of recoveries

than did X-ray alone.

Relative to the dangers of pleuropneu-

monitis in the treatment of breast malig-

nancy, Fike of the Steiner Cancer Clinic

reports a series of 670 cases receiving a

total of more than 4,000 treatments of

heavy dosage. Not a single case of clinical

pleuropneumonitis occurred. The patholo-

gist at the clinic has searched for the con-

dition by microscopic examination of autop-

sy material on these cases and has found

only two.

Spinal and pelvic metastases respond

nicely to irradiation. Satisfactory results

have been obtained in over ninety per cent

of these cases. Actual metastases with pain

may precede any bony changes which can

be demonstrated. The treatment should be

instituted at this time. The pain is relieved

and the useful life of the patient often pro-

longed. The lesion may become recalcified

and the outlines of the destroyed bones can

sometimes be restored.
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Pre-operative irradiation of breast malig-

nancy should be completed within a period

of three weeks and an interval of six weeks
should elapse between this and surgery. If

surgery is performed within an interval of

less than six weeks following irradiation,

the action of the latter may not be com-
plete and there is also apt to be delayed

healing of the surgical wound.

Thyrotoxicosis: In a series of 400 cases

treated by X-ray Pfahler reports 57.5 per

cent definitely cured for six years, 30.5 per

cent markedly improved and twelve per

cent little or no improvement. 25 cases re-

quired later surgical removal because of

failure of the treatment, 0.7 per cent

showed post-irradiation recurrences, 1.3

per cent resulted in sub-normal basal meta-

bolic rate. Only one patient required thy-

roid extract to relieve the symptoms.

Twenty-two of these cases were post-opera-

tive recurrences. 77.5 per cent of the latter

were cured or markedly improved by irra-

diation. At the Barnes hospital in St.

Louis, more than eighty-five per cent satis-

factory results are obtained. A series of

thirty-three hundred cases treated by

numerous radiologists resulted in eighty-

five to ninety per cent cured or markedly

improved.

Irradiation may be employed in any type

of goiter with results which parallel those of

surgery. The type of cases which respond

poorly to irradiation is usually identical

with that which requires two or more thy-

roid operations. The primary mortality is

nil, pre- and post-operative morbidity is

eliminated. From the standpoint of the

period of disability, hospital expenses and

loss of wage earning power, irradiation of-

fers a great economic advantage. The per-

centage of cases which result in hypo-

thyroidism is also lower than in surgery.

Irradiation accomplishes a marked restora-

tion of sugar tolerance in cases with gly-

cosuria indicating complete control of the

hyperactive thyroid. Non-toxic cases may
be given several small series of X-ray with

little danger of impairment of the normal

function of the gland. It is, therefore, im-

portant from the standpoint of prophylaxis

as well as curative. Clinical improvement

may occur within a few weeks following

treatment, but six months or more may be

required before health is completely re-

stored. General measures such as rest in

bed, proper diet, and medication will assist

in this type of treatment as they do in

surgery. The compression phenomena are

usually relieved as well as the toxicity.

Clinical diagnosis of malignant thyroid

before general dissemination has occurred

is extremely difficult if not impossible.

Radical surgery usually fails to produce a

permanent cure in these cases even in the i

early stages. Irradiation, therefore, yields
j

the best results in primary and metastatic

thyroid malignancy.

The majority of goiter cases have coinci-

dent thymic pathology which should be
]

treated by X-ray regardless of the method,

of thyroid therapy.

Thymic pathology: The various factors

which produce thymic symptoms are, (1)
j

mechanical pressure, (2) edema of the
,

mucosa, and (3) nerve influence accom-

1

panying tracheo-bronchial node enlarge-

ment. It is probable that the relative im-

portance of these three factors varies in

different cases. Patients of this type may

be divided into three age groups: early in-

i

fancy, during the tonsil and adenoid stage, I

and in the third decade accompanying thy-

roid disturbance. The first group is suc-j

cessfully treated by small doses of irradia-|

tion at intervals of twenty-four to seventy-

two hours. Three or four such treatments

will suffice and the patient may be safely

operated within thirty-six to forty-eight

hours following the last treatment. Inter-

rupted small doses must be employed in

these cases to prevent the alarming symp-

toms which may occur as the result of post--i

irradiation swelling during the twelve to

twenty-four-hour period following treat-

ment. The treatment does not alter the

thymico-lymphatic constitution but carries

the individual through the critical period in

order that he may later adjust himself to

this constitution. These cases should be

followed clinically for at least one year as-
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a small percentage of these glands will re-

generate and in a still smaller number the

symptoms will return. Subsequent surgical

procedure in these individuals should be

preceded by prophylactic irradiation. The
second age group presents enlarged thymus
without symptoms. Slightly larger dosage

is used at intervals of forty-ei^ht hours and

films are made to show when satisfactory

reduction in the size of the gland has

occurred. This is usually found to have

occurred in from seven to ten days. As a

rule, two treatments will be sufficient. Fail-

ure of the gland to decrease in size indicates

that we are dealing with either thymic

fibrosis or visualized mediastinal vessels

rather than parenchymal hyperplasia. As
stated previously, the third age group pre-

sents thymic enlargement coincident with

thyroid disease and treatment is indicated

whether the thyroid is being treated sur-

gically, medically, or by irradiation. These
patients, of course, require larger doses.

Irradiation of the thymus produced no

immediate ill effects except those symptoms
occasionally caused by post-radiation swell-

ing and no later ill effects whatever.

I hope to present the application of

Roentgen Therapy to other pathological

conditions in a future communication.
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PHENOL IN THE TREATMENT OF TETANUS*

W. A. Bryan, M.D., F.A.C.S., Nashville

A
N ORIGINAL ARTICLE by Professor

Guido Baccelli, Director of Clinical
L Medicine in Rome, was published in

the Berliner Klinische Wochenschrift in

June, 1911 (I p. 1021). The title of the

paper is “Statistical Results of the Treat-

ment of Tetanus with Subcutaneous In-

jections of Carbolic Acid.” In this article

Baccelli made the following claims

:

1.

Before Behring and Kitasato in 1890

had undertaken the development of an anti-

tetanic serum, Baccelli had already recom-

mended a therapeutic method against

tetanus which since then has shown unex-

pected clinical results reversing the figures

representing mortality and cure. The mor-
tality of tetanus before this discovery was
almost ninety-three per cent.

2.

The principle which stimulated him to

try this method was the observation of the

powerful sedative effect which was exer-

cised by phenol on the nervous system, and
it was employed at the beginning to control

the nervous manifestations in tetanus.

Later it was decided that the drug had also

definite antitoxic power as well as antither-

mal.

3.

The findings mentioned above were
demonstrated not only in his own cases, but

numerous other investigators further ob-

served that the drug was both diaphoretic

and diuretic.

4.

Laboratory control confirmed the

splendid clinical results. In 1890 Tizzoni

and Cantini showed that phenol in vitro de-

stroys the toxicity of tetanus toxin.

In 1891 Kitasato and in 1895 Tizzoni and

Babes, the famous investigator in Bucha-

rest, proved that a five per cent carbolic

acid solution sterilized cultures of Niko-

laier’s bacillus in vitro.

Finally Babes was able to immunize ani-

mals against tetanus by injecting into them
serum obtained from other animals whose

*Read before the Tennessee State Medical Asso-

ciation, Nashville, April 11, 12, 13, 1933.

resistance to the disease had been estab-

lished by the injection of carbolic acid.

5. The basisi.of success is adequate dosage.

Tolerance of this drug by tetanus patients is

wonderful. The tolerance of a heroic thera-

peutic agent is in direct relation to the need

of it. The maximum dose often far exceeds

one and a half grams of phenol every-

twenty-four hours. One physician reports

a case who received three grams of phenol

daily for fourteen days without ill effect.

The limit of the dose is determined by the

appearance of smoky urine. While the
j

treatment is being administered the urine

must be constantly observed for this

phenomenon.

6. Baccelli collects only those cases which ^

have been published and omits numerous

others reported to him orally. There were i

one hundred and ninety cases in the group, i

The cases were divided into five groups:

mild cases, moderately severe cases, severe

cases, very severe cases, stormy and

foudroyant cases. All mild and moderately

severe cases and all who had received any

anti-tetanic serum whatever were excluded.

The statistical study is therefore based sole-

ly on severe, very severe, and foudroyant j

cases in which the natural mortality reaches 1

one hundred per cent.

Ninety-four severe cases were reported

and of these ninety-two recovered, two died

;

a mortality of 2.12 per cent. In one of these

two the treatment was begun very much

too late.

Thirty-eight cases were classified as very- :

severe. Twenty-two of these recovered and

sixteen died. But of the sixteen who died

eleven received insufficient dosage of phenol,

less, often much less, than one gram daily

which should be the minimum in this group.

By excluding the eleven improperly treated,

there remain twenty-seven cases of whom
five died—a mortality of 18.5 per cent. This

group includes fifteen most violent cases

who died in twenty-four to forty-eight.
;
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hours after the onset. Even of these one

was saved by intraspinal injection.

A bibliography of ninety-seven references

to medical literature is appended. These

references are chiefly, but by no means ex-

clusively, to Italian reports. Shortly after

the publication of Baccelli’s article I used

this method on a mild case of tetanus with

an incubation period of about twelve days.

He recovered, but this case signifies nothing

as recovery would probably have occurred

with or without treatment of any kind. I

saw no more cases until 1927. Since then I

have seen six cases, five of whom I treated

and all of these recovered. Three of them
were severe and two were moderately

severe. I cannot report one other case

which I saw in consultation in another city,

except that the case had pneumonia when I

saw him and I was informed later of his

death.

The work by Kitasato referred to above

was done, according to Kitasato’s own state-

ment, in the laboratory of Dr. R. Koch and
under his supervision. Kitasato demon-
strated as one item of this enormous study

of the bacillus of tetanus and its toxin that

by the addition of phenol to the toxin con-

taining filtrate, and setting it aside in the

dark for a time the toxin was so changed
that injection of a certain dose into guinea

pigs and mice produced no harm, while the

same amount untreated by phenol invaria-

bly produced death. This proved dependably

that phenol added directly to the toxin so

alters it at least as to reduce its toxicity

materially. (This work of Kitasato is

published in Zeitschrift fur Hygiene Vol.

10, 1891, page 267.)

Synn Suvansa, M. R. C. S. England
(Bangkok) published an article in the

Lancet (1931 Vol. 1, page 1075) in which
he reported fourteen cases of tetanus treat-

ed by the intrathecal injection of phenol

1/400 in normal salt solution with four

deaths and ten recoveries, stating that three

of the four who died came to him in the last

stages of the disease and that the fourth

died, in his opinion, from uremia instead of

tetanus. He had been using intrathecal

doses of antitetanic serum and a case of

tetanus came when he could obtain no

serum ;
consequently he gave the phenol and

the result was very impressive. On account

of fear of some untoward result he resumed
the serum treatment for five years “of de-

spair.” He gave it up and returned to the

phenol administration. He uses 12-20 cc. in

children of twelve, and 30-40 cc. in adults.

This dosage is administered after with-

drawing a like amount of cerebrospinal

fluid.

In the beginning of his article Suvansa
states, as I have found several others doing,

that no one has been able to get the results

with his plan that Baccelli did, and then

says that Baccelli recommends the adminis-

tration of 10 c.cm. of a one per cent solution

intramuscularly every two hours. But as I

gather from Baccelli’s article reviewed in

the beginning of this paper, he emphasises

there the giving of larger doses less fre-

quently; that the dosage must be adequate,

and that the method of determining its

maximum is smokiness of the urine. His

further emphasis of this point is established

in his several criticisms of the dosage in

fatal cases, saying that the dosage was
“insufficient” or “so inadequate as to be

laughable.”

It is fair to state that most of Suvansa’s

cases had no antitetanic serum, and that

those who received it had such small

amounts as to fall far short of cure.

Chas. O. Bates (Greenville, South Caro-

lina, The American Journal of Surgery,

October, 1932, p. 58) reports the use of car-

bolic acid in conjunction with antitetanic

serum. He uses 7500 units A. T. S. intra-

spinally and 40,000 subcutaneously or intra-

muscularly on the day he first sees the

patient, and gives one to five cc. of a two
or three per cent solution of phenol sub-

cutaneously, or preferably around the

wound and along the nerve trunks, if the

wound is on an extremity. Bates reports

five cases, all of them severe, having periods

of incubation of eighteen, four, seven, five

and unknown days. The incubation of the

unknown is not material and probably was
short; he died twenty-four hours after ad-

mission in apparently a hopeless condition.

The other four recovered.

Innumerable remedies have been exhibit-



244 PHENOL IN THE TREATMENT OF TETANUS—Bryan June, 1933

ed in the treatment of tetanus. The obvious

plans underlying all of these, once tetanus

has developed, have been first to counteract

the toxin that has reached and attacked

the central nervous structures and to neu-

tralize or destroy the poison elaborated by

the bacilli, and second the control of spasms.

For the neutralization of uncombined toxins

the universal consensus agrees that antite-

tanic serum is the remedy.

It is useful in prevention and by inference

should also be just as effective in disquali-

fying those toxins M;hat during the attack

have formed, but have not yet had time to

reach and combine with central nerve cells.

Whether antitoxin can separate and/or de-

stroy the combined toxins seems thus far

to be an unanswerable question. It is a

fact that patients treated with A. T. S.

show a lower mortality than those not re-

ceiving it. It is urged by practically all

who recommend its use and who have had

most experience that the dose necessary to

cure shall be large, often reaching several

hundred thousand units, inconceivably more

than is necessary to neutralize any possible

amount of toxin elaborated in the wound.

Is this due to the fact that only a small part

of the administered antitoxin reaches the

combined toxin in the nerve centers ? Many
have thought so, and many efforts have been

made to bring the antitoxin into more direct

action by intrathecal administration.

Others claim that when thus administered it

is just as far from the nerve cells as when
given into a vein or hypodermically.

Since tetanus patients die almost invari-

ably in the midst of a spasm and because of

the spasm the idea has gained wide accept-

ance, justifiably, that control of the spasms

should reduce the mortality, besides adding

definitely to the comfort. The first item in

control of spasms is the removal of all

causes which stimulate the sensorium, the

second is the employment of drugs to con-

trol or ameliorate the spasms. Chloretone

is very frequently recommended. Chloro-

form has been used by many physicians,

ether by many, in the belief that they had

a helpful influence on the outcome. Mag-
nesium sulphate was recommended by
Meltzer and Auer, who came to believe that

it possessed potency in addition to its anel-

gesic property. Phenol was originally used

in the treatment of tetanus on account of its

known antispasmodic property and, as in

the case of magnesium sulphate, Baccelli

concluded that it possessed specific influence

against tetanus toxin. Both of these drugs
are given hypodermically, intravenously

and into the spinal canal

There are three capital plans of treatment
for tetanus in use: (1) The specific serum
plan, which is most widely employed and'

most highly extolled. (2) The magnesium
sulphate plan, which has some ardent ad-

vocates. (3) The carbolic acid plan, most
widely used in Italy where it originated

and where it is used by many to the ex-

clusion of other curative measures. There
are those also who combine two of these

plans as a routine method.

The mortality of tetanus is very difficult

to measure, and accurate comparison of two
methods is impossible unless a large number
of cases treated by serum or carbolic acid or

a combination of the two could be recorded.

The difficulty of comparison arises from the

fact that numerous wounded cases who have-

tetanus may die of other wound complica-

tions or sequellae in spite of the influence

treatment of tetanus may produce, even in

spite of definite cure. To illustrate: Corn-

wall writing War Tetanus reports (N. Y.

Med. Journal, October 17, 1917) reports two
hundred and twenty-five cases treated with

serum with one hundred and thirty-one

deaths, while of twenty-one cases receiv-

ing no serum eighteen died. This gives

nearly sixty per cent mortality, which is

much higher than other records unin-

fluenced by dangerous wounds. Probably

a fair estimate of the death rate in serum-

treated cases is between twenty and forty

per cent. Gibson (Amer. J. Med. Sciences,

V. 152, p. 781) quotes Dr. Carlo Savini of

New York who had just returned from Italy

as saying that the mortality of tetanus

treated with phenol was only seventeen per

cent and that the Italian doctors prefer in

their order phenol, magnesium sulphate,

and antitetanic serum.

In every instance where I have found the

treatment of tetanus with phenol tried and
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condemned, the dosage has not been admin-

istered even remotely in compliance with

Baccelli’s instructions. It has always been

too small. He specifically stated in 1911

that the tolerance of the tetanus case was
much greater than that of the healthy in-

dividual : that the dose should be cautiously,

but not too slowly increased till it is suffi-

cient to control the case; that the average

daily adult dose should be from one and a

half grams to two grams; and that con-

tinual observation of the urine for smoki-

ness was the guide as to overdosage, which
when it is observed should lead to cessation

of the treatment or to material reduction of

the dose or to extension of the interval.

I have treated six cases with carbolic

acid, all of whom recovered. Several of

these had antitetanic serum before the

phenol treatment was begun, and during the

treatment. They were placed on phenol in-

travenously in one per cent aqueous solu-

tion. The doses were usually given twice

daily. Two of these cases were mild, one

was fairly severe, three were severe. The
three severe cases and one mild case were
all treated in Vanderbilt hospital.

Twenty-one cases of tetanus have been

treated in Vanderbilt hospital. Of these ten

recovered and eleven died. Four of these

cases were treated with phenol in conjunc-

tion with antitetanic serum. All of the four

recovered. This leaves seventeen cases who
were treated by other methods with no

phenol. But of the seventeen there were
two who were far advanced on admission

and should not be counted, thus leaving

fifteen cases with six recoveries, a mortality

of sixty per cent; or if the two very late

cases are included in the count, there were
seventeen cases with 11 deaths, an actual

mortality of more than sixty-four per cent.

Case 3630 (April 14, 1927) female, twelve

years old, moderately mild case, no prophy-

lactic A. T. S., having a long period of incu-

bation. She received 30,000 units A. T. S.

on the fifteenth and 35,000 the sixteenth.

On the eighteenth the pediatrician advised

discontinuance of A. T. S. On the nine-

teenth the following note appears on her

chart
; Respiration 45 labored. Muscles

spastic and she complains of frequent pains

in legs. Temperature 104. W. B. C. 17,850.

Getting morphine and Chloral hydrat. No
A. T. S. for two days. Condition does not

seem good and on account of rapid respira-

tion, pulse and high temperature, prognosis

looks grave. On the twentieth patient is

not improved. Had a very restless night.

Received 18 cc. one per cent phenol intra-

venously. No reaction. On the twenty-

first condition somewhat improved
;

can

open mouth a little wider. Delirious at

times. Temperature and pulse lower for

past two days. Received 24 cc. one per cent

phenol intravenously (4 minums pure
phenol). No immediate reaction. On the

twenty-second delirious. Little change in

twenty-four hours. On the twenty-fourth

definitely better, rational, pulse and tem-

perature falling. Urine essentially nega-

tive. From this time on the improvement
was continuous.

Case 3777. A boy, age fifteen years, in-

cubation period nine days, injury cut

thumb, no prophylactic A. T. S. Described

as extremely ill. Received 60,000 units A.

T. S. on admission, 5000 (the record says

500) units before admission. On the next

day (5-1-27) he received six minims pure

phenol in one per cent aqueous solution in-

travenously. No change in urine. This

was followed by fairly good night, but was
still desperately ill on the second of May,
requiring morphine and chloretone to con-

trol spasms. Phenol was repeated in same
dose, following which he stated that he was
more comfortable and that his back and
neck were less painful. May 3, practically

in coma. Arms and legs seem stiffer. Ab-
domen, back, and neck perfectly rigid, but

able to open mouth wider. May 4, slightly

improved, spasms less frequent, rigidity of

back and abdomen less marked. Serum
rash. Temperature slightly elevated.

Phenol increased to eight minums given

every six to eight hours. Received 20,000

units A. T. S.—a total of 105,000 units.

Urine continues negative. Seems some bet-

ter. May 5, temperature 101, chloretone

discontinued. Pulse lower. Drowsy. Rest-

ing very well. Muscles slightly relaxed.

Urine clear. No red cells. Only a trace of

risus. In the evening urine slightly smoky.
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Phenol discontinued. Slightly improved.

May 6, urine clear, received eight minums
phenol, pulse 100 good volume, improving.

Slept well all night. Definitely improved;

abdomen soft; jaw, neck, and back rigid.

Pulse 90, temperature 99, prognosis better.

Abdomen became rigid again at 10:30 a. m.

Better at times and then worse. Phenol in-

jections have a marked effect on quieting

the patient and reducing muscular rigidity.

May 7, seems worse, risus has returned,

somewhat irrational. Temperature has

gone up again. Urine clear. May 8, rest-

less, complaining a good deal. May 9, bet-

ter, talking better, less complaint^ Has
spasm if spoken to unexpectedly and be-

comes perfectly rigid. Taking fluids better.

Still receiving A. T. S. and phenol, but less

frequently. May 10, gradually improving,

not rigid, lies more comfortably in bed.

Noise causes him to become rigid. Com-
plains only of his back and arms. Urine

shows no hemoglobin. May 11, swallows

much better, 10,000 units of A. T. S. May
12, marked improvement, appetite good,

swallows easily and takes abundant fluids.

From this time on improvement continued.

He was discharged on June 6, 1927.

Case 4708. A colored girl, age 16, punc-

tured wound of foot ;
wound healed in three

or four days. Period of incubation nine

days. On admission jaws were locked,

rigid over whole body, especially abdominal

muscles. Opisthotonos was marked. Noise

increased spasms, perspired freely, unable

to control urination. Received 20,000 units

A. T. S. on day of admission and two doses

of phenol four to six minums six hours

apart. Given phenol two or three times

daily 40 cc. one per cent aqueous solution.

Felt better on the seventeenth. On the

nineteenth phenol still continued, 10,000

units A. T. S. given on this day. Has fine

papular rash. August 23, 20,000 units

A. T. S. and phenol continued. August 26,

phenol continued, 10,000 units A. T. S.

August 30, general condition improved.

September 4, phenol has been continued

daily, received 10,000 units A. T. S. Sep-

tember 10 is having series of boils. General

condition good. September 22, patient is

up and walking about ad libitum. She re-

ceived an average of ten minums, or more,
|

of phenol daily for thirty days and on dis-

charge, September 25, her renal function

showed an output of 50 per cent
; apparent-

ly there was no damage of renal function.

Case 4989. Admitted September 16, 1927,

boy, age six years, stuck splinter in foot

August 29, incubation fourteen days. No
prophylactic A. T. S. Received 20,000 units

intravenously before admission. A small

papular eruption over body. Patient re-

ceived four minums phenol beginning on the

sixteenth every six hours, till noon on the

eighteenth. Phenol discontinued. Septem-

ber 20, greatly improved, resting well.

Phenol repeated, four minums, on the

twenty-second. September twenty-fifth,

temperature higher, urine negative. Sep-

tember 27, general condition good. Sep-

tember 28, discharged. A mild case.

Protestant hospital — Case No. 20944.

April 1, 1928, white woman, age 28, two

weeks following miscarriage and subse-

quently curetted. One week before admis-

sion could not open mouth. Spasm of

muscles confined largely to face, neck, and

chest. Her temperature ranged from 97

degrees to 101 and pulse from 80 to 120.

She received 10,000 units A. T. S. on admis-

sion and 30 to 40 cc. one per cent phenol

solution intravenously every eight hours un-

til the seventh, when it was discontinued.
|

Recovery. While this patient had occasion-

ally rather severe spasms she was con- 1

sidered a mild case and was probably not a

fair test for any plan of treatment.

The number of cases above is insufficient

for conclusive argument. Taken in con-
j

junction with the other cases reported it is
'

suggestive that the use of phenol may have

some value. No one reports cases treated

with phenol showing a poorer result than by

other methods. Some report better results, i

Personally, I am inclined to think that l

phenol should be used adequately with

moderate administration of antitetanic
;

serum.
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MY EXPERIENCE WITH GLAUCOMA*

E. C. Ellett, M.D., Memphis

THIS PAPER is an attempt to review

my personal experience with all forms

of primary glaucoma and one form of

secondary glaucoma. There is nothing new

advanced as to the cause and no new idea

on the subject of treatment, because there

is nothing new that I know of to add to

what Duke-Elder said on the subject of the

cause of glaucoma at the Amsterdam Con-

gress in 1929, namely, we do not know the

cause. We know a good deal about the

pathological anatomy and something about

the pathology of the disease, but the cause

seems to be, at present, unknown. With

refinements of diagnosis, a more suspicious

attitude on the part of eye surgeons and

greater demands on us for careful examina-

tion and that we take nothing for granted,

the percentage of cases of glaucoma seems

to be very greatly on the increase. It is

probably only an apparent increase, due to

the fact that more cases are recognized than

formerly. This is especially true of glau-

coma simplex, that thief in the night.

Acute forms present symptoms which

clamor for recognition, while the chronic

form is of such slow and quiet development

that it reaches a point, before recognition,

in which we have to do, not with a case of

glaucoma, but with an eye damaged be-

yond repair by the ravages of glaucoma.

If we do not know the cause of glaucoma,

we know too well its natural history. If

there is one established fact in medicine, it

is that untreated glaucoma ends in blind-

ness. In glaucoma simplex this is a gradual

failure without other symptoms. In the

inflammatory form it progresses by a series

of attacks, the first of which may be fatal

to the vision, or the eye may recover, to

succumb to relapses, with periods between

that may be called remissions, in which

*Read before the Tennessee Academy of Ophthal-

mology and Otolaryngology, Nashville, April 10,

1933.

the eye is rarely free from some recogniz-

able signs of the disease.

The best safeguard against overlooking

glaucoma is to approach every case of eye

disease with the mental interrogation: “Is

this glaucoma ?” We might take a leaf

from the book of the pioneers who when
they saw “Injun signs” were very careful,

and when they did not see “Injun signs”

were very much more careful. It is very

important to remember that glaucoma is

no respecter of ages. A considerable num-
ber of cases are seen in people of 30 or less,

and these are much more apt to be over-

looked than the infantile and juvenile cases

with distensible eye balls. (Buphthalmos.)

Another larger group to be carefully scru-

tinized are people of middle age with be-

ginning lens changes, and possibly such an

increase of lens reflex as to lead a casual

observer to make a diagnosis of cataract,

though the lens may still permit a satisfac-

tory view of the eye ground. This is the

melancholy class who have been told they

have cataract and to wait till it is “ripe,”

at which time of course there is nothing to

do but write the obituary of the eye. Though

it has nothing to do with glaucoma, we will

lessen the number in this mournful proces-

sion when we succeed in getting it generally

known that it is not necessary to wait till

a cataract is ripe before removing it.

It is only possible to refer very briefly to

the necessity of careful examination to de-

tect glaucoma in the stage when treatment

offers something. The ophthalmoscope and

tests of vision are not of much help, but

careful studies of the visual fields, especial-

ly the neighborhood of the blind spot, and

systematic use of the tonometer are most

helpful. The old arc perimeter is not suf-

ficiently delicate for the purpose, and the

tangent screen, stereo-campimeter or some

good scotometer, like Elliots’, are a neces-

sity. Of the various tonometers one is apt



248 MY EXPERIENCE WITH GLAUCOMA—Ellett June, 1933

to have a favorite, and my own is the old

Schiotz.

There is not much likelihood of overlook-

ing acute glaucoma. The general disturb-

ance, nausea, vomiting, prostration, tem-

perature, and pain, so diffuse that it may
not be recognized as ocular in origin, may
lead to such an attack being thought to be

something else than eyes, but the diminu-

tion of vision and redness of the eye should

direct attention to the organ at fault.

There is much that might be said in a

general way about what experience has

taught me in regard to treatment. One
must always make a choice between the

medical and surgical treatment, but either

form demands the attention to secretions,

rest, bowels, diet, exposure, worry, overex-

ertion, etc., that may underlie the develop-

ment of the condition, and certainly con-

tribute no little to an unfavorable course.

In glaucoma simplex we feel that the

proper use of a myotic drug will often keep

the tension at a satisfactory level, and

arrest or retard its progress. This may be

helped, according to some observers, by the

use of some form of suprarenin in strong

solution (Glaucosan, adrenalin-bitartrate)

but the opinion on this point is by no means
unanimous and my personal experience wTith

these adjuvants is entirely unsatisfactory.

In regard to the association of the local

treatment with certain internal treatment

(Gynergen, Ergotin) this has not been fol-

lowed out sufficiently often to enable me to

form a personal opinion about their value.

In a very short and unsatisfactory trial of

them I have seen nothing to encourage me
to use them more.

By the proper use of a myotic drug I

mean the use of a solution of such strength

and at such intervals as to maintain a con-

traction of the pupil and a normal intra-

ocular tension. It seems to be generally

believed that pilocarpin is more agreeable

to the patient than eserine which is more
apt to cause twitching of the lids, and an

unpleasant drawing sensation. Pilocarpin

1 per cent in boric acid solution, three to six

times a day may answer. If not, eserine,

from y4 per cent to 1 per cent or even 2

per cent similarly used, may answer. Not

only the pupil and the tension, but the fields

and vision should be carefully and frequent-

ly checked to assure one that the condition

is under control. Failure to control all

these factors is an indication for operation.

Nerve fibers are undoubtedly the most
sensitive of all our tissues, and while skin,

muscle, bone, and other tissues readily heal

and regain or retain their functions after

injuries, the same is certainly not so true of

nerve fibers, and degeneration once begun
may not be arrested, no matter if the cause

is removed. Fortunately this is not always
the case, but at least one cannot count on re-

gaining function that is lost through atro-

phy of optic nerve fibers, nor even on ar-

resting the progress of the degeneration.

The reason why the prognosis of acute glau-

coma is better than that of chronic is that

the pressure on the nerve fibers has caused

a temporary dulling of their functions, not

a definite degeneration. But let this great

pressure which accompanies acute glaucoma
last long enough, and degenerations will fol-

low, no matter if the tension is relieved.

It seems to me that this time varies with

different eyes. Two weeks is an outside

limit in which restoration of vision in an

eye the subject of acute glaucoma may be

expected to occur, and the safety zone is far

short of that. Hours even count, and when
suitable medical treatment does not lower

the tension within twelve hours, operation

should be considered.

As soon as the diagnosis of glaucoma is

made the first question that comes up for

solution is that of operation.

Glaucoma Simplex. In many cases the

proper use of myotics will reduce the ten-

sion and preserve the vision, but this will

only be the case when the treatment is be-

gun early in the course of the disease and
is regularly and persistently used. In most
people this requirement is not fulfilled for

one reason or another. Under the most
favorable circumstances it can only achieve

this result when used as long as the patient

lives, so that if a trial shows that the patient

will not for any reason use the treatment

conscientiously, or if his expectancy of life

is so great that it is unreasonable to expect

him to use the treatment as long as he lives,
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the medical treatment is not advisable. In

persons of fair general health and under

sixty years of age, operation should usually

be advised. If the tension is not kept with-

in limits, and the vision and visual fields

are not kept as good as when the treatment

was begun, it should be abandoned in favor

of surgery, regardless of the patient’s age.

In one rather doubtful case the use of a

myotic has apparently cured a case of glau-

coma simplex seen at an early stage. I

would not venture to conclude from this one

case that such a result can be anticipated.

In fact, the most we can hope for from such

a treatment is to preserve the status quo.

In a general way, it is my experience that

the presence of recognizable cupping of the

disk, and atrophy of the nerve is of serious

prognostic significance. It is by no means
certain that any sort of treatment will

arrest the progress of the atrophy of the

nerve fibers which has so plainly already

begun. The most faithfully followed medi-

cal treatment or the most skillfully per-

formed operation is often helpless before

such a condition, and for that reason our

prognosis must depend on the condition of

the eye at the time treatment is begun.

In only one case have I noticed a ma-
terial improvement in the vision after an

operation for glaucoma simplex (case 16).

Acute Glaucoma. The problem of treat-

ment in acute glaucoma is much more sim-

ple, at least as regards what should be ad-

vised. If appropriate medical treatment

does not produce a definite improvement,
especially as regards vision, within twelve

hours, operation should be advised. By ap-

propriate medical treatment is meant rest in

bed, free bowel movements, sedatives in

sufficient quantity to insure rest, eserine,

dionin, and hot applications locally. I can-

not from my own experience say anything
in favor of the use of adrenalin prepara-

tions in these conditions. Amino-glaucosan
has proven a flat failure, and in one patient

whom I saw in consultation it greatly ag-

gravated the condition, and the eye was
finally lost. There is probably a time limit

beyond which we should not withhold opera-

tion, and I would place it shorter than that

usually advised, and would not continue

with medical treatment, without improve-

ment, more than twelve hours. Sometimes
medical treatment succeeds in relieving the

symptoms and is a blessing in cases that

are not operable for other reasons. It is

hardly necessary to state before this audi-

ence that the line between acute and chronic

glaucoma is not always sharply drawn, nor

is it easy to fix a time after which operation

is not apt to succeed. An immediate re-

covery is sometimes unfortunately, not per-

manent, which means that operation was
not performed soon enough. Many cases

could be quoted in which operation relieved

the pain and inflammatory symptoms but

did not restore vision.

Hemorrhagic Glaucoma. There is one

form of secondary glaucoma which deserves

special mention, as it demands special treat-

ment
;
namely, hemorrhagic glaucoma. This

term should not apply to glaucoma accom-

panied by any form of hemorrhage into the

eye, such as vitreous or anterior chamber
hemorrhage, but to those cases which show
first a period of retinal hemorrhage, flame

shaped and widely distributed, with prac-

tical loss of sight, and subsequent develop-

ment of a glaucoma of decided congestive

tendencies. Such cases offer such a poor

outlook from any surgical operation that I

am satisfied that enucleation is advisable

when any interference is called for. My
experience with this form of glaucoma has

been, I am glad to say, very limited, but

my conclusions from it are very definite and
fixed. I was fortunately early made aware
of the malignant nature of this condition by
an article of Dr. S. D. Risley, in the Uni-

versity Medical Magazine, 1893.

I do not care to enter into a lengthy dis-

cussion of the type of operation that is most

desirable, but simply to state my own
preference at this time. Most operators

change their operation of choice from time

to time, usually following an unsatisfactory

result, and in that respect I probably stand

with the majority. At this time I would ex-

press my preference as follows: My first

choice of an operation for glaucoma sim-

plex, lies at present between trephining and
iridencleisis. If the trephine is selected, I

prefer to combine it with a peripheral
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iridectomy, because such a procedure is

followed by less tendency to iritis, and a

quicker restoration of the anterior chamber,

with the accompanying advantages. The

claim made by Elliot for iridectomy was

that it only served to prevent plugging of

the trephine opening with uveal tissue, and

the peripheral iridectomy does this just as

well as the complete, and also does away
with the dazzling and disfigurement which

are so often objectionable after a complete

iridectomy in people with prominent eyes.

An objection to the trephine operation with

which I have fortunately had no experience,

is late infection.

Iridencleisis, combined with meridional

iridotomy, is very excellent procedure

which has served me well. Except in the

presence of a very shallow anterior chamber

it is not difficult, is quickly done, seems to

be free from the danger of late infection,

and reduces the tension. One disastrous

result, for which I have no satisfactory ex-

planation, dampened my enthusiasm for this

operation, but further experience, the lapse

of time, and a recent article by Harrison

Butler (British Journal of Oph., December,

1932) inclines me again to regard it with

favor.

In acute glaucoma, the iridectomy has

proven to me to be technically difficult, on

account of the shallow anterior chamber,

and not uniformly satisfactory, even when
successfully performed. I prefer to follow

Elliots’ lead and trephine acute cases, com-

bining it with a complete iridectomy, in def-

erence to the almost universal preference

for iridectomy in acute glaucoma. It is a

common observation that the tension, fol-

lowing any technically correct operation for

glaucoma, after a period of reduction, tends

to rise again. This may be relieved in some
instances by the use of a myotic drug and
massage, used as is customary before opera-

tion, though a second or even more opera-

tions may be needed.

The usual number of operative complica-

tions of all sorts have been met with in my
experience and are omitted from this list

because only cases are quoted which sustain

the points which are brought out in this

paper. The fact that surgery is not 100

per cent successful must always be taken

into account in advising an operation. It

has been my good fortune to have almost
no infections, but plastic inflammation,

iridocyclitis and similar disturbing acci-

dents are going to be met with in any series

of cases.

For hemorrhagic glaucoma and absolute

glaucoma, enucleation, if medical treatment
does not control the pain.

The generalizations in this paper are sus-

tained by a series of case histories, grouped
as follows:

A. Cases of simple glaucoma treated early

and persistently.

Mr. H. ; seen in 1907 ; age 65.

The right eye was highly myopic, diver-

gent, and blind. The left eye showed a
cupped disk, contracted field and vision

20/25 with glasses. He has used eserine

faithfully in this eye for twenty-five years

and the last time he was examined in July,

1920, his vision was 20/60 and J 8 with
glasses, tension 37, and field contracted all

around, especially on the nasal side, with

numerous small irregular scotomata. I

have heard from this patient within a year

to the effect that he still has enough vision

to get around by himself.

Miss M. G. ; has been under my observation

since 1901.

The left eye was blind from glaucoma
simplex, the right eye having normal vision,

normal field and tension that was never

much below 30. Under the use of pilocar-

pin, with which she was very faithful, the

vision and visual field remained normal for

17 years, when she had an attack of acute

glaucoma in the right eye for which an

iridectomy was done. At the last observa-

tion her tension was 18 and vision 5/15 with

glasses, 14 years after the iridectomy.

There was a high degree of astigmatism

and beginning cataract.

B. Cases of simple glaucoma treated late

or irregularly.

Mrs. A. C. F.
;
December, 1924; age 60.

This patient had had glaucoma for several

years and irregular treatment by drops;

part of the time no treatment at all. Opera-

tion was advised on O. D. in 1919 and re-
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fused. In March, 1924, iridectomy 0. D.

by Dr. W. T. Davis of Washington. A per-

fect iridectomy with filtering scar resulted.

Lens cloudy, nerve white and cupped.

Vision moving objects, tension 11, 0. S.

slight lens haze, nerves pale and cupped,

tension 24, vision 20/25 and no treatment

for four months. She has been more regu-

lar with the treatment since I saw her, but

refused operation. The field, which was
contracted up and in and showed an en-

larged blind spot, has gradually contracted

to about 5° and the vision in May, 1931,

was 15/100. The tension has been about

22 right, and 37 and 49 left, Schiotz, for

the time she has been under observation.

W, C. T. ; age 62 ; seen in 1915.

In 1911 he had a diagnosis of bilateral

glaucoma by Dr. Wilmer, and a year later

this was confirmed by the late Dr. Samuel

Theobald. Vision was 20/20 in each eye,

the right field being contracted almost to the

horizontal meridian. He had refused opera-

tion. The right disk was cupped and sur-

rounded by a glaucomatous halo, tension 47.

The left disk showed slight cupping at the

lower margin, a normal field, tension 37.

The use of pilocarpin for a few days re-

duced tension to 22 and 26, but the patient

complained that it hurt and would not use

it. He was seen again eleven years later,

having used no treatment in the meantime.

Vision 0. D. moving objects, central vision

0. S. still good, tension and fields not taken.

Nerve deeply cupped.

C. Cases of simple glaucoma operated at

an early stage.

Miss M. ; age 50.

This patient was seen in 1916 with

recognizable glaucoma simplex which had
been incorrectly diagnosed. Both eyes had
20/20 vision, tension 75 McLean, 52 Gradle,

and the left disk was cupped. A Lagrange
operation was performed on the left eye

with immediate reduction of tension to 25

McLean. There has been a gradual de-

velopment of lenticular opacities, which
have reduced the vision, but the fields have
not shown a material change. Under myo-
tics the right eye showed no progress of the

glaucoma for several years, but in 1920

the disk was seen to be developing recog-

nizable cupping and tension was about 47

most of the time (McLean). In October,

1920, a Lagrange was done on this eye. The
subsequent history has been very much like

that of 0. S. The patient has a responsible

position in the public schools which she fills

12 years after operation in 0. D. and 16

years after the operation in 0. S. Vision

5/12 and 10/200, due largely to lens opac-

ities, tension 16 and 13 Schiotz. The right

eye should have been operated earlier.

Mrs. J. F. R. ; 1926 ; age 55.

Patient noticed blurred vision 0. S. Sep-
tember, 1924, and a diagnosis of glaucoma
was made by Dr. W. T. Davis January,

1925, and operation October, 1925. A tre-

phine with peripheral iridectomy was done,

and it was perfect surgically. Vision in

this eye was 20/20 with glasses, tension 10

Schiotz. Nerve white and a little cupped.

0. D. vision 15/16, tension 30. Fields;

right normal, left contracted especially

down and out (to 30). In November, 1926,

tension remains 37 to 40 Schiotz. 0. D. A
corneo-scleral trephine with complete iri-

dectomy was done. April, 1932, vision 6/6
each eye with glasses. Fields have not

changed, tension 13 and 15 Schiotz.

Mrs. W. S. J. ; August, 1926 ; age 65.

Failing vision a year, and diagnosis of

glaucoma made six weeks before I saw her.

0. D. vision 20/25. 0. S. 20/60 with glasses,

tension 23 and 30 Schiotz. Right disk

normal, left pupped. November, 1926, ten-

sion 36 and 47. Trephine 0. S. with com-
plete iridectomy. February, 1927, same
operation 0. D. October, 1932, incipient

cataracts 0. D. vision 5/20, tension 26.

Immature cataracts 0. S. vision 1/200 ten-

sion 26.

Mrs. S. E. A.; July, 1928; age 56.

Vision had been blurred, especially 0. S.

for a year and a half, and the left eye had

been painful for three months. Vision had

been worse for two weeks. She was using

drops. Tension right 18, left 30. Patient’s

father had had glaucoma. 0. D. congenital

coloboma of iris down. 0. S. A pale and

shallow cupped nerve. July, 1928, a corneo-
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scleral trephine with complete iridectomy.

0. S. October, 1932, has used eserine and

pilocarpin part of the time, good surgical

results. Tension 18, vision 6/6 M. Nerve
0. S. a little pale and apparently not cupped.

D. Cases of simple glaucoma operated at a

late stage.

Mrs. D. S. ; age 76 ;
was seen in March, 1929.

Patient complained of poor vision. The
main trouble was with the left eye, which
had been troubling her for several years.

For a while she said she could not see to

the right with the left eye, but this had
improved. Vision at this time was O.D.

15/100 + 1.00 + 1.25 Ax 180 20/25 +,
O. S. moving off center. Both eyes showed
incipient cataract, glaucomatous cupping of

the nerves, and in the left eye a small white
lesion in the retina to the temporal side of

disk. Tension 0. S. 43, 0. D. 37 Schiotz.

Eserine reduced the tension T. 30 each eye.

On April 20, 1929, a corneo-scleral trephine

with complete iridectomy was done in the

right eye, and an iridotasis with one cut

through the iris and replacement of the cut

side, as described by Gifford, in the left.

The immediate result was good. Both eyes

healed satisfactorily, and on June 6 vision

0. D. was 20/25 and J 1 with glasses. 0. S.

15/200. Tension was 16 and 18 Schiotz. A
year later the vision in 0. D. had fallen,

apparently due to the progress of cataracts.

Vision was 20/50 p. tension 8. The vision

of 0. S. was the same as before and tension

26. Two years after the operation, Febru-

ary, 1931, vision 0. D. 5/60, unimproved.

Tension less than 5. Vision 0. S. 5/30 +
1.50 + 2.00 Ax 180, 5/7.5, + 4.50 + 2.00

Ax 180 J III. Tension was 26. In June,

1931, the condition was the same. The re-

covery of the vision in the left eye more
than a year after the operation is unusual.

C. S. ;
age 45 ;

1920.

Was seen in 1920 with a diagnosis of

chronic glaucoma of uncertain duration.

Vision 20/100 and 20/40, tension 57, in each

eye, disks deeply cupped. He was very

negligent about treatment and finally con-

sented to an operation in May of 1922. A
trephine with complete iridectomy was done

on the right eye, the vision at that time be-

ing 20/200, and tension 60 McLean. O. S.

Lagrange on April 17, tension 65 McLean.

July, 1922, vision O. D. 15/200, O. S. 3/200,

tension 20 and 22 McLean. There was a

cataract in the left eye, mostly posterior

capsular, and this was extracted in August,

1922, followed by a capsulotomy a month
later. The last examination in April, 1924,

right eye 20/200 left eye 20/200 excentric.

He read J. 14 with each eye. Tension nor-

mal, disks cupped. He thought his vision

had not gotten any worse in the last two
years.

E. Cases of acute glaucoma treated medi-

cally.

Mrs. W. C. C. ; 1895 ; age 45.

This patient was hyperopic, + 4.00 and
had normal vision with glasses. She had
no other trouble till 1920, when she de-

veloped acute glaucoma in the left eye fol-

lowing ’the death of her only daughter.

Vision 20/200, tension 63, Gradle, 95 Mc-

Lean. Operation was advised and refused

and the patient consulted another physician.

Under rather irregular treatment with myo-

tics the eye partly recovered in six weeks

with vision 20/60. Three years later vision

15/25, lens cloudy, tension normal to fingers.

Signs of past iritis (few adhesions and a

thin film in pupil) . In 1927 the vision was

20/60, tension 23 Schiotz, lens cloudy, no

fundus details seen. Soon after this the

patient died.

Mr. J. W. F.
;
seen in 1903 ;

age 60.

Following an iridectomy for acute glau-
]

coma in the left eye by the late Dr. A. A.

Hubbell in 1906, and a cataract extraction,

vision was 20/40. When the right eye was

attacked the patient was confined to his

room with dyspnoea, swollen feet, high

blood pressure and chronic nephritis.

Operation was inadvisable, if not impossi-

ble, and the happy result from medical

treatment was most fortunate. The symp-

toms yielded to eserine, dionin and hot ap-

plication, and there was no return till his

death fourteen months later.

F. Cases of acute glaucoma operated early.

Mrs. G. M. L.
;
seen in 1913; age 41.

She showed only a refractive error and
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presbyopia when first seen, and the first rise

of tension was noted in June, 1923, with

some pain 0. D. dilated pupil and occasional

blurring of vision. She had three attacks

of pain and poor vision in three weeks, the

last on July third. She was seen July

fourth, and an iridectomy was done on the

eleventh. A week later acute glaucoma de-

veloped in 0. S. July fourteenth, and an
iridectomy was done July 17, 1923. In July,

1925, vision 20/20 and tension 17 each eye.

Nerves normal. This was confirmed in

October, 1925, by Dr. Sloan of Charlotte,

N. C. In March, 1933, incipient cataract,

vision 6/6 with glasses, normal field and
tension 22 each eye.

Mrs. W. W. A.; 1909; age 40.

Patient had had two strokes of apoplexy
with left hemiplegia in 1900, and an ovario-

tomy in 1891. Eyes 20/20 each eye and
normal. In 1915 she was seen after re-

covery from pneumonia and was said to

have chronic nephritis
; O. S. had been pain-

ful three days. Tension + 2. Iridectomy

O. S. 1929 0. S. 20/25 and J 1. Tension

25 (McLean).

G. Cases of acute glaucoma operated late.

Mrs. J. H. A.
;
age 66. Seen in 1906

:

Although she had been under the care

of her physician and an oculist, the con-

dition in the patient’s right eye was not

recognized, or at least had not been treated.

The eye had been red and inflamed for four

weeks, vision was equal to moving objects.

An iridectomy was done under general

anesthesia, and one month later the tension

was normal and vision 20/60, with a greatly

contracted visual field. Five months after

the operation she was 20/40 + with glasses,

and tension was normal. I did not see her

again for six years, when the right eye was
found to be blind, with a white and slightly

cupped disk. The tension was still normal.

H. Hemorrhagic glaucoma.

Mrs. T. B. ; age 62 ; 1896.

A month before I saw this lady she had
an attack of vertigo, followed by impair-
ment of vision in left eye, vision fingers at

three feet. The nerve head was swollen
and the eye ground showed many flame

shaped hemorrhages, with a star figure of

hemorrhages at the macula. A month later

all the signs of acute glaucoma appeared in

this eye, and after a month of treatment

an iridectomy was done. It was very pain-

ful, partly due to the inefficient anesthesia

of the day, and the iris bled freely. The eye

cleared, but the pain, inflammation, and rise

of tension recurred in a month, and treat-

ment failing to relieve her the eye was
enucleated. The central vessels of the nerve

did not show any obstruction in the sec-

tions.

No effort has been made to include all the

available case histories, but a sufficient

number to sustain the conclusions, and only

such cases as have been under observation

long enough to feel sure of the result. Even
with such limitations the list is unwieldy

and long enough to prohibit its being read

in the time alloted.

DISCUSSION

DR. M. M. CULLOM (Nashville) : Glaucoma is

a vexed question, and nearly every ophthalmologist

has ideas peculiar to himself that run counter to

those of other ophthalmologists. But with the

paper presented by Dr. Ellett I find myself prac-

tically in complete accord.

Eternal vigilance on the part of the ophthalmol-

ogist is the price of vision for his glaucoma pa-

tients. The keynote is early diagnosis and prompt
action.

In the case of acute glaucoma we are all agreed.

The only salvation is operation as quickly as pos-

sible. I always give a general anesthetic, as the

anterior chamber is shallow, the lens is so near,

and the eye so sensitive that I want the patient

absolutely quiet. I used always to do an iridec-

tomy, but now I prefer an Elliott trephine with a

complete iridectomy.

In the case of glaucoma simplex I try out myotics

first. If myotics control the tension and the pa-

tient is intelligent and duly impressed with the im-

portance of keeping up the drops regularly, I con-

tinue their use. If the tension creeps up in spite

of the use of myotics, or if the patient is careless,

I insist on operation.

I have at present two patients who have been

under observation and treatment for a number of

years.

Case 1.—Mrs. P., age at present 76, has been

my patient twenty-eight years. At some time pre-

vious to consulting me she had an ulcer on the right

cornea, which had reduced the vision to 3/200. This

eye developed irritative symptoms and finally be-

came glaucomatous, and I removed it. In 1926,

while I was in Europe, she developed glaucoma
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in remaining eye. She consulted Dr. Hasty, who
kept the tension under control with myotics until

my return. Since that time she has made daily

use of myotics and has been seen at frequent inter-

vals. A few days ago the McLean tonometer

showed tension of 25. The field is normal and the

vision is 20/15 with plus 1.25 sphere plus .75 axis

180 degrees.

Case 2.—Mrs. P., white, age 43, consulted me
for pain and disturbance of vision July 18, 1924.

The McLean tonometer showed tension 42 in each

eye. Her vision was 20/15 in right eye with plus

3.00 sphere combined with plus 0.50 cyl. axis 180.

20/20 in left eye with the same correction. Fields

normal. The use of myotics brought the tension

within normal limits, and she has kept it up ever

since. Whenever the myotics are omitted, the ten-

sion promptly returns. I have seen her every year

since. Once when she was careless with her drops

the tension showed 45 in the right eye and 52 in the

left. I saw her last on June 7, 1932. The tension

was 32 in right eye and 29 in left. The vision was
20/15 in right eye with plus 4.00 sphere combined

with plus 0.50 cyl. axis 180 degrees 20/15 in left

eye with plus 2.75 sphere combined with plus .50

cyl. axis is 180 degrees. The fields were normal.

I have two interesting cases that were operated

on by the Elliott trephine method.

Case 1.—M. P., colored female, age 41, came to

me with her right eye blind from absolute glaucoma.
The vision of the left eye was light perception with
a deep glaucoma cup. The tension was 75 with
the McLean tonometer. I did an Elliott trephine

on the left eye, which recovered without incident.

On January 23, 1927, the right eyeball ruptured
from tension, and I removed it. About December,
1927, she came telling me she could see pretty well

with the left eye. I was skeptical, as I never ex-

pected any vision from the eye. On December 8,

1927, I refractured the eye and the vision was
20/30 uncorrected 20/15 with plus 1.00 cyl. ax. 1.75.

She read perfectly with a plus 1.00 sphere added.

She has maintained that vision unimpaired since.

Case 2.—Mrs. H., white, age 65. Glaucoma left

eye tension 90 with McLean tonometer V5/00.
Right eye normal. Did Elliott trephine left eye;

recovery uneventful.

Came July 3, 1928, with glaucoma in right eye
tension 65. Had been under myotics two months by
another physician. July 13, 1928, did Elliott,

trephine. Recovery uneventful. Seen last July 8,

1932. Vision of left eye 20/15 with minus 50 cyl.

axis 90. Field normal.



June, 1933 255

ANESTHESIA FROM THE STANDPOINT OF THE SURGEON*

C. P. Fox, Jr., M.D., Greeneville

THERE are two main types of anesthe-

sia—general anesthesia and regional

anesthesia. In this discussion, general

anesthesia will be considered as that con-

dition in which the patient has lost con-

sciousness and all reaction to pain, and re-

gional anesthesia as that condition in which
the patient retains consciousness, but has

become insensitive to pain in a portion of

the body.

Before proceeding with a discussion of

the various anesthetics we might well ask

—

what is the purpose of anesthesia, or why
are anesthetics administered? Is the pur-

pose to determine how many persons can

be caused to lose consciousness or become
insensitive to pain without any deaths,

which can be attributed to the agent causing

the anesthesia, or is anesthesia induced so

that the surgeon can perform his opera-

tions most successfully and with the lowest

ultimate mortality and with, at the same
time, the least discomfort to the patient?

In making the choice as to the kind of an-

esthesia to be employed, the first consider-

ation should be the ultimate good of the

patient and not what is going to look the

best for the anesthetist or surgeon. Deaths

on the table or soon after completion of

operations probably are hardest on the an-

esthetist and surgeon, but as far as the

patient and his family are concerned,

deaths occurring two days or two weeks

after operation are just as bad. The aim
then should be to select the anesthetic

which will best aid the surgeon in curing his

patients and in reducing his surgical mor-
tality.

The ideal surgical anesthetic would be

one which carried with it no danger to the

life of the patient, which caused no discom-

fort either during the induction or reaction,

which prevented all mental or physical suf-

fering during the operation and which en-

*Read before the Tennessee State Medical Asso-

ciation, Nashville, April 11, 12, 13, 1933.

abled the surgeon to do his work with the

greatest speed, accuracy, and effectiveness.

This ideal anesthetic has not been discov-

ered and we must, therefore, use anesthetics

which are defective in one or more respects.

GENERAL ANESTHESIA
The most commonly employed general

anesthetics at present are ether, nitrous

oxide, ethylene, chloroform, and avertin.

Ether is generally considered the safest

and most satisfactory of these anesthetics.

It, however, has many defects. It is very

unpleasant for most patients, both in the

induction and the reaction and satisfactory

abdominal relaxation is not always obtain-

able when it is used. Ether also probably

causes a much higher percentage of serious

pulmonary complications than do the other

anesthetics and impaired kidneys are in-

jured by its use.

Nitrous oxide has a low primary mortal-

ity, but many believe that the anoxemia

which accompanies its use may be respon-

sible for many unfavorable developments in

the patients with whom it is employed. It

does not give satisfactory abdominal relax-

ation when used alone.

Chloroform has a high mortality rate and

has no advantage over ether except that it is

more pleasant for the patient.

Ethylene is a fourth inhalation anes-

thetic and it was very popular for several

years. It is said to be less disagreeable to

the patient than ether and is capable of pro-

ducing deep unconsciousness. It, however,

does not secure the relaxation which is ob-

tainable with ether. Probably the greatest

objection to this anesthetic is its high ex-

plosiveness, which at times endangers not

only the patient, but the whole operating

room force. For this latter reason many
have abandoned its use.

Avertin or tribromethanol is a relatively

new anesthetic agent which is often used

as a general anesthetic or as a basal anes-
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thetic in combination with an inhalation

anesthetic, chiefly ether. It is administered
per rectum and if the dosage of 100 mg. to

110 mg. per kg of weight is not exceeded it

is very safe. It is the most pleasant of all

anesthetics for the patient, for it is ad-

ministered in the room and causes no un-

pleasant sensation either during the induc-

tion, period of unconsciousness or the

awakening and there is no excitement at

any time. Avertin is ideal for thyroid,

brain, and other head operations and also

is excellent for breast amputations and
operations on the extremities, but is not

suitable for thoracic surgery because of the

abolishment of the cough reflex. It is use-

ful in abdominal surgery when combined

with ether and secures better relaxation

than the inhalation anesthetics alone, be-

cause the breathing is quieter. However,

in the individuals of the type most difficult

to relax, the muscles remain taut and re-

traction is difficult. Its greatest use in ab-

dominal operations is in the thin, non-

muscular and neurotic and hypersensitive

patients.

REGIONAL ANESTHESIA
Under this heading will be considered two

types of anesthesia — the infiltration or

purely local anesthesia and spinal anesthe-

sia. Infiltration anesthesia is probably one

of the safest types of anesthesia, but its use

is best limited to operations on the surface

of the body or to the shorter or more minor

operations. No extensive abdominal work

can be done under this anesthesia without

great discomfort to the patient and good

relaxation is not possible to secure by this

method alone.

The drug of choice for both types of re-

gional anesthesia is para-aminobenzoyl-

di-ethylamino-ethanol hydrochloride, the

American product of which is called pro-

caine, the German product novocaine and
the French product neocaine. It is the least

toxic of the local anesthetics and much less

toxic than most of the general anesthetics.

If given in proper dosage either intra-

spinally or subcutaneously it very seldomly

causes any untoward symptoms, since, after
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reaching the circulation it is very quickly
fixed and destroyed in the liver.

Spinal anesthesia is the most nearly ideal

of all types of anesthesia for most abdomi-
nal, perineal, pelvic, and lower extremity
operations. It is not a new type of anesthe-

sia, but has become widely employed only in

the last four or five years. At the beginning
of this period it was received probably too

enthusiastically and administered too often

without the proper care, and to patients

who could not withstand an operation un-

der this or any other form of anesthesia.

For this reason, many deaths were reported

as due to spinal anesthesia and it began to

be considered very unsafe by many sur-

geons. In the past year or two there has

been a concerted and wholly unwarranted
and often unsupported attack on this

method of anesthesia. It has seemed that

if a surgical death has occurred, which was
not very obviously due to some other cause,

spinal has been given the blame. Medical

men and surgeons who are busy with clini-

cal work are very prone to allow their

reasoning faculties to lapse into disuse and
jump to conclusions which have no real

foundation. They resort to the “post hoc,
j

ergo propter hoc” type of reasoning and I

know of no instance where this logical fal-
'

lacy has been more overworked than in the

discussion of the mortality and other bad

results due to spinal anesthesia.

Spinal anesthesia is best for abdominal

operations because of the relaxation which

it secures, a relaxation which is not even \

approached by any other type of anesthesia.
;

This enables the surgeon to work with

greater speed, accuracy, and effectiveness
]

than under any other anesthetic. There is

little traumatism from retractors or packs,

clamps and ligatures are not so likely to slip,

sutures and ligatures are more accurately
j

placed and the operative field is more ac- 1

cessible and work is done under better

vision. All this results in more successful '

operations and a considerable reduction in

surgical mortality, a reduction which by far

overcomes any increase in anesthetic mor-
tality which may be operative. However, I

it is very doubtful if the anesthetic mor-
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tality with spinal anesthesia is much great-

er than with other types of anesthesia, if

the proper technique is followed. It de-

pends on whose figures are accepted. Men
who have used it the least usually report

the highest mortality, while those who have

had many cases report the lowest rate. The
best available figures for spinal anesthesia

at present show a mortality rate ranging

from 1 to 2000 to 1 to 11,000, while a rate

ranging from 1 to 3500 to 1 to 10,000 is

reported with ether. If we accept the high-

er rate for spinal and higher rate for ether,

we have four deaths for every 14,000 ether

anesthetics and seven deaths for every

14,000 spinal. The anesthetic mortality is

insignificant however, when compared to

the surgical mortality and if the surgical

mortality with spinal is reduced by just .25

per cent below that of other anesthetics in

abdominal operations, say from 2.25 per

cent to 2 per cent there would be 319 deaths

to each 14,000 patients, with the latter and
only 287 deaths to the same number with

spinal anesthesia. The net reduction of

deaths under spinal would then be 32, or this

many lives would be saved by the use of

spinal anesthesia. This is a very conserva-

tive estimate and the reduction in surgical

mortality would run probably 1 per cent or

more.

To determine if there were any advan-

tages of spinal anesthesia over general an-

esthesia in respect to speed, complications

and mortality, I have reviewed three hun-

dred major operations done under the same
conditions and by the same surgeons under

each of these forms of anesthesia. These

cases were consecutive and selected only on

the basis of being major operations of the

more serious type. For instance, all hyster-

ectomies, all cholecystectomies and all ap-

pendectomies for acute appendicitis, which
were done either under spinal or general

anesthesia in this period are included and
no deaths were excluded for any reason.

The general anesthetics used in this series

were ether, avertin, and nitrous oxide.

Table No. 1 shows the average time re-

quired for the different operations under
general anesthesia and the average time for

TABLE 1

Time of Operations with General Anesthesia

No. Average

Operations of Time

Hysterectomy with Appendec-

Cases Required

tomy
Hysterectomy with Vaginal

. 28 65 Min.

Operations

Cholecystectomy with Appen-

. 4 82 Min.

dectomy . 8 43 Min.

Appendectomies . 103 28 Min.

Other Operations . 157 54 Min.

Totals and Average Time . . .

.

. 300 45 Min.

TABLE 2

Time of Operations with Spinal Anesthesia

No. Average

Operations of Time

Hysterectomy with Appendec-

Cases Required

tomy
Hysterectomy with Vaginal

46 49 Min.

Operations

Cholecystectomy with Appen-

9 61 Min.

dectomy • 26 43 Min.

Cholecystectomy with Hysterec-

tomy 3 57 Min.

Appendectomies 59 23 Min.

Other Operations 157 42 Min.

Totals and Average Time 300 40 Min.

all operations under general anesthesia.

Table No. 2 shows the same thing for cases

done under spinal. It will be noted that

while the average time required for all

operations done under spinal anesthesia was
only five minutes less than the time required

for those done under general anesthesia,

there was a greater reduction for individual

operations. For instance, the time required

for hysterectomies with appendectomies

was reduced by sixteen minutes and in the

case of hysterectomies with vaginal opera-

tions the reduction was even greater, being

twenty-one minutes. The general average

was not reduced more, probably, because of

the fact that there were nearly twice as

many appendectomies included among the

cases done under general anesthesia. A
rather surprising fact to me was that the
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time required for cholecystectomy with

appendectomies under both anesthetics was
identical. Cholecystectomy is probably

facilitated more by spinal than any

other operation, but these patients are the

ones most likely to vomit and the operation

must often be held up until this subsides.

This of course causes loss of time.

TABLE 3

Postoperative Complications

Complication
General Spinal

Anesthesia Anesthesia

Pulmonary 9 Cases 3 Cases

Kidney 3 Cases 2 Cases

Circulatory 3 Cases 2 Cases

Wound Infections 5 Cases 4 Cases

Postoperative Intestinal

Obstruction , 8 Cases 4 Cases

Table No. 3 shows the comparative post-

operative complications with the two types,

of anesthesia. It would bear out the con-

tention that the inhalation anesthetics are

followed by more pulmonary complications,

but shows little difference in the other com-
plications save in the postoperative intes-

tinal obstruction. Both the mechanical and
dynamic types of obstruction are included.

The explanation of the reduced number un-

der spinal would probably depend on the

lessened traumatism of the intestines and

the decreased likelihood of catching the in-

testines in the wound during closure.

TABLE 4

Deaths Within 72 Hours After Operation

General Spinal

Anesthesia Anesthesia

9 to 12 hrs 1 Case 0 Case

12 to 18 hrs 0 Case 0 Case

18 to 24 hrs 1 Case 0 Case

24 to 36 hrs 1 Case 0 Case

36 to 48 hrs 3 Cases 3 Cases

60 to 72 hrs 6 Cases 1 Case

Totals 12 Cases 4 Cases

Table No. 4 shows the number of deaths

occurring within seventy-two hours after

operation. This shows a very striking dif-

ference between the general anesthetics and

the spinal and goes far in refuting the state-

ment that there is a higher anesthetic mor-

tality from spinal anesthesia. As this table

shows there was no death in less than 36

hours where spinal was administered and

only four deaths in seventy-two hours,

while one death occurred in nine hours

where a general anesthetic had been used

and twelve occurred in seventy-two hours.

In this connection I would like to state that

we have now given close to four hundred

spinal anesthesias with no death on the

table or in less than thirty-six hours after

operation and that we have never had any

signs of collapse on or off the table and

have never found it necessary to administer

stimulants or any other resuscitative

measures in our spinal cases. We have had

one or two deaths on the table with ether

and have often had to give oxygen and use

artificial respiration because of cyanosis

and depressed respiration in our general

anesthetic cases.

These deaths on the table under ether

occurred before the period of the series

of operations included in this review. I

do not believe that they were anesthetic

deaths because there were other factors

which could easily have caused the fatalities.

In order that you may judge for your-

selves as to what caused the deaths within

seventy-two hours following the operations

performed under spinal anesthesia a brief

resume of the cases is given in the table on

the following page.

A brief outline of our technique in the

administration of spinal anesthesia might

be of interest. The anesthetic drug is

crystalline neocaine. The puncture is made

with a very small spinal needle and always

at the second lumbar interspace which is

below the cord. The dosage of the neocaine

is from 120 mgms to 150 mgms, seldomly

under the former and never over the latter.

This is dissolved in 2cc of spinal fluid and

expanded to 3cc for perineal and vaginal

operations, to 5cc for lower abdominal

operations and to 6cc for upper abdominal

work. Expansion never exceeds 6cc.

Thorough mixing is always secured by bar-

botage during the injection. The patient is
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TABLE 5

Analysis of 72-Hour Deaths After Operations, Under Spinal Anesthesia

Case Diagnosis and Complications Operation Circumstances of Death

Mrs. Acute gangrenous appendicitis Appendectomy Death 48 hrs. after operation.

W. T. D.

68 yrs.

with diffuse peritonitis. Dia-

betes Mellitus.

with drainage. Signs and symptoms of general

peritonitis. Albumin and

casts in urine.

Case 2

W. L. H. Acute gangrenous appendicitis. Appendectomy Death 72 hrs. after operation.

77 yrs. Beginning general peritonitis.

Patient had preoperative ne-

phritis.

with drainage. Marked tympanites, ileus and

pyrexia. Almost complete

suppression of urine. Cause

of death peritonitis and lack

of kidney function.

Case 3

Mrs. Acute ruptured pancreatitis. Cholecystectomy Death 48 hrs. after operation

0. N. R. Acute hepatitis. Chronic cho-

lecystitis with stones.

with drainage of

pancreas.

with hyperpyrexia and evi-

dence of severe toxemia and

prostration. Death obviously

due to condition of pancreas

and liver.

Case 4

R. A. B. Acute gangrenous appendicitis Appendectomy Death 40 hrs. after operation.

50 yrs. with perforation and local peri-

tonitis. Patient had been al-

coholic for years.

with drainage. Marked tympanites, vomiting

and pyrexia. General peri-

tonitis.

immediately placed in moderate trendelen-

burg position and is continuously so main-

tained during the operation and for two
hours following its completion. No hyper-

tensive or stimulant drugs are indicated or

administered.

CONCLUSIONS
The ideal anesthetic has not been dis-

covered and we must in all cases use a type

of anesthesia which has some defects.

Ether and avertin or a combination of

these are the most satisfactory of the gen-

eral anesthetics from the standpoint of the

surgeon as well as the patient. They are the

anesthetics of choice for most operations

above the diaphragm.

Spinal anesthesia because of its marked
advantage in reducing the surgical mortal-

ity is preferable for most abdominal, peri-

neal, pelvic, and lower extremity operations.

It is questionable whether there is a much
greater anesthetic mortality with spinal

than with ether or other general anesthet-

ics, but if this anesthetic mortality is great-

er it is far overbalanced by the reduction

of the surgical mortality which ensues in

the operations where spinal anesthesia is

employed.
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DISCUSSION
DR. J. L. McGEHEE (Memphis) : The paper just

presented by Dr. Fox is a very timely one, calling

to our attention the importance of and the neces-

sity for efficient anesthesia and its bearing on mor-
tality and morbidity.

The advances made in anesthesia in recent years

make it obligatory upon the surgeon to give

thought to the anesthetic problem. He cannot af-
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ford to treat the anesthetic as a thing apart, but

must realize that the problems concerned in pro-

ducing insensibility or insensitivity, as the case

may be, are as technical and as complex as those

concerned in the operation itself.

In the time allotted to the discussion of this pa-

per I shall speak to two points only: First, the se7

lection of the anesthetic; and, secondly, the re-

sponsibility and accountability of the surgeon.

It is axiomatic that no one anesthetic is suitable

in all cases requiring surgical therapy. The in-

duction of anesthesia should be based upon a num-
ber of factors. The anesthetic agent and the type

of anesthesia employed should be made to conform
to the patient’s condition and the condition de-

manding surgery; hence, the administration of an
anesthetic is properly a selective matter. The an-

esthetic should be selected for the patient and not

the patient selected for the anesthetic.

The large array of drugs, equipment, and op-

tional methods in current use is baffling—avertin,

ethylene, amytal, the barbiturates, nupercaine,

spinocaine, neocaine, colonic ether, inhalation nar-

cosis, the closed method, the open method, subarach-

noid block, paravertebral block, local infiltration.

How can these be judged between without extended

training and specialization? We have come a long

way from the day of the open cone and the can of

ether in the hands of the bystander. I wish to em-
phasize the thought that the proper selection of

the anesthetic should be based on the consideration

of the patient first as a human being, his social and
intellectual status, his psychic reactions, his phys-

ical condition, the type of operation contemplated,

the pathology underlying the need for operation,

and all associated remote pathology.

When these general principles are adhered to,

there will follow a reduced mortality and morbidity.

No better illustration of this could be given than

the reduction in the mortality of hyperthyroidism

under the monumental work of the Dr. Crile-Anosi

Association. Who, then, is in a better position to

select the anesthetic than the surgeon? Who can

more properly evaluate the risk than the surgeon?

He, the surgeon alone, is responsible to the patient.

I take no stock in the idea that the anesthetist

should select the anesthetic agent or the type of

anesthesia. I uphold the idea that the surgeon has

the right and should have the right to dictate to the

anesthetist in such matters, even should he be a

physician anesthetist, who, even though expert,

cannot possibly have that intimate knowledge of

the individual patient which comes from a careful

clinical study and which must have such an im-

portant bearing on the proper selection of the an-

esthetic. Some one asked Whistler how he mixed

his pigments to obtain the wonderful colors of his

canvas, and he replied: “With brains.” So the se-

lection and administration of any anesthetic must

be done with brains.
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EDITORIAL

Is the Profession Looking Backward?

Some days ago Dr. E. L. Bishop made an

address at a meeting in Murfreesboro at-

tended very largely by lay people. It is

reported that he said in effect that he re-

gretted that organized medicine in Tennes-

see was looking backward and not forward.

Doubtless he does regret some things that

have happened, but looking backward is not

one of them.

The expression that was uttered is utter-

ly meaningless and could have no other pur-

pose than that of creating a false impres-

sion in lay minds. It was an assertion, of

course, unsupported by evidence. Evidently

extravagant public expenditure and en-

trenched bureaucracy to him are forward

looking propositions. Opposition to these

propositions are ‘‘looking backward.”

The forward looking vision of the bureau-

crat is to increase his domain, his appro-

priations and his power. The bureaucrat

just has that sort of vision and he honestly

resents interference, and to him the funda-

mentals of liberty, justice and democracy

are old fogeys.

No, medicine is looking backward and

forward. It is looking backward to see the

records of honorable dependability or un-

dependability as the case may be of persons,

it is looking at their previous policies and

behavior. It is looking forward to the day

when the state health department will be

divorced from politics and sound policies

will be followed. Medicine will not cease to

strive for these noble ends in behalf of the

health of the public and in the interest of

the taxpayers.

A Resolution of Commendation
According to the papers the Federation

of Women’s Clubs which recently met in

Nashville passed a resolution commending
Governor McAlister for re-appointing Dr.

Eugene L. Bishop as Commissioner of

Health.

It also appears that Mrs. Arch Trawick
was re-elected President of the Federation.

The Tennessee Blue Book for 1932 records

Mrs. Trawick as holding a position with
the State Department of Health in the

division of Child Hygiene and Public Health
Nursing. Her position is designated “As-
sociate School Hygiene.”

All the other people connected with this

particular division seem to have had some
special training for their jobs. Some are

doctors, some are nurses, some are stenog-

raphers, some are bookkeepers and one is

an x-ray technician. The record doesn’t in-

dicate what the duties of the position “As-
sociate School Hygiene” are, nor does the

record show that Mrs. Trawick possesses

any special technical qualifications for it.

Mention was also made in the papers of

the fact that, while the new broom is sweep-
ing in other departments, it is not sweeping
much in the State Health Department for

the reason that the positions in the Depart-

ment are so highly technical that it is dif-

ficult to find persons with the technical

training necessary to fill them.

In this connection it is appropriate to

mention a story which has been circu-

lated. It is to the effect that a woman with-

out any children approached her neighbor,

the mother of five children, and made the

following request: “Will you please take

care of my poodle pup while I attend the

Mother’s Congress.”

An officer of one of tile women’s clubs

sent Governor McAlister a telegram in

which she criticized very harshly the

nominees of the House of Delegates from
which the Governor would have selected six

members to serve on the Council of Health

if the health re-organization bill had passed.



262 EDITORIAL June, 1933

The woman who sent the telegram could

not possibly have known these nominees.
The telegram was forwarded before the list

of nominees was ever published anywhere.
It is appropriate, therefore, that the list be
incorporated here.

West Tennessee

B. C. Arnold, Jackson
M. A. Blanton, Union City
A. F. Paschall, Puryear
J. C. Ayres, Memphis
F. Tom Mitchell, Memphis
J. R. Lewis, Ripley

Middle Tennessee

T. R. Ray, Shelbyville

E. M. Fuqua, Pulaski
M. L. Hughes, Clarksville

John M. Lee, Nashville

C. M. Hamilton, Nashville
W. G. Kennon, Nashville

East Tennessee

R. B. Wood, Knoxville
Tom Barry, Knoxville
D. R. Thomas, Calderwood
W. D. Anderson, Chattanooga
L. T. Stem, Chattanooga
W. B. Campbell, Cleveland

Some members of the women’s clubs as-
sisted actively in promoting the charge that
the bill to reorganize the Health Depart-
ment was designed to destroy the depart-
ment and that these nominees were selected
by the House of Delegates with this same
end in view. Doubtless, many of these
women were acting in good faith. They
trusted their informants. This does not
change the fact, however, that many local
clubs were misled by people who had purely
selfish motives. They are blamable, there-
fore, for being gullible, or for acting with-
out the proper information.

Certainly some people connected with the
State Health Department have felt that to

disconnect them from a high salary and a
state owned automobile would be very de-
structive to the Department. The actual
facts are that the destruction of political

activities by members of the Department
would be about the most constructive thing
that could happen in the interest of public

health. It would be about as constructive

and helpful as the removal of a gangrenous
appendix from an afflicted individual.
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Dr. J. R. Thompson, Jackson

Dr. N. H. Copenhaven, Bristol

Dr. A. H. Lancaster, Knoxville

MEDICAL DEFENSE COMMITTEE
Dr. S. R. Miller, Knoxville

Dr. H. B. Everett, Memphis
Dr. H. M. Tigert, Nashville

LIAISON COMMITTEE
Dr. J. L. Raulston, Knoxville (four years)

Dr. W. C. Dixon, Chairman, Nashville (three years)

Dr. W. P. Wood, Knoxville (two years)

Dr. J. G. Gallagher, Nashville (one year)

Dr. J. C. Ayres, Memphis (five years)
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DEATHS
Dr. R. E. Flack, Memphis ; Johns Hopkins

University School of Medicine, Baltimore,

1913 ; aged 53 ; died May 23 from stroke of

apoplexy.

Dr. A. W. Rudisill, Memphis; Memphis
Hospital Medical College, 1891; aged 65;

died May 11.

Dr. Alexander Brown Dancy, opthalmol-

ogist, otologist, died June 10, 1933. He was
horn at Holly Springs, Miss., December 23,

1877, the son of Col. Clifton and Sarah

(Brown) Dancy. His father commanded a

regiment in the Confederate Army and was
present at the death of Gen. Albert Sidney

Johnston at Shiloh.

He was a student at Southwestern Bap-

tist University, 1894-05. He took his M.D.

degree at the University of Louisville in

1900 and took another M.D. degree at Van-
derbilt University in 1902 ;

interne at New
York Polyclinic, 1902-3; certificate, New
York Ophthalmic and Aural Institute, 1903

;

Royal London Ophthalmic Hospital, Lon-

don, England, 1903-4; Special Certificate,

American Board Ophthalmic Examination,

1916, also American Board Otolaryngology

;

course in Advanced Ophthalmology, Har-

vard University, 1917.

He was a member of the Kappa Alpha
and Phi Chi Fraternities, a fellow of the

American College of Surgeons and the

American Academy of Ophthalmology and
Otolaryngology. He was a member of the

Medical Advisory Board No. 35 at Jackson

during the World War, 1917-18. He was a

consulting eye, ear, nose and throat man
for the United States Veterans’ Bureau,

District No. 5, Jackson, Tenn. He was a

member of the American Medical Associa-

tion, Tennessee State Medical Association,

Madison County Medical Association, the

Mississippi Valley Medical Association, and
at the time of his death was President of

the Mid-South Post-Graduate Medical As-
sembly

;
Consulting Ophthalmologist, Mo-

bile and Ohio Railroad, at Jackson; Coun-

selor, Eighth District, Tennessee State Med-
ical Association; and Past President of the

West Tennessee Medical and Surgical Asso-

ciation. He was a trustee of the First Meth-
odist Church, an Elk, and a Rotarian.

He was married June 6, 1911, to Mary
Eloise Happel of Trenton, Tenn., who sur-

vives him with their two children—Mary
Happel, age 18, and Alexander Brown, Jr.,

age 13. He is also survived by his mother,

Mrs. Sarah Brown Dancy, and a brother,

Clifton Dancy. J. R. T., Jr.

WOMAN’S AUXILIARY

President Mrs. W. O. Floyd, Nashville

President-Elect Mrs. Willis Campbell, Memphis
Press and Publicity

Mrs. W. W. Wilkerson, Jr., Nashville

Those of us who are unable to go the

National Convention in Milwaukee, on the

12th-16th of this month, are thinking with

interest of our more fortunate members
who are attending the Convention and pre-

sumably, the World’s Fair, which is so con-

veniently adjacent. Among those whom we
understand are going are the following

delegates appointed from Tennessee:

Mrs. T. G. Pollard, Nashville.

Mrs. B. F. Byrd, Nashville.

Alternates

:

Mrs. W. T. Braun, Memphis.
Mrs. Charles Hill, Nashville.

Mrs. W. T. Black of Memphis will serve

as sponsor from Tennessee. Mrs. R. N.

Herbert, Mrs. E. C. Mitchell, and Mrs. W.
O. Floyd, members of the National Board,

also will attend the convention.

Dr. H. B. Everett, Memphis, president of

the Tennessee State Medical Association,

has announced the appointment of the fol-

lowing Advisory Council for the Woman’s
Auxiliary to the Tennessee Medical Asso-

ciation :

Dr. C. M. Hamilton, Nashville, Chairman.

Dr. Dewey Peters, Knoxville.

Dr. Percy H. Wood, Memphis.

Dr. G. Victor Williams, Chattanooga.

Shelby County sends the following report

of its activities for part of April and May.
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“The annual Spring card party was held

on April 19, with Mrs. Willis Campbell and

Mrs. D. H. James as co-chairmen. One
hundred and eleven tables were sold, the

proceeds being turned over to the Student

Loan Fund at the University of Tennessee.

The regular monthly meeting was held May
17, with a luncheon following. On the night

of the 17th Mrs. A. B. McGlothan of St.

Joseph, Md., past president of the Woman’s
Auxiliary to the American Medical Asso-

ciation, was entertained at dinner at the

Hotel Peabody by the following : Mrs. W. T.

Black, Mrs. W. H. Gragg, Mrs. W. T. Braun,

Mrs. Willis Campbell, Mrs. E. C. Mitchell,

Mrs. J. F. Fraser, Mrs. D. H. James, Mrs.

N. E. Leake, Mrs. 0. W. Hyman, Mrs. R. E.

Flack, Mrs. Harry Schmesser, Mrs. T. P.

Nash. After dinner an informal round

table discussion was held, Mrs. McGlothan
leaving at 11 P.M. for St. Louis. The last

meeting of the year will be held on June
17.”

“Knox County had for its speaker at the

regular May meeting of the Auxiliary Dr. J.

B. Naive, physician for Beverly Hills Sani-

tarium, who gave the members an under-

standing of the conditions at the Sanitarium

and instructed them in regard to the tuber-

culosis patients and their treatment. The
second drive has been made to raise Octagon

coupons to pay for the second audiometer

purchased by the Auxiliary to test younger

children’s hearing. It has been reported

that the audiometer purchased at the be-

ginning of the year for tests of children of

older school age has made 11,833 hearing

tests in the city schools, finding 1228 de-

fects, and has made 1021 tests in the county

schools.”

From Tipton County Mrs. G. B. Gillespie

sends the following report of its organiza-

tion. “President: Mrs. G. B. Gillespie,

Vice-president: Mrs. J. L. Lindsey, Secre-

tary-treasurer: Mrs. Jack Witherington.

At the May meeting it was decided to ad-

journ until September, or until such time

as their Medical Society reorganizes.”

On May 5, Davidson County held its regu-

lar monthly meeting in the parlors of the

Y. W. C. A. In view of the fact that this

June, 1933

meeting was the occasion for the annual

election of officers there was no program
other than the reports of the seven com-

mittee ‘chairmen. The following officers

were elected for the coming year: Presi-

dent: Mrs. B. F. Byrd, Vice-president: Mrs.

Oscar Nelson, Corresponding Secretary : Mrs.

W. C. Bilbro, Jr., Recording Secretary:

Mrs. D. W. Smith, Treasurer: Mrs. W. R.

Cate. On May 26, Davidson County held its

annual all-day picnic at Camp Buffalo Gap,

the summer home of Mrs. W. W. Wilkerson,

Jr. Swimming and bridge formed the chief

diversions of the day with the luncheon at

noon conforming to all the rules of what a

perfect picnic meal should be.

We hope every member of the Auxiliary

will have a splendid summer. And while

you are improving your minds, though per-

haps not your dispositions, by seeing all you

possibly can of the Century of Progress Ex-

position, or perchance while you are acquir-

ing a new sun tan in your own gardens, take

note of any ideas for the improvement and

growth of our Auxiliary.

NEWS NOTES AND COMMENTS

Dr. T. J. Stockard, of Lawrenceburg, and

Dr. J. R. Bone, of Lebanon, are taking post-

graduate work in Vanderbilt.

Dr. J. J. Reavis, of Waynesboro, was

painfully, though not seriously injured in

an auto wreck last month.

The Kiwanis Auxiliary of Chattanooga
j

recently honored the doctors who are con-
\

\

ducting the various clinics sponsored by

the club. The doctors so engaged are Drs.

Stewart Lawwill, J. B. Phillips, W. E.

Bryan, C. L. Lassiter, J. B. Fitts, Charles •

F. Landis, and E. H. McGhee.

Dr. W. R. Irish, of South Pittsburg, has

moved his' office to the corner of Elm

Avenue and Third Street.

Dr. E. W. Mitchell, of Crossville, was

stricken with pneumonia in May. He is

reported to be convalescent now.

WOMAN’S AUXILIARY—NEWS NOTES AND COMMENTS

V
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MEDICAL SOCIETIES

Benton, Carroll, Henry, Weakley Counties:

The speakers for the May meeting were

from Memphis. Dr. Greenburg’s subject

was “Recent Work Done on Malaria” and

Dr. J. R. McElroy’s was “Hypertension.”

A good crowd enjoyed the two excellent pa-

pers.

Blount County:

June 20—“Benign Prostatic Hypertro-

phy,” by Dr. J. A. McCulloch. Discussion

to be opened by Dr. E. JI. Lowe.

June 27 — “Heredity versus Environ-

ment,” by Dr. J. M. Waters. Discussion to

be opened by Dr. W. B. Lovingood.

Davidson County:

May 19—“Diseases Peculiar to Civilized

Men,” by Dr. G. W. Crile, Cleveland, Ohio.

May 23—An address by Dr. E. W. Cocke,

Tennessee State Commissioner of Institu-

tions.

May 30—-Preliminary Report of the Com-
mittee of Fifteen Appointed to Study a

Periodic Payment Plan for Patients of Low
Income, by Dr. W. D. Haggard.

Next meeting, September 5.

Gibson County:

On May 22, Dr. Henry Schroder, of the

University of Cincinnati, spoke on “Clinical

Aspects of Indigestion,” Dr. R. C. Derivaux,

of Nashville, discussed “Heart and Blood

Vessels in Diabetes.” The meeting was well

attended by members and visitors from
neighboring counties.

Hamilton County:

June 22—“Coronary Thrombosis,” by Dr.

Charles R. Thomas.

June 29—“The Physician as a Business

Man,” by Dr. Fred B. Stapp. “Pruritis

Ani,” by Dr. John L. Cooley.

July 13 — “Diarrhoea,” by Dr. W. J.

Hillas. “Wound Infection — Prophylaxis
and Treatment,” by Dr. D. Isbell.

Knox County:

May 30—“Intraocular Hemorrhage,” by
Dr. R. S. Leach. Discussion opened by Dr.

R. H. Newman.
June 5—“Functional Heart Condition,”

by Dr. R. B. Wood. Discussion opened by
Dr. E. R. Zemp.
June 13—-“Dovers Powders and Robinson

Crusoe,” by Dr. B. B. Cates. Discussion
opened by Dr. R. M. Young.
June 20—“Trench Mouth,” by Dr. J. M.

J. VanDeGriff. Discussion opened by Dr.

C. J. Carmichael.

Madison County:

Dr. R. B. White was the essayist at the
May meeting, subject “Acute Appendicitis.”
Drs. J. L. Crook, W. G. Saunders, W. F.

Fitts, and G. W. Brasher discussed the
paper. Dr. Jack Thompson reported the
State Convention.

McMinn County

:

Dr. Tom Barry, of Knoxville, was one of
the speakers on May 11. Dr. D. P. Brendle,
of Englewood, read a paper on “The Pulp
of Ripe Apples in the Treatment of Diar-
rhea in Children.” The attendance is grow-
ing every meeting, due to the nature of

the programs which are being presented.

Maury County:

Dr. J. B. Youmans of Vanderbilt Univer-
sity Medical School, was the guest speaker

at the May meeting. The various phases

of Jaundice were discussed by the speaker.

A good attendance was present.

Roane County:

The May meeting was held in the Harri-

man City Hall. Those in attendance were
Dr. J. J. Waller, Oliver Springs; Dr. John
Roberts, Kingston

; Dr. G. E. Wilson, Rock-

wood
;
Drs. T. L. Bowman, and W. W. Hill,

Harriman.

Dr. Hill read a paper on “Amblyopia,”

which was discussed by those present. An
informal discussion of “Migrain and its

Treatment” was had, and several interest-

ing cases were reported.

This society voted to join the societies

of McMinn, Monroe, and Loudon counties
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in four joint meetings during the summer
months.

Shelby County:

June 6—Case Reports— Krunkenberg’s

Tumor, by Dr. M. W. Searight. Unusual

features of a Caesarean Section—Dr. M. J.

Roach, Jr.

Papers: Traumatic Injuries of Urinary

Tract, by Drs. R. A. Hennessey and E. D.

Mason. Discussion by Drs. Battle Malone
and J. H. Smith.

Treatment of Malignant Disease of the

Tonsils by Radium and X-ray, by Dr. Rich-

mond McKinney. Discussion by Drs. W. R.

Bethea and S. S. Evans.

Smith County:

The May meeting was well attended,

practically all members were present. Dr.

Nat Shofner, of Nashville, spoke on “Some
Phases of Toxic Goiter,” and Dr. Carl Mc-
Murray, of Nashville, discussed the “Sig-

nificance of Abnormal Hemorrhages.”

Sullivan-Johnson Counties:

At the May meeting the essayists were
Dr. T. B. Yancey, of Kingsport, and Dr. T.

R. Bowers, of Bristol. Supper was served

at the General Shelby Hotel before the meet-

ing.

Washington County:

July 6—“Obstetrical Subject,” by Dr. C.

W. Friberg. Discussion to be opened by
Dr. H. D. Miller.

“Diseases of the Thyroid Gland,” by Dr.

L. K. Gibson. Discussion to be opened by
Drs. E. T. Brading and J. G. Moss.

The Washington County doctors heard
three interesting papers at the May meet-
ing. Dr. M. E. Blanton’s subject was “Re-

fraction.” Dr. G. E. Campbell’s was “In-

fection of the Nose and Sinuses” and Dr.

N. E. Hartsook’s “Some Common Infections

of the Ears as First Seen by the Family
Physician.”

Wilson County:

July 6—“A Plea for a More Routine and
Systematic Examination of the Sinuses,”

by Dr. R. L. Witherington.

OTHER MEDICAL SOCIETIES

Vanderbilt University Medical Society

May 5

1. Case Report:

Sacculated Empyema in Unusual Loca-

tion — Dr. B. M. Weinstein. Case dis-

cussed by Drs. Burwell and Blalock.

2. A Dietary Factor Concerned With Car-

bohydrate Metabolism. Drs. L. G. Wes-
son and Florence C. Murrell.

By feeding rats a standard and adequate

ration except that it is a fat-deficient one,

they can be made to exhibit an abnormal
carbohydrate metabolism. This has been

demonstrated in several independent ways
and the abnormal carbohydrate metabolism

compared with the metabolism of rats on a

complete diet. This abnormal metabolism

has been restored approximately to normal
by relatively small amounts of lard prepara-

tions. By showing that one of these prepara-

tions, the liquid fat fraction of lard, is ten

or more times as active as the solid fat frac-

tion in reducing abnormally high quotients,

and that ethyl stereate is inactive, it has

been shown that the requirement of the rats

on a fat-deficient diet, in so far as the carbo-

hydrate metabolism goes, is for some factor

present in the natural fat and not the fat it-

self. Both lard fractions were successful in

minute daily doses in preventing the ap-

pearance of the abnormal carbohydrate

metabolism. It was found also that after

a saponification process this dietary factor

was not destroyed. It appears in the sapon-

ifiable fraction of the fat, it is an organic

acid or a phenol, the active group or groups

of which are easily oxidizable but not easily

reduced by hydrogen.

Paper discussed by Drs. Mason, You- 1

mans, and Lamson.

3. Innervation of the Choroid Plexus and

the Blood Vessels of the Brain—Dr. Sam
L. Clark.

Using serial sections of the brain stems

of a human fetus, an adult human and a

sheep, nerves have been traced from pial

blood vessels along the vessels penetrating
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the central nervous system. The Pal-

Weigert series show that relatively few of

the nerve fibers along the vessels of the

central nervous system are myelinated as

compared with a proportionately greater

number on the vessels of the pia mater.

Nerve fibers and endings have been ob-

served in the choroid plexuses of the ven-

tricles in both human and sheep brains

similar to previous descriptions for lower

mammals.
Paper discussed by Dr. King.

4. The Effects of Denervation on Cutane-

ous Sensation.—Dr. Lyle H. Lanier,

Messrs. H. M. Carney, and W. D. Wil-

son.

Results of a repetition of the classic ex-

periment of Henry Head were reported.

Careful outlining of the areas of anesthesia

to contact, pain, cold, and warm stimuli

displayed striking disassociations among
these four classes of sensation, but the dis-

associations were not such as are required

by Head’s theory of two peripheral cutane-

ous systems (the protopathic and the epi-

critic) . The four forms of sensation seemed

to fall into two groups: (1) a contact-pain

and (2) a thermal group, although disas-

sociations within each occurred. It was
concluded that “protopathic” and “epi-

critic” might legitimately refer to aspects

of sensation integrated respectively at the

thalmic and cortical levels.

Paper discussed by Drs. Cunningham and
Clark.

GLEANINGS

MILK
The conditions created by the economic

depression have stimulated numerous ef-

forts on the part of individuals and of

families to reduce expenditures in accord-

ance with curtailed incomes. Some of these

reductions, involving luxuries, may do more
good than harm. Others, such as the limita-

tion of diet or the substitution of inferior

qualities of certain foodstuffs, notably milk,

may do serious harm.
The importance of milk in the diet, es-

pecially for children, has been emphasized
repeatedly in these columns. The milk busi-

ness has become almost as important as any
public utility; indeed, there have even been

serious proposals that it be so regarded and
controlled. The economic factors in milk

production and distribution involve the

dairy farmer, the milk depot and the dis-

tributing operator, who is usually pasteur-

izer and bottler as well. All have an in-

terest in increasing the consumption of

milk. The consumer, however, has the most
vital stake. He needs safe milk, and if he

does not get it he will not tend to increase

his use; the industry will suffer, as well as

the children who are deprived of their

ration of this important food.

Improvement in the quality of milk, while

not an expensive process, costs money. The
cheapest milk, obviously, is that which is

produced with the least expense and dis-

tributed at the smallest cost. In some small

communities and even in the neighborhood

of larger cities there are farmers with small

herds of cows who milk them, bottle the

milk (sometimes going through the motions

of pasteurizing it)
,
distribute it and make

their own collections. In the old days it

was customary to dip the milk out of a large

can into a small can left on the doorstep.

Such a dairyman has, of course, a sort of

personal appeal to his customers, who may
resent any attacks on him or attempts to

crush him. Nevertheless, he creates a

sanitary problem in the milk industry and a

public health problem for the community.

He does not understand the dangers that

lurk in impure milk and would not have

the capital to introduce the necessary pre-

cautions for their prevention if he did un-

derstand them.

Good clean milk must come from healthy

cattle
;
the elimination of tuberculosis alone

has required the slaughter of millions of

cattle. Embattled farmers, goaded by agi-

tators in some instances, have resisted this

progressive measure because they saw only

its economic significance or because indem-

nities paid were considered too low. The

introduction of pasteurization has precipi-

tated a battle, which still rages, about the

food value of raw versus pasteurized milk.
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The recent report by Frank, recently dis-

cussed in these columns, ought to help settle

this question in favor of pasteurization.

Economic influences and emotional reac-

tions, on some occasions clearly capitalized

for personal profit, have confused the issue

of pure milk even in the best of prosperous

eras. With the coming of the depression,

all subversive forces have been intensified.

As a result, illegal milk is being bootlegged

in some communities.

A drive on the highways near any large

city which has a good milk ordinance well

enforced will soon make clear the extent

to which the law is being circumvented.

Signs on farm properties are numerous,

offering milk and cream at about half the

prevailing price in the city. Price is the

sole consideration on which this bootleg milk

is offered and purchased. The product is

not supervised as to production or handling

;

it could not legally be sold in the nearby city

at any price. It may be safe, but the

chances are that it is not going to be safe all

the time. Overwhelming percentages of

the outbreaks of communicable disease

traced to milk have been charged against

raw milk. Most of this bootleg milk is

offered raw; when it is pasteurized, the

process is not usually safeguarded with

timing and temperature charts now re-

quired for control of the holding process in

regularly inspected pasteurizing plants.

Persons with reduced incomes, when of-

fered what appears to be good milk at a

reduced price, are easily persuaded that

here is a legitimate saving. Others, still

able to pay a fair price for a product of

good quality, become afflicted with epidemic

depression penury and buy at panic prices

to satisfy an impulse toward saving. In

either case the result is the same. Many
thousands of persons are deliberately going

outside the boundaries of their cities, where

health department jurisdiction does not ex-

tend, and needlessly exposing themselves to

milk-borne infections. The practice is not

only unhealthful but, in the long run, un-

economical. It is also, quite obviously, a

serious handicap to honest milk dealers try-

ing hard to hold their industry up to high

standards during difficult times. Physi-

cians, and especially pediatricians, are in a

position to call attention to this menace, at

least as far as their own patients may be

affected. Physicians are also, as organized

groups, in a strategic position to protect

good milk ordinances and conscientious ef-

forts at enforcement .—From The Journal

of the A. M. A.

ABSTRACTS OF CURRENT UTERATURE

ANESTHESIA
By Hugh Barr, M.D.

Medical Arts Building, Nashville

Avertin Anesthesia. Clyde Brooks, M.D., New Orleans.

New Orleans Medical and Surgical Journal, March,

1933.

Avertin, or tribrom ethanol, was first prepared

by Willstater and Druisberg. It is rapidly detoxi-

cated in the body and eliminated by the kidneys.

Wide use of it has been as a general and basal an-

esthetic. A large number of fatalities have been

reported by Eichholtz and Lundy. In fatal doses

there has been a serious fall in blood pressure and
marked slowing of the respiration.

Avertin has certain advantages. Given by rec-

tum, the patient falls asleep and has no recollec-

tion of the operation. After awakening, there are

very few unpleasant sequelae. It is contra-indicated

in cases with liver disease, acidosis, tuberculosis or

renal disease. In nephitic rabbits there is an ex-

tremely small margin between anesthesia and
death. Even in the normal rabbit the margin of

safety is not large.

Avertin is useful in cases of tetanus and may be

continued for two or three days. In the author’s

opinion avertin is not yet well established as a safe

general anesthetic, but he prefers it to the barbar-

turic acid compounds.

DERMATOLOGY
By E. E. Brown, M.D.

Doctors Building, Nashville

Fatality After Intramuscular Injection of Bismuth. In

a Man Sensitive to Arsenobenzenes. Jay F. Scham-

berg, M.D., and Carroll S. Wright, M.D., Philadel-

phia, Pa. Archives of Dermatology and Syphilology,

June, 1933.

Heretofore the authors had given 75,000 injec-

tions of bismuth without a single serious manifes-

tation or symptom of intoxication. Consequently

they had considered it safe and harmless. Beer-

man reported thirty-five deaths due to bismuth in

the treatment of syphilis, collected from literature
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since 1922. The author’s case was a man, aged 51,

who presented a florid secondary syphilis. Treat-

ment was instituted with an intramuscular injec-

tion of 100 mg. of bismuth salicylate. During his

examination he rested one hand on a table where

neoarsphenamine had been mixed for a preceding

patient. Within a few minutes he complained of a

tingling sensation of this hand. During the next

twenty-four hours there appeared an acute inflam-

matory dermatitis of the hand and wrist. In view

of this marked sensitization to arsenobenzenes,

therapy was continued with bismuth alone. Fif-

teen injections were given at three or four days’

intervals. After the fifteenth the patient com-

plained of being slightly ill for three or four hours.

The symptoms were indefinite, and the patient re-

garded them as due to some other cause.

Death resulted after the sixteenth injection. The
usual technic for deep intramuscular injection in

*the buttock was used. Within one minute the pa-

*'tient became somewhat cyanosed and loosened his

^collar and tie. Eight minims of epinephrine were
given subcutaneously, but the cyanosis increased,

his eyes became congested, and the lips were swollen

and bluish. He then lay down on the table, and a

minute or two later was in coma. The second in-

jection of eight minims of epinephrine was given.

The patient’s respiration became increasingly dif-

ficult and the pulse progressively weaker. When
the pulse could no longer be felt, an intracardiac

injection of 1 cc. of epinephrine was administered.

There was no response to this. The patient died

twenty-five minutes after receiving the injection of

bismuth. There was no cough to suggest the pos-

sibility of embolism. Autopsy could not be ob-

tained.

Beerman states that in two cases collected by him
in which there was sudden death, that postmorten
was of no help. He also states that the type of

preparation and dose used, the type of syphilis, and
the sex seem to be of no significance.

ORTHOPEDIC SURGERY
By Robert R. Brown, M.D

Nashville

Traction—Suspension Treatment in Fractures. Certain

Commonly Neglected Factors. By Robert H. Ken-
nedy, M.D., New York, N. Y. The Journal of Bone
and Joint Surgery, April, 1933.

The treatment of many fractures of the extrem-
ities by traction suspension is one of few develop-

ments of the war period, the value of which has
been proved by its continued use in civil practice.

Improvements in this method have been made since

the war. Those who have had the opportunity to

use it frequently and to learn its finer points find

that it gives good results. Those who use it occa-

sionally or carelessly are prone to belittle its value.

It is not much easier and requires little less train-

ing than open reduction. It perhaps presents less

danger of bad results for the surgeon who only

occasionally treats a major fracture.

1. Delay before application of traction.

Traction should be applied at the place of acci-

dent, no matter if at a later date some other method

should be substituted. This prevents overriding

and muscle spasm. Pain and shock are markedly

less when traction plus morphine are used at the

beginning. Much less weight is required than is

the case if one hour elapses. After twenty-four

hours, 50 to 100 per cent more weight is required

to overcome the shortening. This means added un-

necessary strain on muscles and ligaments as well

as increased discomfort to patient.

2. Lack of continuity of traction.

The emergency traction should be left on until

X-rays and permanent method of treatment are de-

cided on; then with necessary assitants to hold and
maintain traction while clothing is being removed

and permanent dressing being applied
;
frequent in-

spection of ropes, pulleys, weights, and adhesive

plaster to assure constant traction of amount esti-

mated to be necessary. When adhesive plaster is

used, it is not uncommon for it to become loose and
slip about the third week. This should be antici-

pated and prevented. The resident should inspect

every traction apparatus on his morning and eve-

ning rounds for the above irregularities.

3. Improper amount of weight.

There is no routine amount of weight for a given

fracture. This depends on the site of fracture,

amount of muscle damage, the length of time since

fracture occurred, the weight and muscle power of

the patient. Intertrochanteric fractures of the

femur and fractures of the upper third of the leg

require less weight than fractures lower down on

these bones.

The aim in an early case should be to restore

the normal length of the extremity in not over six

to twelve hours after traction is applied and there

maintain it until union is obtained. Any extremity

can be restored to its original length, after frac-

ture by traction methods, if union has not taken

place.

In a fresh case, if length has not been restored

in twelve hours, either the wrong method of trac-

tion has been used or too little weight has been

applied.

In general, traction by adhesive plaster requires

twice as much weight as skeletal traction to exert

the same action on the bone. Twenty-five to thirty

pounds with skeletal traction is not unusual at the

start of treatment of a fracture of the femur. This

amount of pull is impossible with adhesive plaster.

Some would use less, and the distal fragment would
not come down, and the method of treatment rather

than one’s surgical judgment would receive the

blame. The fact must not be forgotten that each

added hour that the muscles have been allowed to

shorten requires a proportionately greater weight

to overcome the shortening. If one keeps adding a

pound or two of weight at intervals, one may be
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just behind Nature in her shortening up of mus-

cles and not obtain the desired length. The weight

is reduced after proper length is obtained. Apply

sufficient weight to reduce over a short period and

lessen the weight gradually over a longer period.

Overpull does occur, but is not as common as in-

sufficient traction. When the patient complains of

pain at the site of fracture, it almost invariably

means that more weight is needed rather than less.

4. Use of adhesive plaster.

Adhesive plaster is in common use as skin trac-

tion, and works well within limitations. Zinc oxide

plaster should not be used, but a good grade of

moleskin plaster. The part should be shaved,

cleaned, and dried before its application. The

plaster should start several inches above the site of

fracture unless this means crossing a joint. The

theory that the plaster should start at level of

fracture is a fallacy.

Under headings of five and six the author dis-

cusses types of apparatus and its proper use as well

as nursing care of patient. Regardless of type of

apparatus used, the ropes and pulleys should be

attached so that traction is exerted in a straight

line with suspension at ninety degrees. Otherwise

one cannot know what pull is actually being ex-

erted and in what direction. Pressure pads are

more theoretical than practical in improving posi-

tion.

7. Combined methods of treatment valuable.

The use of manual manipulation under general

anesthetic, along with suspension and traction, is

most valuable in certain cases, especially in early

hours of treatment. Following open reduction,

traction methods are often more advisable than

plaster-of-Paris splinting, coaptation splints often

added, especially in humeral cases.

Frequent use of X-ray where available is essen-

tial to best results.

Proper attention to wounds, the value of physi-

therapy are discussed, calling attention to value of

active emotion over passive motion in restoration

of function of the part.

The number and variety of points cited above

may make traction suspension treatment sound

formidable. Experience has shown that these must
be frequently recalled in order to obtain desired

results. Traction-suspension treatment is the

method of choice in many patients to restore

length, axis, and function of a fractured extremity

with the maximum of comfort and safety.

OPHTHALMOLOGY
By Robert J. Warner, M.D.

Doctors Building, Nashville

Concerning Cyclodialysis in Simple Glaucoma. H. S.

Gradle. American Journal of Ophthalmology, No-

vember, 1931.

The author states that cyclodialysis has not re-

ceived the consideration it deserves. Twenty-seven

cases are considered from the following stand-

points: (a) failures, (b) partial success, (c) suc-

cess, (d) cataract formation, and (e) increase in

vision. The following conclusions are made: (1)

Cyclodialysis offers practically 80 per cent chance

of success, provided the indications for the oper-

ation are adhered to. (2) The indications for

cyclodialysis in simple glaucoma are: (a) pure
simple glaucoma without inflammatory reaction; (b)

that type of case in which continued use of myotics

just fails to maintain the integrity of the visual

fields, the visual acuity, and the balance of intra-

ocular tension; and (c) the malignant simple glau-

coma in which the peripheral defect of the visual

field reaches to within 10 degrees of the point of

fixation. (3) Cataract formation occurs in slightly

more than 10 per cent of the cases after cyclodialy-

sis. (4) When proper indications exist, cyclodialy-

sis is to be preferred to iridectomy or fistualizing

operations because of: (a) less damage to the in-

tegrity of the eye as a visual organ, (b) less dan-

ger of immediate postoperative complications, (c)

no danger of late infection, and (d) possibilities of

repetition if unsuccessful.

PEDIATRICS
By John M. Lee, M.D.

Doctors Building, Nashville

The Treatment of Poliomyelitis. Prevention of De-

formity and Protection of Muscles. John Ruhrah,

M.D., Baltimore. Jour. A. M. A., May 20, 1933.

The primary changes in this disease are in the

nerve cells. Secondary changes occur in the mus-
cle fibers. The tendency in poliomyelitis is to re-

covery. If the nerve cell recovers and the muscle

fiber has been properly cared for, normal function

of the muscle is restored. If the muscle fiber has

been damaged by stretching or by fatigue during

the course of the disease, disability results even if

the nerve cell makes a complete recovery.

At the onset of the illness efforts to prevent de-

formity and muscle damage should be made. The
patient should be kept recumbent on a firm mat-

tress.' Such splints and appliances as needed

should be used to keep him, while recumbent, in the

position he would be in if standing. To give nature

a chance to repair the damage and to prevent fur-

ther injury, the muscles must be kept at rest in a

position that will insure the greatest amount of

recovery, which is when the attachments are

brought as close together as possible.

Relaxation and rest are the most important fac-

tors in treatment. Fatigue, both general and local,

must be avoided. Much damage may be done by

allowing the patient’s arms or legs to dangle in

moving him. Proper splinting is necessary to the

prevention of deformity from contractures. After

pain and tenderness have subsided, gentle massage

is employed, and then slowly add passive motion,

then voluntary exercise, and finally muscle train-

ing. Muscles should not be exercised to fatigue.
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The advantage of exercise under water is that

gravity—i. e., the weight of the limb—is largely

eliminated. When muscles of the trunk and legs

are involved, weight bearing should not be allowed

while improvement continues. Macnamara employs

splints and keeps the patient recumbent as long as

there are signs of improvement.

Warmth to the affected muscle is useful and grat-

ifying to the patient. Fresh air and sunlight are

beneficial. Daily warm salt water baths are help-

ful. The patient’s morale should be maintained by

judicious diversion and entertainment, though this

should not be overdone.

SURGERY— GENERAL AND
ABDOMINAL

By John L. Dies, M.D.

1213 Exchange Building, Memphis

A Differential Diagnosis Between Certain Types of In-

fectious Gangrene of the Skin. Surgery, Gynecology

and Obstetrics. Frank E. Meleney, M.D., F.A.C.S.,

New York. Vol. LVI, May, 1933, No. 5, pp. 847-867.

The differentiation between the groups of chronic

infectious gangrene is difficult, particularly be-

tween the bacterial synergistic and the amoebic

groups, both of which usually follow an operative

procedure. In the bacterial synergistic group there

is no history of amoebic infection or evidence of

deep amoebic lesion, no amoebae are found in the

stools or in the exudate from the lesion or in the

tissues, and there is no response to emetin treat-

ment. In the amoebic cases there is frequently a

history of previous amoebic dysentery or a frank

deep amoebic lesion. Amoebae are frequently found

in the stools as well as in the exudate from the

wound and in the tissues, and the lesions may re-

spond promptly, often surprisingly, to emetin treat-

ment. In bacterial synergistic gangrene, the lesion

|

is extensive, but superficial, and develops slowly.

It does not invade the muscles, and the base of the

ulcerated center is composed of active granulations

;

which frequently reveal isolated islands of regener-

ating epithelium. In the amoebic infections the

lesion is usually deeper, it develops more rapidly,

and it may involve the muscle. The granulations

have a raw beef appearance, and islands of regen-

erating epithelium are rare. Pressure on the mar-
gins produces glairy pus, in which the amoebas may
be found. All of the cases of postoperative pro-

gressive bacterial synergistic gangrene which have

been examined at the time of excision have yielded

a micro-aerophilic non-haemolytic streptococcus in

pure culture in the spreading periphery of the lesion,

while cultures in the zone of gangrene have re-

vealed this organism in association with others. As
far as the writer is aware, the advancing margin
of the amoebic lesions has never been examined
bapteriologically, but the exudate almost invaria-

bly yields, beside the amoebae, a combination of or-

ganisms which may contribute toward the severity

of the infection. Until complete bacteriological

studies have been made in amoebic cases there can-

not be any satisfactory pathological or bacterio-

logical differentiation between these two groups.

Gangrenous impetigo and fusospirochaetal gan-

grene of the skin are more easily differentiated.

The former almost always occurs in individuals

suffering from some debilitating disease, especially

a chronic dysentery. The lesions are multiple and
follow one another with great persistence over a

period of months or years. Fusospirochaetal gan-

grene almost always develops in a wound deeply

contaminated with human mouth secretions, such

as a human bite. Gangrenous impetigo usually

starts as a vesicle, which becomes gangrenous in a

few days, but does not spread widely or deeply. In

fusospirochaetal infection, the lesion progresses

steadily and penetrates deeply into the muscle, ten-

don, joint, and bone, with a massive destruction of

tissue. Multiple sinuses are prone to develop and
persist. From the lesions of gangrenous impetigo,

the haemolylotic streptococcus and staphylococcus

may both be cultured. From the Plaut-Vincent in-

fections fusiform bacilli, spirilla, and spirochaetae

may be found on smear or culture or with the dark-

field illumination, but there is usually some type of

streptococcus, generally non-haemolytic, also pres-

ent.

The differentiation of the types of chronic infec-

tious gangrene may be conveniently summarized in

chart form, Table 2.

In the paper we have attempted to differentiate

clinicaly as well as bacteriologically the various

types of gangrene of the skin and subcutaneous

tissue due to the invasion of micro-organisms.

They may be conveniently divided into acute and
chronic forms.

The acute types are essentially diseases caused

by single bacterial species, although their severity

may be augmented by associated organisms. They
comprise (a) gangrene and (b) haemolytic strepto-

coccus gangrene. Their differentiation from one

another and from erysipelas is summarized in Ta-

ble 1.

The chronic types are essentially diseases due to

a mixture of organisms growing in symbiosis.

These organisms in pure culture are either innoc-

uous or produce lesions which are gangrenous.

They comprise (a) progressive bacterial synergis-

tic gangrene, (b) gangrenous impetigo, (c) fuso-

spirachaetal gangrene, and (d) amoebic infection of

the skin. Their differentiation is summarized in

Table 2.

The early differentiation of these infectious forms
of gangrene is essential in order that the proper
treatment may be instituted early; for in that way
extensive loss of tissue may be prevented, the dura-

tion of illness may be shortened, and lives may be

saved.

Three additional cases of progressive postoper-

ative bacterial synergistic gangrene are herein re-

ported.
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UROLOGY
By Tom R. Barry, M.D., F.A.C.S.

Medical Building, Knoxville

Myocardial Syphilis. J. C. Norris. So. Med. Jour.,

May, 1933.

Syphilis of the myocardium is gradually being

accepted as a fairly common disease. He believes

that both the myocardium and aorta are usually

affected. He submits a brief historical review of

this subject, and credits the first description of this

condition to Kekoten and LeCount.

The disease is more common in the male, and oc-

curs most frequently between ages of thirty and

fifty. Statistics from various authors are given.

In a series of 437 autopsies performed by this au-

thor, 110 showed cardio-vascular lues. He de-

scribes 20 of this series as showing typical syphi-

litic myocarditis. In an additional 20 cases show-

ing gross aortic lesions, the myocardium was also

involved. His observations suggest an incidence

of 20 per cent. He quotes McCord as finding

spirocheta pallida in 20 per cent of heart muscles

in stillborns. Norris believes that this condition

has a tendency to geographical distribution.
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Among the predisposing causes, he lists all fac-

tors that disturb the heart rate, such as alcohol,

tobacco, poisons, etc. Hard labor also is a factor.

Intercurrent infections and other types of vascular

disease predispose.

The heart is enlarged by hypertrophy, the left

ventricular capacity is increased, and the heart wall

thin and flabby. The muscle shows an irregularity

of color. Gumma may occur as a nodular firm

mass. He has also found the coronaries extensively

involved.

Histologically, the presence of round cells of the

lymphacytic variety and occasional plasma cells,

which collect around the small blood vessels, he

considers pathognomonic of the disease.

Clinically, no symptoms are characteristic. A
moderately enlarged heart, with blood pressure not

exceeding 145 MM, soft sounds with a mitral sys-

tolic murmur, and evidence of slight myocardial

deficiency, is very suggestive of myocardial syph-

ilis. Nocturnal dyspnoeea is common, substernal

pain may be present.

Treatment should be guarded. If dyspnoea, etc.,

is present, the patient should be given only iodides,

mercury, bismuth. The aim should be: gradual

destruction of spirochete, strengthening of heart,

and the prevention of severe reactions.

GOODRICH SILVERTOWN INC.
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NASHVILLE, TENNESSEE
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DIAGNOSTIC CLINICS*

President’s Address-—Robert G. Reaves, M.D., Knoxville

T HE SUBJECT which I wish to pre-

sent to you is one I have given con-

siderable thought during the past few
years. Every one who has entered a special-

ty and who has taken training in big hos-

pitals or clinics often finds himself in need

of consultants in various branches of medi-

cine in order to arrive at the proper diag-

nosis. In most cases we are able to make
satisfactory diagnosis individually, but

quite often we find ourselves in need of help

which is not easily obtained because of the

patient’s economical condition and our loose

and expensive consultation services. It is

for these reasons I am going to attempt to

discuss diagnostic clinics, which I feel

should be in reach of patients and physi-

cians who are in need of such services.

In December, 1932, the committee on the

cost of medical care completed its five-year

study and made available a final report.

The majority report found many defects in

our present system of medical care and
made many very radical suggestions. As a

matter of fact, it calls for complete sociali-

zation of medicine except for the rich, which
system, if successful, would eventually be

their downfall. The people of America are

not for socialism. They prefer to enjoy as

much freedom as possible, although the

more complex civilization becomes and the

more thickly populated the country becomes

*Read before the Tennessee Academy of Ophthal-

mology and Otolaryngology, Nashville, April 10,

1933.

the more things we must accept in common
which are more of a socialistic nature.

Many of the accusations made by the

majority report we will admit are true,

but the remedy offered might cure the

disease but would kill the patient. Sociali-

zation of medicine is bound to remove the

time honored personal relationship between

patient and physician.

First, the committee recommends “that

medical services, both preventive and thera-

peutic, should be furnished largely by or-

ganized groups of physicians, dentists,

nurses, pharmacists, and other associated

personnel. Such groups should be organ-

ized, preferably about hospitals, for render-

ing complete home, office, and hospital

care.”

The third recommendation is “that the

cost of medical care be placed on a group

payment basis through the use of insurance,

through the use of taxation or by both of

these methods. This is not meant to pre-

clude the continuation of medical services

provided on an individual fee basis for

those who prefer the present method.”

Gentlemen if these two recommendations

were carried out you would have socialized

medicine. They simply recommend group

medical care and hospitalization paid for

not by the individual, but on the group pay-

ment basis.

It is the group practice and the insurance

or taxation plan of the committee’s report
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which I wish to discuss and offer, in part, a

solution.

Group practice has its advantages and

also its evils. To my mind the evils out-

weigh the advantages. Some of the advan-

tages are better diagnostic facilities and

better diagnosis at a lower cost to the

patient. Some of the evils are inability to

distribute the income satisfactorily, profes-

sional jealousy, temptation to enter into

contract practice with industrial corpora-

tions, and to commercialize to meet over-

head expenses. The two last are perhaps

the most dangerous
;
namely, contract prac-

tice and commercialization. Without an

outstanding man at the head of a clinic,

having a practice so large that it will enable

him to dominate the rest of the group, it

is almost impossible to keep out some of

such evils.

In regard to the committee’s report on

insurance or taxation plans, I wish to say

that we should be on our guard and give

careful study to same. I have been in-

formed by one New York physician that it

is the purpose of some of the big financiers

to push the insurance plan, financing medi-

cal care, and reap their dividends. Should

either the insurance or taxation plan succeed

we will find ourselves on salaries taking our

orders from higher up.

In regard to group practice it seems to

me there is a way to retain the advantages

and at the same time remove many of the

evils. In my opinion this can be done by

establishing diagnostic clinics. By diagnos-

tic clinic I do not mean a group of physi-

cians limiting their work to diagnosis only.

No physician can keep abreast of the times

and in diagnostic work and disregard treat-

ment, for in treatment his diagnosis is often

either proven or disproven. The diagnostic

clinic I have in mind is one formed by a

group of practitioners to enable them to

make better diagnosis and improve their

efficiency in each one’s own specialty, and to

meet the economical needs of their patients.

When the diagnosis is made, the patient

then becomes the private patient of the

physician under whose specialty the diag-

nosis falls. In this manner each physician

retains his individual practice and his per-

sonal responsibility and relationship to his

patients. He is not under any financial

responsibility or pressure from the rest of

the group. His major financial income
does not depend on the members of the

group but on his own ability as a well

qualified physician.

To carry out such plan it would be neces-

sary to have men specializing in the various

branches of medicine, preferably in one

building and on the same floor. It would be

necessary to have a central office where
records could be kept and financial arrange-

ments made. In the central office there

should be one capable of taking a careful

history to go with the patient throughout

the clinic. This history could be supple-

mented by the various specialists when
other valuable information was obtained.

Financial arrangements: The group de-

cides on what per cent each doctor is to re-

ceive out of the examination fee. The group

also decides on what should be a minimum
examination fee, which should be enough to

cover expenses. The fees should then be

increased in denominations of 10 according

to patients’ ability to pay. Standards should

be set according to incomes of single indi-

viduals and of families. Those who are not

able to pay the minimum fee should be sent

to the charity hospitals where available and
if not available the group should not shirk

its responsibility.

One of the obstacles in forming such a

group is professional jealousy. Would doc-

tors not in the group, feeling that they were

on the outside, knock the members on the

inside? To some extent this would occur.

My answer to this is no man has ever lost

practice because he has improved his ability

to render better service to his patients. Re-

gardless of how good a man is he will re-

ceive a certain amount of criticism. Will

the members outside refuse to refer patients

to the members of the group? Yes, some
will, but others who have not will begin to

refer patients because of the better service

offered. The amount of the referred work
will depend to a large extent on how the

referred patients are handled. If a patient

has been referred to any one of the group
and feels that it is necessary to have a com-
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plete diagnosis in order for him to render

the proper services, then when the diagnosis

is completed he should send the patient back

to his physician with a report of the exami-

nation. This assures the doctor that the

group will not steal his patients and at the

same time leaves him free to use any in-

dividual in the clinic for special work.

Suppose a patient consults the oculist or

aurist for vertigo and a complete diagnosis

is desired. When the diagnosis is complete

it is found that the patient is suffering from
gall bladder diseases. He returns to the

specialist who advises him that his vertigo

is coming from his gall bladder and that

he should consult with his surgeon. If he

chose a surgeon outside the group he would

be furnished with the report of the exami-

nation. This leaves the patient the freedom

of choice, which is so necessary to our

American system of medicine. The disad-

vantage of such freedom is the possibility of

the group being used for inexpensive diag-

nosis, by referring physicians, and so crowd

the members that they would not be able to

give the necessary time to their private

practice. In such case more men would

have to be added to the clinics or more

clinics would have to be formed.

As the primary purpose of the diagnostic

clinic is not to make more money but to give

better service there is no reason why as

many such clinics should not be formed as

the city needs and will support. Such clinics

could be established at the hospital and the

men on the staff could rotate on the service.

The disadvantage to this would be the time

lost by the physician in getting to see the

patients. Each specialist would have to

have certain hours set aside for his ex-

aminations.

The group should meet once a week to

discuss interesting cases and this should be

one of the greatest rewards received for

service rendered.

One of the most important things in such

diagnostic clinics is that the physician re-

tain his individuality and his private prac-

tice. I hope that I have not made the im-

pression that he send all of his cases through
the clinic, as it would be necessary to send

only a small per cent. Perhaps over 85 per

cent of his cases would be handled individu-

ally. The big need of forming such clinics

is to meet an economical condition. Many
patients need complete physical and labora-

tory examinations but because of our loose

professional connections and our system of

consultation the cost is almost prohibitive.

A patient can get a complete examination

at Mayo’s for about half of what it would
cost in Knoxville. There are three distinct

disadvantages to such loose consultation

service. First, expense almost prohibitive.

Second, the physician loose in professional

knowledge. Third, the patients are driven

away from home, which is an economic loss

to local profession as well as to the patient.

In bringing this subject before this body
I hope I have implanted the seed that will

grow to such an extent that a new deal will

be brought to that great middle class of

people who have stood by the medical pro-

fession in such a generous way. They are

the ones who pay most willingly and most

promptly when they can. In Tennessee we
should have such clinics in Memphis, Jack-

son, Nashville, Chattanooga, Knoxville, and

Bristol, which could and should serve the

people in our great state in a most noble

way. Let us not be driven into state or

socialistic medicine. Let us be on our guard

to increase our efficiency to serve humanity.

Follow in the footsteps of our predecessors

and be leaders. If insurance plans are

needed let us work them out ourselves.

Keep the medical profession from the domi-

nation of big financiers who would like to

draw dividends from the misfortunes of our

patients and hard labor.

Now gentlemen, I wish to take this oppor-

tunity to thank you for the privilege and the

honor of presiding at the first meeting of

the Tennessee Academy of Ophthalmology

and Otolaryngology.
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SOME ASPECTS OF VIDIAN NEURALGIA*

Harris H. Vail, M.D., Cincinnati, Ohio

A
LL OF YOU must be familiar with

Dr. Sluder’s work upon sphenopala-
- tine ganglion neuralgia and if for

the time being you will regard vidian neu-

ralgia as the same condition as sphenopala-

tine ganglion neuralgia it will enable me to

dispense with a good deal of introductory

remarks. I can assure you that the two

conditions are identical, but that the term

vidian neuralgia is more accurate and gives

one a better working basis for the proper

treatment of the condition.

The slides I shall show will remind you of

the very close relation that the vidian nerve

may have with the mucosa of the sphenoidal

sinus. It is also known to all of you that it

is quite possible to have a latent infection

in a recess of a large sphenoid sinus which

is mighty hard to eradicate or as far as that

goes even to recognize.

Tonight, I would like to speak on the

clinical aspects of vidian neuralgia. I can

do this the most satisfactorily with an

imaginary patient, a young middle aged

woman. She comes to your office with the

complaint of headaches. At first as you

question her it seems impossible to correlate

all her symptoms. She is nervous, she has

almost every symptom you ask her about,

she usually is or has been under treatment

by internists and family physicians for

what has been diagnosed as nervousness,

menopause disorders, low blood pressure

and anaemia. You can easily be dis-

couraged by the extent of her symptoms.

You will often find that a previous nasal

operation, tonsillectomy and extraction of

teeth did not help her. After you have ex-

amined her nose and transilluminated the

sinuses and had x-rays of them you will tell

her that there isn’t anything the matter

with the sinuses but to come back the next

*Read before the Tennessee Academy of Ophthal-

mology and Otolaryngology, Nashville, April 10,

1933.

time she has her pain. Perhaps you will

give her ephedrine drops or some sedatives.

You are lucky if the patient does return

to you. But suppose she does return. This

time if you have in mind the possibility of

vidian neuralgia you will ask her to go into

the greatest details concerning her pains.

At first you may not obtain the typical

syndrome of vidian neuralgia but sooner or

later you will do so.

Her pain starts in the nose between it

and the eye, passes into, back of and around
the eye so that she will say to you that it

feels as if her eyeball was being pushed out.

From the eye the pain passes to the temple,

in front of, in and back of the ear to the back
of the head and from there if the attacks

are at all severe it passes down the arm and
sometimes even into the leg on that side.

Sometimes the pain seems to be on both

sides of the head but usually it is more
severe on one side. Often the pain awakens
the patient at two or three o’clock in the

morning. The pain comes at irregular in-

tervals. Frequently there is a history of a

cold or a nasal obstruction preceding the

attack but as a rule the symptoms of a

“cold in the head” are not very pronounced.

She has no subjective disturbances of sensa-

tion in the face
;
the pain cannot be produced

by any form of external stimulation and

about the only thing which relieves the pain

in any way is acetyl salicylic acid.

If you become interested in your patient,

you will ask her to return or to call you the

next time the pain returns. At that time if

you will put a pledget of 10 or 20 per cent

cocaine between the middle turbinate and

septum and against the front wall of the

sphenoid sinus in five or ten minutes the

pain is gone. When this happens you are

justified to suspect the presence of vidian

neuralgia. Your next step should be to

study the size and conformation of the

sphenoid sinus and to find out how close the

vidian canal is related to it. To do this you

must inject a radio opaque substance into'
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the sinus. This injection is made either

through the ostium, if you can find it, or by
a puncture of the front wall of the sphenoid.

It is hardly necessary for me to remind you

of the need of careful orientation and good

anesthesia. You inject 2 to 4 cc. of the

radio opaque material into the sinus and

ask your x-ray man to make the picture

with the patient’s head in the vertical po-

sition, using the nose forehead and nose chin

positions. Also get vertical lateral pictures.

You will not be surprised to find an en-

croachment into the sphenoid sinus by the

vidian canal and in addition an extremely

large sphenoid sinus with a recess lateral

to the vidian canal. Do not expect to find

any definite filling defects. As a rule vidian

neuralgia is not found in cases of chronic

hyperplastic sinusitis because in those cases

there will be a polypoid thickened lining of

the sinus which acts as a barrier for the

vidian nerve. You will furthermore find

that the cases which show a very intimate

and close contact between the vidian nerve

and the sphenoid sinus will have severe

pain with very slight sphenoditis.

You are becoming more interested in your

patient. Now and then you are forced to

inject a little cocaine into the sinus to re-

lieve the pain and each time in a few
minutes the pain leaves as if by magic. The

patient is becoming very cooperative and

depends upon you to control this nagging,

terrible, disagreeable pain in her head and

soon the time will come when you feel it is

in her best interests that a window be made
in the sphenoid sinus not only to make the

injection of cocaine easier and less often

but also to make more efficient the irriga-

tions and other treatments to the sinus.

Thereupon you operate and to do this in the

best possible fashion you must get a good

exposure which means a resection of the

nasal septum back to the sphenoid and a

trimming of the middle turbinate. The
operation is really easy. You make a large

window in the sphenoid, remembering, of

course, the landmarks; you can look into

the interior of the sinus with a nasopharyn-

goscope where you will find just what the

x-ray picture would cause you to believe you
would see. You will not see much pathology.

You can expect rather sharp bleeding on

the second or third day, so keep your patient

in the hospital four or five days. Then for a

period of five to six weeks irrigate the sinus

two or three times a week using any anti-

septic you favor and in the great majority

of cases you will find that your patient says

that it seems as if a big load has been lifted

from her head. She gains in every way. As
the years go by, from time to time, maybe
once a year, she will return with a little

flare-up of pain. Look into the sphenoid

sinus and you will always find evidence of

an acute inflammation. This yields to the

same treatment as you would use in an acute

maxillary sinus infection.

In the course of the last few years I have

seen some cases which did not fulfill the

requirements of the typical vidian neuralgia

syndrome. Sometimes the pain never was
present in the temple, ear or back of the

head but remained confined to the eye.

These cases consulted first the ophthalmolo-

gist, who finding nothing wrong with the

eye and knowing about reflex pain in the

eye from sinus disease sent them to me. A
little cocaine in the region of the spheno-

palatine foramen or against the front wall

of the sphenoid or injected in the sphenoid

would cause disappearance of the eye pain.

More rarely the pain is confined to the back

of the head and neck, or to the ear.

I would like to report four cases which I

have seen in the last six months. The first

case is that of a woman 35 years old, who
stated that she had a nervous breakdown
five years ago and has had antrum trouble

for about four years. For the past four or

five years about every three to four weeks
she has a neuralgia, mostly on the right side

of the head. Her eyes feel jumpy with

streaks across them, the pain gets into the

upper cheek and right ear, neck, back of the

head, shoulder, arm and even the leg on

the right side. These attacks often wake
her up about one o’clock in the morning and

last two or three days and when over make
her feel completely exhausted and very

nervous. She has frequent colds and notices

a close relation between these colds and the

pain. She has a thick jelly-like discharge

from the back of her nose. Examination on
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October 19, 1932, disclosed a very badly

deviated septum to the right with a spur

impinging against the inferior turbinate

and a very close contact between the septum

and the right middle turbinate. I was un-

able to get into her right sphenoid sinus.

At the time I saw her she did not have any

pain, so I was unable to make the clinical

test with cocaine, but notwithstanding ad-

vised the operation, which I did on Novem-
ber 21, 1932. Outside of a slight pale swol-

len condition of the sphenoid mucosa I

noticed no pathology. When I last saw her

on the fourteenth of March she had not had

one bit of neuralgia. She told me five days

after the operation that it felt as if a load

had been lifted from her head. A week
after the operation when all the reaction in

the nose had subsided I looked at the in-

terior of the sinus with a nasopharyngo-

scope and could see the ridge of the vidian

nerve with a recess laterally to it. X-rays

with lipiodol were made on January 3, 1933,

and they show a recess filled with lipiodol

lateral to the vidian canal. I might also

add she has not had a cold all through the

winter.

The next case was that of a young girl 23

years of age whom I first saw a little more
than a year ago. At that time she told me
that she had dull constant headaches for

about two weeks over the left eye and in the

temple but not in the ears or back of the

head. There was a full feeling in her cheeks.

She said that she had postnasal phlegm
from the nose. The nose showed an atrophy

in its posterior portion. Muco pus was seen

on the front wall of the left sphenoid and
cocainizing the sphenoid recess relieved the

pain for a few days. At that time I made
a diagnosis of vidian neuralgia and acute

maxillary sinusitis. I saw her perhaps

eight or ten times during the spring and
she did not show any improvement. After

a long vacation during the summer she re-

turned the latter part of August, 1932, say-

ing that she had been losing weight, had

headaches and shortness of breath and in

fact was feeling miserable. She resumed

her treatments and by a month noticed a

little improvement but by the beginning of

autumn she began to complain of head-

aches and pain in the left cheek. After
several antrum washes which showed a

little mucoid purulent secretion she felt

better. Lipiodol injected into each antrum
with the x-ray showed no filling defects. In

December, 1932, as she was still complaining

of pains in the front of the face and nose

and also in the back of the head, I injected

lipiodol into the left sphenoid. The x-ray

seemed to show filling defects. Then began
a treatment lasting for two months, a minim
or two of 10 per cent cocaine being injected

into the sphenoid sinus about once a week.

This gave her relief for three or four days

and confirmed my suspicions that I was
dealing with a case of vidian neuralgia so

that on February 21, 1933, 1 operated. There

was no pathology to be seen in the sphenoid

sinus but with a curved curette hugging

the floor of the sinus I could feel it rise over

the vidian canal and drop into a recess

laterally to it. Since the operation she has

shown a steady improvement so that now,

six weeks from the operation, she says her

head feels as if a load has been lifted. Her
nose is free of discharge and she has already

gained weight and lost her nervous feeling.

The third case is of a man, 37 years old,

whom I saw for the first time on December

17, 1932. He gave the history that about

two years ago regularly at 11 o’clock in the

morning he would have a severe pain over

the eyebrow, in the eye with soreness in it

but never in the ear. Sometimes the pain

would pass into the back of the neck and

the shoulder. This pain lasted for some

months. He saw doctors in other cities

who reported that the sinuses were nega-

tive. At first he had a few teeth removed

but finally all but two were removed. No
relief followed. Three weeks prior to the

time I saw him another doctor had told him
the sinuses were clear. About a month ago

when the attacks became worse following a

cold. The most recent attack was this

morning at 3 o’clock. This lasted for about

two hours. Touching the face did not bring

on the pain though he thought driving in the

sun had a tendency to do so. Lately he has

become very nervous and has been unwilling

to carry on his job as salesman because of

the sudden attacks of pain which would in-
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capacitate him for several hours. I injected

cocaine into the left sphenoid and when it

entered the sinus he said there was a warm
feeling passing over the area which had

been subject to the pain. The x-rays with

lipiodol showed a fairly large sphenoid. The

nose showed a very badly deviated septum

to the right with muco-pus coming from the

left sphenoid recess. I diagnosed the case

as vidian neuralgia. During the Christmas

holidays he had occasion to go to Lexington,

Kentucky, for a two weeks vacation and

while there was taken again with the pain

which was just as bad as ever, so he decided

to have the operation at once. It was done

by Dr. Yates on December 24, 1932, at

Lexington. I saw him on January 5, 1933,

to carry on the post-operative treatments

and when I last saw him on January 23 he

said he felt like he had a new head. This

case is somewhat atypical inasmuch as there

never was any pain in the ear but pain was

noticed in the back of the neck and the

shoulder.

The fourth case is a woman 37 years old.

Off and on for 16 years she had pain in her

right eye and all around it in the temple,

back of the ear and the head and neck but

never in the ear. The pain was steady and

sharp and lasted sometimes for 48 hours.

She was living in Switzerland at that time

and in 1919 consulted a doctor there who
operated on her right sphenoid. She said

that following the operation there was

marked improvement for years but that in

the past three years the pains had become

very bad. On March 31 I injected iodochlor

into the right sphenoid. As soon as the oil

was in the sinus she complained of severe

pain throughout the area where the pain

had always come and though a little cocaine

which I injected at this time relieved the

pain for a few hours it returned and was
very severe. On April 6 she was beginning

to improve. The interesting feature of this

case is the fact that a doctor in Switzerland

in 1919 was able to put two and two to-

gether and made a very credible diagnosis.

This is also a case where the pain did not

get into the ear itself but was in back of

the ear and over the mastoid.

Once you have seen a case like any of

these you cannot help but be impressed by
the syndrome. One day the patient whose
case I reported third was in one of my
treatment rooms waiting for a little cocaini-

zation and I happened to have another case

of vidian neuralgia in another room and he
could not help but hear her describing her
symptoms and when I started to work on
that he could not help overhearing and that

his case was exactly like the other patient

and this was the truth. The nurses who
have been in my office can diagnose the

case just as well as I can.

If you will go on the basis that the trouble

is in the sphenoid sinus and affects the

vivian nerve because this nerve is closely

related to the sinus you will not make any
mistake. I have seen one extremely severe

case which I was not able to help a great

deal. It is possible that after a good many
years of this trouble changes take "place in

the nerve or the ganglia concerned which
make the prognosis more unfavorable but to

date I have seen 60 cases of vidian neuralgia

and there is not one who has not been great-

ly improved by either the local treatment

or in the more severe cases by the operation

upon the sphenoid with the post-operative

treatment which I have described. As I

look at it the operation is only a means to

an end, that really the operation cannot re-

move the close relation between the vidian

nerve and the sinus mucosa that you cer-

tainly cannot remove the diseased lining of

the sphenoid sinus if you wanted to which
is not likely. The most the operation ac-

complishes is to relieve the nasal obstruc-

tion and to let you easily take care of any

subsequent inflammation which must follow

and also to relieve by cocaine any severe

attacks which may return. I have seen

cases who had a severe suppurative infec-

tion in the frontals, ethmoids and maxillary

sinuses and yet were entirely free of vidian

neuralgia while the same patient had a very

severe neuralgia due to a little inflammation

in the sphenoid sinus where the anterior

sinuses were free from inflammation.
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THROAT INFECTIONS IN INFANTS AND CHILDREN*

John M. Lee, M.D., Nashville

THIS DISCUSSION does not include

the specific infections, diphtheria,

scarlet fever, measles, Vincent’s an-

gina, agranulocytic angina and influenza,

but has to do with that group of nonspecific

infections of the upper respiratory tract

that begin in the throat, nose, or naso-

pharynx, and varies from a simple cold at

one end through an endless maze of possi-

bilities, to a fatal septicemia at the other

end. The importance of this subject may
be emphasized by the fact that, aside from
infant feeding, the treatment of this con-

dition makes up from 25 to 90 per cent of

the work of those who treat babies and

children. While many infectious diseases

are yielding to the advances of scientific

medicine, the respiratory infections cer-

tainly show no decrease in incidence, viru-

lence, or number and gravity of their com-

plications.

These infections may occur sporadically

and at all seasons of the year. Several

times each year, especially in the late fall,

winter, and early spring months they as-

sume epidemic proportions. At such times

they either spread with astounding rapidity

or else arise independently over large areas,

forming veritable pandemics. In total inci-

dence they exceed many times all other con-

tagious diseases put together. They are far

more contagious than scarlet fever, and a

little less, perhaps, than measles. An attack

confers no lasting immunity, if any. The
same child can, and does have a number of

such infections each year. There is a de-

cided individual and familial susceptibility.

The younger the patient, the greater the

susceptibility. An infected child admitted

to a children’s ward, nursery, or foundling

asylum quickly transfers his affliction to the

other inmates in an incredibly short time.

In a majority of cases there is a history

of direct contact with another having a

*Read before the Tennessee State Medical Asso-

ciation, Nashville, April 11, 12, 13, 1933.

respiratory infection. Modern living has re-

sulted in increasing numbers of people con-

gregating in crowds and this contributes to

the wider dissemination of all contagious

diseases. Atmospheric and meteorological

conditions obviously play a part in the

pathogenesis of respiratory infections as

witnessed by the fact that they are more

prevalent in the cold months. There is

ample clinical and experimental proof that

chilling of the body favors their develop-

ment in some individuals. The human
throat normally harbors a number of poten-

tially active pathological organisms that

need only some altered condition of the host

to give them a favorable soil. This would

seem to explain the origin of these infec-

tions without contact with another so afflict-

ed. Given a favorable soil these organisms

seem to take on a new virulence and a new

communicability, and readily transmit

themselves to another individual.

The specific organism responsible for this

infection has not been determined. The

streptococcus, no doubt, plays an important

role. The pneumococcus, certain staphylo-

cocci, and other organisms are probably ac-

tive factors in certain cases. The peculiarly

constant manifestations in a given epidemic,

the peculiarly varying manifestations in

different epidemics, must lead us to assume

that various organisms are active at differ-

ent times, or that the same organism has

variable degrees of virulence, or selectivity,

or that other organisms associate them-

selves with the primary one.

The vast majority of these infections run

a relatively benign course. There is the

usual evidence of a cold, a running nose, an

obviously inflamed throat, perhaps a few

small glands and a little tenderness at the

angle of the jaw, some aching and soreness,

and perhaps a cough. Often there is ap-

parent no evidence of a cold, or of an in-

fection of this type except that revealed by

an examination of the throat. Even this



July, 1933 THROAT INFECTIONS IN INFANTS AND CHILDREN—Lee 281

may be slight, especially for the first 24 or

48 hours. Fever is practically always pres-

ent at some time. It may be very slight

or it may be very high. If the initial rise of

fever is sudden and high, a convulsion often

takes the place in the child of the chill in the

adult and has exactly the same significance.

This is probably the commonest exciting

cause of convulsions in infancy and early

childhood.

Unfortunately all of these cases do not

run such a mild course, and I wish to em-
phasize the fact that any and every throat

infection may initiate a series of patho-

logical changes that may involve almost

any part of the body< In a certain number
of these patients there is a prolonged high

fever with no physical findings to explain

the fever outside of the throat and naso-

pharynx. The throat pathology seems in-

significant and out of all proportion to the

febrile reaction. In fact, it commonly re-

turns to normal appearance in the early

part of the illness, and leaves the fever as

the only tangible evidence of infection. I

recall one case, a baby of eighteen months,

that ran a daily temperature that varied be-

tween 100 and 105 for six weeks. We could

find no other reason than a red throat. The
explanation for these cases is not clear, but

possibly the infection remains localized in

the nasopharynx or in one of the paranasal

sinuses.

The infection may spread to the tissues

adjacent to the tonsil and produce a peri-

tonsillar abscess that differs in no way from
that of the adult. This is quite unusual

under the sixth year. More frequently

there is a spread to the two lateral post-

pharyngeal chains of lymphatic glands, giv-

ing rise to loud, moist, catching, snoring ob-

struction to breathing with retracted head

but without rigidity of the neck, marked
dysphagia, and enlarged cervical glands,

especially on one side. This condition fre-

quently results in suppuration and retro-

pharyngeal abscess. Cervical adenitis to

varying degrees accompanies nearly all of

these infections. In certain epidemics this

is the outstanding symptom and is often out

of all proportion to the apparent severity of

the primary infection. During infancy a

marked enlargement often leads to suppura-

tion but it is relatively rare after this age.

Otitis media is the most frequent of the

more serious complications. In certain epi-

demics it is rare and mild, while in others

it is frequent, and grave after effects are

seen. Since otitis media rarely occurs with-

out a nasopharyngeal infection, its presence

is helpful in diagnosing a throat infection

when the appearance of the throat itself

may leave us in doubt. Following in the

train of middle ear involvement may come
mastoiditis, and lateral sinus thrombosis

with its characteristic septic temperature,

chills, and possibly jugular thrombosis;

even a cavernous sinus involvement with its

pathognomonic swelling of the eye may be

observed. With these latter conditions the

blood stream is invaded and we have bac-

teremia with pyemia and sepsis. Among
less frequent complications should be men-

tioned otogenic meningitis, brain abscess,

and encephalitis.

Dean, Byfield, Marriott and others offer

some evidence that the accessory nasal

sinuses may become chronically infected

and serve as foci of infection resulting in

arthritis and nephritis. It is also probable

that in some of the acute fnvolvements of

these sinuses, the process recedes with the

original trouble.

From the throat the infection may spread

downward to the lower respiratory tract,

resulting in laryngitis, bronchitis and pneu-

monia. In some epidemics a tracheitis with

the characteristic teasing, non-productive

cough, lasting for weeks, has been an out-

standing symptom. In other epidemics con-

junctivitis is decidedly the rule rather than

the exception, and its occurrence should sug-

gest a throat infection. The route of infec-

tion may be along the lachrymal duct or

secretion from the nose or mouth may be

carried by the fingers. There are marked

redness of the conjunctiva, photophobia,

and often a purulent or mucopurulent dis-

charge. The lids may become edematous,

as may the whole side of the face.

Stomatitis has been noted frequently in

some of these infections and manifests
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itself as a gingivitis, with salivation, red-

ness, swelling, sponginess, and even bleed-

ing and ulceration of the gums. They are

never deeply purple, nor is the inflamma-

tion confined to the portion of the gum that

contains or is about to contain teeth, as in

scurvy. There is not the characteristic foul

odor of ulcerative stomatitis. The palate,

cheek, lips, and even the tongue may become
inflamed and ulcerated. The condition usu-

ally subsides in a week or ten days without

treatment. While it lasts, it has been noted

that warm food and drink are painful;

cold drinks are soothing.

Gastrointestinal symptoms so predomi-

nate the clinical picture in some cases that

tjiey have given rise to the terms, “intes-

tinal flu,” or “stomach flu.” With all sudden

high temperatures children vomit, especially

the younger ones. Such vomiting is es-

pecially characteristic of these infections,

and in some epidemics it is so widespread

and so prominent and persistent a symptom,
often lasting several days, that it over-

shadows all other symptoms and forms a

veritable epidemic of vomiting. While

constipation is the rule, diarrhea occurs

quite often in some epidemics, and may
prove a serious condition, especially in

younger infants, in whom it may determine

a fatal issue. It may be that temporarily,

as a result of the throat infection, all diges-

tive activity is held in abeyance, and an in-

tolerant gastrointestinal tract quickly and

promptly ejects all food and drink taken.

Especially do the fats and proteins seem to

aggravate the vomiting and diarrhea. Fruit

juices sugars, and starch foods are tolerated

much better.

One of the most frequent subjective symp-

toms is pain in the abdomen. It occurs in

some sporadic cases and to some extent in

all epidemics. In some epidemics it is the

most prominent symptom, and often the

only complaint in some cases. It may occur

early or late in the illness; it may be mild

or severe; it may be constant, intermittent

or paroxysmal. Sometimes it lasts for

weeks or even months after all other symp-

toms have disappeared. Most patients

point to the umbilicus when asked to locate

the pain, though it may be diffuse or more
on one side than the other. The abdomen
is rarely distended and tenderness is usually

absent or slight. Since most of these pa-

tients recover, few autopsies have been re-

ported, and the cause for this symptom is

not clear. It is thought that in some cases

there may be a localized inflammatory con-

dition of the intestinal mucosa. I recall two
patients with this symptom so marked that

the appendix was suspected, and at opera-

tion in both patients the appendices were
normal, but scattered through the mesen-

tery were many enlarged inflamed lymphat-

ic glands. Sometimes it is easy to differen-

tiate this condition from appendicitis and
again it is not. Brenneman cites the case

of a five-year-old child that had a definite

throat infection, a slight pain and some
tenderness in the region of the appendix;

the surgeon who saw the case was familiar

with this abdominal pain of throat infec-

tions and decided that such indefinite symp-
toms in the presence of a throat infection

did not warrant operation. Two days later

he removed a gangrenous appendix. The
abdominal 'pain of throat infection is great-

er than the tenderness, the reverse of what
obtains in appendicitis; there is less or no

involuntary rigidity;! the glands may be

palpable.

The diagnosis of a throat infection may
be made by inspection of the throat in a

good light. Sometimes, however, a child

may show a high temperature before the

throat shows any evidence of trouble, but

the second or third day it is obviously the

cause for the symptoms. In some cases the

visible evidence is slight
;
a narrow crescent

of redness on the anterior pillars of the

tonsils, or a slightly deeper red color to the

structures of the throat may be the only

change noted. Spots or membrane on the

tonsils are not necessary to a diagnosis. In

infancy a follicular tonsilitis is a rarity and

in early childhood it is relatively infrequent.

The younger the child the more frequently

is the whole throat and nasopharynx in-

volved. Young children rarely complain of

a sore throat, and in fact usually deny hav-

ing a sore throat, even when inspection re-
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veals much inflamed tissues. A history of

a cold, a cough, or a sore throat often points

to the diagnosis. The fact that other mem-
bers of the family are afflicted with the

disease in a more evident manner than is

the child himself should make us suspect the

throat. Perhaps the most frequent error

made in dealing with this condition is the

assumption that the symptoms are due to

intestinal trouble. Especially is this true of

those cases in which there are vomiting and
diarrhea, but it is also true of those with
protracted fever in which there is no out-

standing evidence of an upper respiratory

tract infection. “Intestinal trouble” or

more impressively, “toxemia,” causes little

or no temperature in older children, and
even in babies only when we have a true

intoxication, or a true ileocolitis or dysen-

tery. Throat infections cause more tem-
peratures than all other causes combined.

In all the ages science has developed no
preventive measure in combating respira-

tory infections that is as effective as isola-

tion. This cannot be put into effect most
of the time, and it is probable that the

human race will never submit to quaran-
tine for mere colds. Vaccine therapy has
proven so uncertain that its following

grows less each day. Even that which we
believe to be the optimum in nutrition does

not appear to contribute to immunity,
though the better nourished child apparent-

ly comes through these infections best.

Hardening with cold baths, outdoor life as

much as possible, a maximum exposure of

the skin to direct sunshine may help. Cod-

liver oil is possibly the only medication that

is of value as a preventative, though its

value is doubted by some.

In the absence of a specific, these infec-

tions are self-limited as to duration. Those

patients who have the throat painted and

sprayed do not get well any quicker than

the patients who have no local treatment.

Local treatment may contribute to the

child’s comfort, but in many cases the child

objects to' the treatment and struggles

against it so vigorously that our efforts are

more harmful than helpful. A bland oily

mixture containing menthol dropped into

the nostrils or used in a spray or atomizer

in older patients may clear the nose and

contribute to the child’s comfort and rest.

Various combinations of colloidal silver

salts adrenalin and ephedrine applied locally

to the nose and throat seem helpful. Steam
inhalations of benzoin or other volatile sub-

stances are many times more effective in re-

lieving the cough and less liable to upset the

digestion than most of the cough mixtures.

The salicylates certainly relieve the discom-

fort and contribute to the child’s rest. I

prefer acetylsalicylic acid, a grain for every

year of the patient’s age up to five, given

every 3 or 4 hours. Every patient with an

acute respiratory infection with fever

should be kept in bed until the temperature

is normal—at least a day or two. It is my
feeling that a child with such an infection

will recover more quickly in a warm fresh

air than in cold air and is less likely to

develop serious complications.

Usually there is an aversion to fluids and

food in this condition. It is imperative that

every sick child have an adequate fluid in-

take throughout his illness. If this is not

accomplished in the usual way, fluids may be

administered by gavage, intravenously, by

hypodermoclysis, or by intraperitoneal in-

jection. The diet should be adequate to

maintain nutrition and compatible with the

digestive capacity. In the more severe and

protracted cases gavage may be necessary.

These infections often result in marked

anemia, and especially is this true in the

protracted cases. In these children, blood

transfusions are most valuable.

One of the most trying problems in con-

sidering throat infections is to determine

just what bearing the adenoids and tonsils

have in these cases. Certainly if we promise

the patients freedom from these attacks

after removal of tonsils and adenoids, we

will many times be sadly disappointed. I

have in mind certain patients who have had

tonsils and adenoids removed and they have

throat infections just as often as formerly,

and whereas before the operation the infec-

tion was limited to the throat, now it fre-

quently extends to the lower respiratory

tract. On the other hand I can recall others
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in whom the incidence of these infections is

much diminished since the removal of the

adenoids and tonsils. This is a question

which is best answered by the attending

physician who knows the patient’s past ex-

perience, each patient being a law unto

himself.

DISCUSSION
DR. OLIVER W. HILL (Knoxville) : Dr. Lee

has given us an unusually pleasing and instructive

discussion of a commonplace subject. I have been

convinced for many years that we are neglecting

the commonplace for the more spectacular and
rare maladies that come under our observation.

This throat infection is like the poor—it is always

with us; it has been a problem of the medical pro-

fession since the days of Hippocrates. We neglect

it and pass it up. I believe that in Nashville they

call it the “red throat.” Sometimes I have a

patient come from Nashville, and they say that

some of my friends there tell them the child has

a “red throat.” I presume they mean this peculiar

malady which is non-specific so far as we know.

The temperature is very interesting in that it

varies so much with the individual infection and
with the individual patient. Sometimes a pro-

longed temperature follows this peculiar malady or

the sore throat, sometimes there is no tonsilitis

but the throat is red, the pillars are swollen, and
the condition pursues a long, tedious course.

I have convinced myself that these children have

by adnexa, inflammation of the nose and pharynx
an attendant ethmoiditis, and I am sure that we
get some results from drainage. Personally we
have tried various silver salts like argyrol and
neosilvol, but I believe the best results we have

are from 1/2500 metaphen. I am not advertizing

any pharmaceutical house, but that has met with

success in our hands. Simply moisten a piece of

cotton with metaphen and gently, with a wooden
applicator, insert it in the nose. When removed,

blow the nose, thus giving the child an oppor-

tunity to blow out the mucus and drain the eth-

moids, which very often lowers, the temperature

by removing the foci of infection.

These infections have a tendency to attack the

kidneys. I think it is a very good routine to run
a twenty-four hour specimen of urine and with

the microscope, look for pus, because almost all of

them will show some pus, and if the temperature

is very high, there will be a shower of casts, per-

haps both granular and hyalin, and occasionally

the child will go on to a hemorrhagic nephritis

which looks terrible but which usually clears up
in a relatively short length of time.

The blood picture of these children is almost

normal. There may, be a slight leukocytosis; there

is usually some lymphocytosis or increase in the

mononuclear percentage.

An important thing, I think, in the treatment

of these children is to watch their water balance,

increase their intake of liquids.

Dr. Lee tells us these children have difficulty in

swallowing. That is true many times, but if you
can, insist upon their taking other liquids if they

will not take water, try them on lemonades,

orangeades, Welch-ades, or whatever you see

proper, anything to make them take a great deal of

liquid and dilute the toxins, because elimination

through the sweat glands and kidneys, adds much
to their comfort and encourages their recovery.

I have found, or felt that I found, that the

citrates were very valuable. Many years ago, I

learned a great deal about potassium citrate and

sodium citrate. These children almost invariably

have a very high acid reaction through the urine.

If you alkalinize the urine, I think it hastens the

convalescence.

The salicylates relieve the pain and in some

respect I am sure are an antiseptic in the blood, in

that they seem to cure these maladies. I use

sodium salicylate with the citrates or the acetyl-

salicylic acid alone, depending on the tempera-

ture; if the temperature is very high, I like the

acetyl-salicylic rather than the sodium salicylate.

This is a very interesting paper, and I want to

thank Dr. Lee for presenting so excellent a dis-

cussion on a very commonplace but important

subject.

DR. JOHN M. LEE (closing) : I want to thank

Dr. Hill for his discussion of the paper. We don’t

worry about the temperature of these cases par-

ticularly if we have assured ourselves of a diag-

nosis. We didn’t mention the use of hydrotherapy.

Of course that applies to these cases just as to any

other febrile reaction, but we insist on getting in

the fluids, and as long as the temperature doesn’t

make the baby uncomfortable we don’t worry about

it particularly.
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PERITONEAL DRAINAGE — WHEN INDICATED AND WHEN NOT*

E. Dunbar Newell, B.S., M.D., and Robt. C. Massengill, M.D., Chattanooga

THE OLD AXIOM “When in doubt

drain” was an excellent guide for the

rough abdominal surgery of that era.

The later axiom of Dr. John G. Clark
“When in doubt do not drain” presupposes
that the surgeon has a wide knowledge of
physiology and pathology and that he knows
what the drain can accomplish, what it

.cannot do and the harm it may cause. The
surgeon who is familiar with the fact that
you! cannot drain the general peritoneal
cavity with any form of drainage material,
except for a few hours, who knows that
around the drainage material lymph and
serum are poured out in abundance in an
effort to extrude this foreign matter; that
in from four to twenty-four hours this
lymph becomes coagulated into a mesh that
completely separates the drainage material
from the general peritoneal cavity, thereby
draining the area around the tube or gauze
only and not the peritoneal cavity in gen-
eral, is the surgeon who will not have many
doubts about drainage. I do not think we
should have many doubts about drainage of
the peritoneal cavity. The indications for
drainage or non-drainage are, with few ex-
ceptions, all quite clear according to present-
day teachings.

If drainage material in the peritoneal
cavity at times did not do harm without any
corresponding benefit, we could have doubts
for or against drainage without injury to
the patient. In a case of acute suppurative
appendicitis where the appendix has been
cleanly and smoothly removed

; the free pus
has been mopped out gently with moist
sponges

; the area around appendix has been
packed off with moist gauze; no metal re-

traction has been used; the abdominal
wound has been largely protected against
contamination

; no bleeding or oozing is

present
; there are no large necrotic masses

left, in such a case, there should be no doubt

*Read before the Tennessee State Medical Asso-
ciation, Nashville, April 11, 12, 13, 1933.

—to drain such a case would be unnecessary

as the peritoneum would overcome and ab-

sorb the infecting organisms. If we did

drain such a case, the drain would contami-

nate the abdominal wound, if it drained, and
if it did not drain, then certainly there was
no necessity for the drain.

Prolonged stinking suppuration of the

abdominal wound is rather to be expected

when the drainage tube is constantly bath-

ing the abdominal wound with infectious

secretions. With the peritoneum closed the

wound can be left wide open, if thought ad-

visable, or the wound may be partially

closed and drain placed down to the peri-

toneum, as the peritoneum can combat and
overcome an infection that would destroy

the fat, fascia and muscles of the abdominal

wound. Too, the irritation caused by a

drain within the peritoneal cavity certainly

causes more adhesions and makes far more
liable partial or complete intestinal ob-

struction, until these adhesions in the course

of time are absorbed.

When there is a large abscess cavity, with

shaggy necrotic edges, or when bloody ooz-

ing is not controlled, then there should be

no doubt—there should be drainage. With
a gangrenous gall bladder we should drain

the gall bladder and drain around the gall

bladder, too. The peritoneum can success-

fully combat many types of organisms, but

it cannot absorb necrotic, gangrenous tis-

sue. In gastric or duodenal perforation,

where there has been much contamination

from food and gastric secretion, it is usual

to establish a suprapubic drain, but the

advisability and the effectiveness of this

drain, even though the patient is placed in

the Fowler position, is very doubtful. In

acute pancreatitis, certainly drain
;
in extra-

uterine pregnancy, I do not drain unless

there is bloody oozing that cannot be

checked except by gauze packing; in large

tubo-ovarian abscesses, with large bleeding

raw surfaces left in the pelvis, I always
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pack and drain with gauze inside rubber

dam tubing, never allowing the intestines

to come in contact with the gauze
; in

cholecystecomy, I always drain for fear of

leakage of bile from injury to the liver or

from an accessory duct, or from slipping of

ligature on cystic duct, for bile in the peri-

toneal cavity causes very distressing symp-
toms.

I first became interested in not draining

the peritoneal cavity when operating on

gunshot wounds while I was operating in

one of the Evacuation Hospitals during the

Meuse-Argonne offensive. MacAusland of

Boston had an operating table next to mine
and I saw him daily closing gunshot wounds
of the knee-joint without drainage into the

joint capsule, but placed the drain down to

the capsule. I decided that, if the knee-

joint could be closed without drainage, the

peritoneum, too, could be closed in many
cases without drainage.

Sir Henry Gray, Surgeon-in-Chief, Royal
Victoria Hospital, is speaking of treatment

for suppurative appendicitis, says:

“I have never regretted not draining in

such cases. Absorption occurs so rapidly in

the peritoneal cavity that post-operative

accumulation of plasma is a very rare event,

provided no source of irritation remains.

Since the war I have almost invariably re-

gretted the use of intraperitoneal drains.

I and my assistant have treated several

hundred cases of acute appendicitis in my

wards in Aberdeen since the war. We h^ve
felt compelled to resort to the drains in

about 1 in 14 cases. The mortality in the

drained cases was 9 per cent, in the un-

drained cases 5 per cent. The two condi-

tions which make me feel I should use

drains are (1) persistent oozing of blood

from the surface of an abscess cavity and

a condition of the patient necessitating

rapid operation
;
and (2) a shaggy irregular

lining covering the surface of the abscess.”

On December 5, 1931, I operated on a

young, white male for gunshot wounds of

abdomen "'and closed 17 perforations of

jejunum and ileum and 7 perforations of

mesentery, and closed the peritoneum with-

out drainage. The patient left the hospital

well in just two weeks and had an unevent-

ful convalescence.

In August, 1932, I operated on a young,

white male for gunshot wounds of abdomen,

with perforation of the liver. I drained

this case as I knew that there would be

drainage of bile from the liver, and there

was. There was no doubt at all to me
whether I should drain or not.

During the past few years I have indi-

vidually operated on 42 cases of ruptured

gangrenous appendices with free pus in the

peritoneal cavity, without drainage of the

peritoneal cavity. In this series I have had

only two deaths—one from pneumonia and

one from general peritonitis and septicemia.
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THE FLIGHT FROM REALITY*

S. T. Rucker, M.D., Memphis

(a) Reality as it affects the ego or per-

sonality may be defined as conscious idea-

tion, or mental processes properly oriented

and adjusted to environment and social cus-

tom. Reality as it affects life is a perpetual

succession of events to which man submits,

and is largely made up of incessant worry

and unrest. Business failures, economic ills,

and domestic difficulties have always played

a tragic part in human affairs. Every cas-

tle has its ghost, every one has his secret

sorrows which the world knows not. Dis-

appointment and sorrow follow one whose

heart is centered on things transient and

perishable.

The natural course of life is subject to the

vicissitudes of fortune. It may lead to the

pinnacle of success, and be- followed by ad-

versity and defeat. It may be a panorama

of unfolding delights, or a vale of tears and

despair. However, it is not what happens

or what life brings that is important, but

how one reacts and adjusts to the changes,

especially to the unpleasant experiences.

Discouragement and defeat will brace some

nerves, some nerves they will shatter. It is

the undisciplined and those who lack emo-

tional control who break under strain when
faced by misfortune, and with a feeling of

inadequacy and a broken spirit they seek

relief in a “flight from reality.”

(b) There are three ways in which a

flight from reality may be taken.

(1) The natural way, in sleep. Every

one retires from reality at night and spends

about one-third of the twenty-four hours in

the phenomenon called “sleep,” when the ego

sinks below the threshold of consciousness

and revels in the dissociation of dream life.

The alternating mechanism of this dual ex-

*Read before the Tennessee State Medical Asso-

ciation, Nashville, April 11, 12, 13, 1933.

istence—conscious and unconscious—is not

yet understood.

(2) The pathological route may be

through amnesia, which is a disturb-

ance of memory, or by delusion. By far

the larger number of persons seek relief

from intolerable situations through some

form of amnesia, like the repressive process

of banishing from the memory a disagree-

able fact, or the conversion of an emotional

conflict into physical symptoms. Amnesia

is the usual avenue of escape for those suf-

fering from hysteria and neurasthenia. In

hysteria there are symptoms of total disa-

bility, as paralysis, convulsions, blindness,

and aphonia. In neurasthenia the symp-

toms take the form of vague aches and

pains, distressing sensations of the heart

and stomach, palpitation and weakness.

William McDougall has well said : “How-

ever produced and however maintained,

whether as a positive dissociation or by an

active continued repression, some amnesia

seems to be an important factor in all true

neuroses.” Amnesia and delusions, in my
opinion, are protective measures for reliev-

ing the conscious ego from distressing con-

flicts. The mechanism of amnesia and de-

lusion works below the level of conscious-

ness, and the complex of psychic phenomena

ranges from a temporary forgetfulness to

the delusions of a psychosis. In whatever

way manifest, the victim attempts to get

away from a disagreeable reality.

The dissociation type of amnesia is not

uncommon. An example is found in the

dual personality of Colonel Raymond Rob-

ins, prohibition crusader, who failed to keep

an appointment with President Hoover,

September 6, 1932, and disappeared. Some
weeks later he was found in the mountains

of North Carolina, calling himself “Reynold

Rogers.” This type of amnesia lasts from
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a few days to years. A case of this kind I

had under observation recovered his iden-

tity in a week after being found.

E. Blueler says: “In the dual type of

alternating personality, there may be a

transformation of personality and the sec-

ond state become permanent.” This type

of amnesia could account for the disappear-

ance of Joseph Force Crater, Justice of the

Supreme Court of New York State, who
dropped from sight August 30, 1930. A
world-wide search was made to locate him

without even a clew being found. Thou-

sands of others have disappeared in a simi-

lar way, without leaving a trace of their

whereabouts.

Another form of amnesia is found in the

dissociation of schizoid psychoses. The vic-

tim, failing to win the world through un-

realized ambitions, seeks in humiliation to

leave it by regressing to the phantasy of

childhood.

(3) The suicide route
—

“a bourne from

which no traveler returns”—is so well

known that it needs only passing mention.

Suicide differs from amnesia and delusion

in that it is a voluntary act and the victim

knows what he is doing.

(c) Is there any help for this class of

sufferers? Yes, in my opinion, much can

be done by the individual and concerted ef-

forts of physicians. As a preventive meas-

ure, we can start early and try to have “bet-

ter born, better fed, and better trained chil-

dren.” A healthy, well-trained child will

grow up with a better outlook on life and

more readily fit in our complex social struc-

ture. Every school, public and private,

should have a consulting psychiatrist to ad-

vise and assist teachers in evaluating the

teachability of pupils. The subnormal and

atypical child, who is unable to make the

grade, should be taken out of school and

placed in an institution for special training.

This consideration is due the mentally

handicapped child. Besides, a large pro-

portion of them can be reclaimed for normal

pursuits and be an asset instead of a liabil-

ity to society; a useful citizen instead of a

criminal. Every city should have a “child

guidance clinic,” supervised by a psychia-

trist and pediatrist, for the study of child

psychology, behavior problems, and for de-

veloping a wholesome mental health.

Doctors have an unusual opportunity for

rendering a needed service to those in trou-

ble. Their work should not cease with min-

istering to the physical ills of their patrons.

They can counsel and advise those who may
be trying to unravel the tangle of some vex-

ing problem. They can calm the fears and

sustain the hope of one discouraged by dis-

appointment and sorrow. This promotes a

friendly, sympathetic feeling between doc- '|

tor and patient. I sometimes think the con-

fidential “personal touch” of the family doc-

tor with his patient has been lost to the spe-

cialist and group medicine. The doctor’s

mission is to relieve suffering of any kind

and in any way. He can do this more effi-

ciently if he has a philosophy of life that

enables him to adjust smoothly to every

change, condition, and situation, and takes
;

everything that life brings in a quiet, pa-

tient way. His manner should be calm,
J

sweet-tempered, and serene.

A calm man, having learned to govern
j

himself, knows how to adapt himself to oth-
|

ers. He wins their confidence
;
they respect

J

his opinion and feel that they can learn of
j

him. One should not wince or give way
j

when faced by disaster, for there is com-
J

pensation and gain when one reacts with ]

the proper spirit. Difficulty develops a

strength that cannot be acquired in any I

other way. Things are never so bad as -

they seem, and ordinary occurrences may
j

be colored and magnified out of all propor- 1

tion to their real significance. A difficult ;

problem can be better solved when faced
j

with a clear, calm, conscious understanding

of its nature.

One of the laws of life is change ;
it means *

growth and progress; and there is no such

thing as security. What one values most I

may be swept away and those we love best
j

may first be taken. Yet while life may seem
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“one grand tragedy, over its ruins a glory

shines.” Then let us be of good cheer, smile

in trouble, gather strength in distress, grow

brave by reflection, live and learn, be dili-

gent to acquire knowledge and use it to

guide us on the way and for the benefit of

others.

And, finally, in the words of Mark Twain,

“let us endeavor so to live that when we
come to die, even the undertaker will be

sorry.”
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ARSENICAL DERMATITIS*
July, 1933

A. H. Lancaster, M.D., Knoxville

A
rsenical dermatitis is one of

the most disagreeable complications
Lof modern syphilitic therapy. Al-

though it occurs in a small percentage of

cases it is of paramount importance. It

is of such frequency and severity that it is

well for all of us treating syphilis to occa-

sionally familiarize ourselves with this sub-

ject. None of the trivalent arsenicals are

immune to the development of dermatitis

regardless of the chemical composition or

the maker of the product, although some
appear more prone to the development of

dermatitis than others. Sulphur arsphena-

mine is probably the most toxic of all with

neo-arsphenamine and arsphenamine hav-

ing the most favorable records.

Many diverse opinions are expressed in

the literature as to the cause of arsenical

dermatitis. Some believe that it is the re-

sult of direct sensitization to arsphenamine,

to the products of its metabolism, or to. a

state of allergic instability. Lloyd and

Lloyd1 suggest that the arsenic in the drug

is of no importance but that the toxic effect

is the result of failure of the urinary ex-

cretion of the benzol radicals. This view is

substantiated by the fact that chemical

workers exposed to other compounds hav-

ing a benzol radical but no arsenic content

have developed exfoliative dermatitis clini-

cally indistinguishable from that caused by
arsenicals.

Muller, Metz, and Myers2 expressed the

opinion that dermatitis following the use

of arsphenamine is a disease of the involun-

tary nervous system appearing in persons

whose involuntary nervous system does not

tolerate a continuous irritation arising from
the administration of amounts of arsenicals

tolerated by others. The organs depending

mainly on the control of the involuntary

nervous system show disturbances of their

physiologic functions which are manifested

by a diminished resistance. In the skin,

*Read before the Tennessee State Medical Asso-

ciation, Nashville, April 11, 12, 13, 1933.

for example, diminished resistance against

deposition of arsenic in abnormal concen-

tration and a disturbance in its function to

excrete and secrete metabolic products.

Predisposing factors advocated by some of

the leading men are seborrheic dermatitis,

alcoholism, mercurial inunctions, dermatitis

venenata and chronic infections.

The cutaneous accidents, particularly in-

teresting to those of us giving salvarsan and
the like compounds are:

(1) Urticaria.

(2) Erythema multiforme.

(3) Exfoliative dermatitis.

The urticarial type of reaction to these

drugs resembles morphologically acute urti-

caria from other sources. It usually comes
on immediately following the administra-

tion of an arsenical. Should a patient de-

velop this reaction give adrenalin imme-
diately and repeat the dose as often as it is

indicated, alkalinize the patient and keep

him under close observation until out of

danger. I can better illustrate the points

involved in a reaction of this type by the

report of a case of urticaria from salvarsan.

A female, colored, age 34. Received .4

of a gram of salvarsan. She left the room
slightly nauseated and returned before her

successor to the tube had finished her dose.

(Within four minutes.) By that time she

had a marked urticarial rash, swelling of

the lips and generalized pruritis. Adrenalin

chloride minims twelve was given hypoder-

matically and sodium thiosulphate, grams
one intravenously. The patient was hos-

pitalized and treated that night as acute

urticaria. She left the hospital next day

with skin in good condition. A differential

blood count was normal. The patient re-

ceived a small dose of salvarsan one week
later without any reaction and was cau-

tiously kept on salvarsan without further

cutaneous complications.

The type of reaction resembling erythema

multiforme is usually ushered in with a chill

and fever ranging from 101 to 105, head-
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ache, backache, and vomiting. The consti-

tutional symptoms differing from a Herx-

heimer reaction in that the fever lasts

longer. You rarely ever see the fever last-

ing longer than twelve hours in a true

Herxheimer reaction. The skin itself in the

erythema multiforme type of reaction may
show one or more of three types of erup-

tion. First the macular type is faintly

visible over the chest, flanks, and abdomen,

fades in twenty-four to forty-eight hours

without desquamation. Second, the papular

type is usually limited to the hands, arms,

and neck, and is later in making its appear-

ance than the macular type, usually making
its appearance during the second day.

Third, the measley type of erythema multi-

forme eruption makes its appearance on the

third day and is followed by slight desqua-

mation but no exudation of serum or thick-

ening of the skin.

Case report No. 1 of Erythema Multi-

forme from neo-salvarsan.

A female, age 20. Entered clinic with

maculo syphilide. Received .6 of a gram
of neo-salvarsan (was not regular salvarsan

day) . Admitted to hospital that night with

chill, nausea, backache, and elevation of

temperature to 103 and a generalized

maculopapular and urticarial eruption, the

maculo syphilide was exaggerated. In this

case due to the lasting elevation of tempera-

ture and multiforme appearance of the

eruption which are not found in a true

Herxheimer uncomplicated, I believe we
had an erythema multiforme associated

with a Herxheimer reaction. Differential

blood count showed leukocytosis but no

eosinophilia, mononucleosis or leukopenia.

She received further arsenicals without any

more cutaneous symptoms.

Case report No. 2 of Erythema Multi-

forme from sulphur arsphenamine

:

A female, age 24, diagnosis acne variola-

formia. Received two doses of sulphur ars-

phenamine .3 of a gram intravenously with-

out reaction of any kind. Received third in-

jection in afternoon and about midnight

became nauseated, marked diarrhea and
chilly sensation. I saw patient at noon next

day and found her to have a temperature

of 101, pulse proportionately fast and ach-

ing in joints. No cutaneous lesions were
visible but she complained of uneasy sensa-

tion in skin. Saw patient following day

with a typical papular erythema multi-

forme on hands and arms. Put' patient on

sodium thiosulphate, adrenalin chloride and
alkalies. She made a nice recovery and
was out of bed in two days. Eruption dis-

appeared in five days. Further sulphur

arsphenamine was given without any local

or constitutional reactions.

Any time that we continue arsenicals in

patients developing the previously men-
tioned dermatological reactions the patient

should be kept under close observation for

fear of developing a true exfoliative derma-
titis. Small doses should first be admin-

istered and gradually increased to the aver-

age dose. Moore suggested that a differen-

tial blood count be made at the height of

the attack to see if there is evidence of

leukopenia or eosinophilia with a mononu-
cleosis of large lymphocytes which warns of

a definite injury to the bone marrow and a

possible exfoliative dermatitis if the treat-

ment is continued.

This brings us up to the most prevalent

and the most important of the cutaneous

complications, arsenical exfoliative derma-

titis.

These cases are usually ushered in by a

pruritis the day following treatment. The
itching is most severe about the flexor sur-

faces of the extremities. Soon followed by
a general flushing especially marked on the

face and trunk, with patches of dry or

slightly oozing dermatitis which has a ten-

dency to involve early the cubital and popli-

teal spaces. About the eyes and neck as

the case progresses we have a diffuse pin-

head vesicular eruption accompanied by
edema, weeping and scaling immediately

followed by generalized vesicular eruption.

The edema is most marked about the face,

external genitalia and distal portion of the

extremities. The skin becomes thickened,

cracks and fissures are produced about the

flexures. Large flakes of skin are found

hanging unless they have been repeatedly

removed by the attendant. The hair and nails

in severe cases are often shed but return as

health is restored. The mucous membranes
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of the mouth frequently become inflamed

with marked stomatitis resulting. The con-

junctiva of the eyes often requires attention.

The patients complain of chilling and are

difficult to keep warm. They usually have

a temperature of 100 to 103 or higher. They
also become extremely nervous and irritable

and it is a problem to keep them from doing

bodily harm by scratching, especially dur-

ing the first few days of an attack. Jaun-

dice is frequently a late complication. Per-

spiration seems to be almost completely

suspended during the height of an attack.

As the patients begin improving sweating

is resumed. There is an improvement in

their spirits and appetite. Patients become

less irritable, chilling ceases, edema dis-

appears, skin becomes thinner, scaling be-

comes less, and islands of pale skin appear

on the trunk. The face and extremities are

the last to get well. Repeated local attacks

of winter dermatitis may bother the pa-

tients for several years. The skin following

an attack of arsenical dermatitis usually

has a better appearance than before.

Unpleasant complications as '^furuncles

and broken down glands may develop. In

the weak and emaciated, bed sores should

be watched for. Vegetative dermatitis of

axillary and inguinal region developed in

one of my patients, a colored female. Pneu-

monia may develop and close the scene.

Of arsenical exfoliative dermatitis we
have had nineteen cases, twelve females and

seven males with one death (colored

female) . The average number of injections

before the dermatitis developed was eight.

One receiving thirty injections and two

cases only two injections. Of the nineteen

cases we were able to get fourteen to re-

turn to the clinic following discharge from

hospital. Of this number ten had positive

Wassermann, three were four plus, two were

three plus, five were two plus, but all were

reversed by the use of bismuth and mercury

therapy.

The following symptoms should be re-

garded as warning of arsenical dermatitis

:

(1) Itching following an injection.

(2) Flushing of the flexor surfaces,

trunk, and neck, day following last

injection.

(3)

Appearance of patches of dermatitis.

They may be present several days

before an explosion.

The value of cutaneous tests has occupied

an important place in the management of

luetic patients hoping that a solution to the

anticipation of arsenical dermatitis could

be found. The report of Chagrin, Sulz-

berger and Crowley3 whose work was car-

ried out on five hundred and three patients

convincingly proves the test to be of no
value. Two hundred and ten were syphilitic i

I

patients and two hundred and ninety-three

were non-syphilitic patients. Of the two
hundred and ten syphilitic patients seven-

teen per cent gave positive patch test to

arsphenamine and twenty-one per cent of

the two hundred and ninety-three non-

syphilitic patients gave a positive patch test.

Of the two hundred and ten patients treated

with an arsenical and bismuth, two patients

developed a definite arsenical dermatitis and !

neither of these patients gave a positive -,i

patch test and none of the thirty-five pa-

tients giving a positive patch test showed
evidence of arsenical dermatitis during the

course of treatment.

Whereas, the work of Schoch4 with the

patch test for neo-arsphenamine may be

relied on to permit, if negative or to inter-

dict if positive, further arsphenamine

therapy in patients who have recovered

from arsphenamine dermatitis. His paper

includes a report of eight cases of arsenical
j

dermatitis in which the patch test was sue- *'j

cessfully used as a guide to further treat- ,[

ment with arsenicals, all eight cases gave

evidence of cutaneous intolerance^ to the .

arsphenamines, manifested by arsenical

dermatitis. In the four cases which showed
negative patch test arsphenamine was sub-

sequently tolerated without recurrence of

an arsphenamine dermatitis. And in the

four who showed, strongly, positive patch

test, three gave demonstrable evidence of

subsequent cutaneous intolerance to arsph-

enamine.

Early treatment in exfoliative dermatitis

is exceedingly important. Unfortunately

many of the patients do not come to the

doctor during the earliest stage of the erup-

tion.' They wait until they have a well de-
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veloped case under way. All antisyphilitic

treatment should be suspended. Internally

sodium thiosulphate has proved its value as

a therapeutic agent since its introduction

by Ravaut in 1920. To Dennie and Mc-

Bride belong the credit of being the first

to use it in this country. The theory of its

actions is that sulphur is able to change the

insoluble arsenic compounds developed in

the skin to soluble ones and thus make their

excretion possible. Experiments have

shown that during its administration there

is an increase of arsenic in the blood and in

the excretions, and that the amount is

diminished when the sodium thiosulphate is

discontinued.

Osborne5 not only did some valuable work
in showing the presence and location of

arsenic in the skin of eighteen patients with

arsenical dermatitis, but in five cases biop-

sies were made before sodium thiosulphate

was administered and in three of these cases

the reduction in the amount of arsenic in the

skin was remarkable and only small

amounts were demonstrated after a course

of sodium thiosulphate (a course consisted

of daily injections of 1 gram of the drug

for six days). These were mild cases and

the dermatitis cleared up coincidentally and

shortly following the administration of so-

dium thiosulphate. The other two were

severe cases and an appreciable diminution

of the amount of arsenic after a course of

sodium thiosulphate was not noticed.

A few years ago I began supplementing

sodium thiosulphate therapy with calcium

gluconate gram one t.i.d., p.c. and at the

present am using calcium thiosulphate in

practically all cases of arsenical dermatitis

believing that it is the most effective. In

two cases that did not show response to

sodium thiosulphate intravenously and cal-

cium gluconate by mouth, calcium thiosul-

phate was substituted for sodium thiosul-

phate with prompt and marked improve-

ment and on being placed back on sodium

thiosulphate the symptoms became exag-

gerated with prompt change for the better

when calcium thiosulphate was resumed.

Stokes advocates the use of Fischer’s so-

lution (hypertonic salt solution and sodium

carbonate) 500 c.c. per rectum in twenty-

four hours. But should edema be very

marked discontinue its use. Patient should

be put on a soft salt free diet. Eliminations

kept up through the bowels by use of saline

laxatives. The patients do better if hos-

pitalized early. Should they become irrit-

able exclude company. Local irritation

should be treated with starch baths twice

each day if patient is able to get in tub and
after drying himself some topical applica-

tions as: phenol, one per cent in olive oil

;

Lassor’s paste without salicylic acid. Lini-

ment, calmine and zinc
;
goose grease, plain

or borated is advantageous.

At this point I wish to warn against the

use of zinc oxide in hairy patients or hairy

regions as it appears to be a great factor

in the production of boils. The patient’s

cover must be carefully looked after as all

cases of exfoliative dermatitis have a ten-

dency to chill. Enough cover should be put

on to satisfy the patient, being so bundle-

some at times that it becomes necessary to

use a cradle to hold it off the feet. The
temperature of the room should be kept

at eighty or eighty-five degrees. Should

the surface become very edematous and

weeping marked, wet dressings of boric acid

in camphor water are valuable. If practi-

cally located, unfiltered x-rays in small doses

give considerable relief. It is advisable to

clip hair in advanced cases. All debris and

flakes of skin should be removed by an at-

tendant under aseptic conditions. Do not

allow patients to pull at tabs of skin. Take

every precaution to keep infection and car-

riers of infection out of the room.

Abscesses and broken down glands should

be watched for and promptly opened and

drained, but do not attempt to remove in-

fected tonsils or abscessed teeth at any time

during an attack as this has been found to

aggravate a number of cases. If these have

not been attended to before the onset be

sure to wait until the patient has completely

recovered. For the conjunctivitis that may
be produced, cleanse the eyes well with boric

acid solution and apply ten per cent argyrol.

For the lips use boric acid ointment and

have patients use sodium perborate mouth
wash, t.i.d.
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Further antisyphilitic treatment of a

patient recovering from arsenical derma-

titis becomes a great problem. By hospital-

ization Stokes states that a course of twelve

arsenicals can be given. The French con-

tinue with arsenicals in many cases without

further complications. But in office prac-

tice most of us are satisfied to stick to bis-

muth and mercury, always keeping on our

guard for any flare up of dermatitis. I

believe that a patient suffering from an

attack of exfoliative arsenical dermatitis

should not receive further trivalent arseni-

cal therapy.

SUMMARY
1. In the light of our present day knowl-

edge, we may expect to continue having

cases of arsenical dermatitis but by careful

clinical observation of our patients, such

conditions may be reduced to a minimum.

2. In fourteen cases of arsenical derma-

titis followed after leaving the hospital ten

had positive Wassermann, three were four

plus, four were three plus, and five were

two plus. Therefore, in this small series of

cases, arsenical dermatitis did not show a

tendency to cure syphilis as advocated by

some writers.

3. Early treatment of arsenical derma-

titis with calcium thiosulphate or sodium

thiosulphate intravenously supplemented

by calcium gluconate by mouth is indicated

in every case of arsenical dermatitis.
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DISCUSSION
DR. C. M. HAMILTON (Nashville) : I wish to

congratulate Dr. Lancaster on presenting such an

important subject. This subject is not so impor-

tant on account of its frequency, but its severity,

long-drawn-out and difficult treatment make it a

very important subject.

I don’t know of anything that is more pathetic to :

witness than a fully developed, severe case of ex-

foliative dermatitis. The patient’s entire cutane-

ous system is involved. He is as red as a beet

from the top of his head to the soles of his feet.

The skin is swollen and adematous. It exudes a

wet, sticky, tenacious exudate. The patient is lying

in a pool of exudate. All the sheets, bed clothing,

and everything that comes in contact with the pa-

tient are saturated with this exudate. The eyes

are usually matted together. The mucous mem-
branes of the nose and mouth are ulcerated and

bleeding. The patient is frequently jaundiced, and
|

in many instances has an enterocolitis with diar-
j

rhea and bloody stools.

The treatment consists largely of elimination and !

protection. The elimination is increased by giving

diuretics and in some cases laxatives. If the pa-

tient has a diarrhea, the laxatives are not indi-
'

cated. Alkalies are given, and in most instances
j

sodium thiosulphate is administered. Sodium thi-

sulphate in my experience has been more or less

disappointing. We give it to all these cases be-
j

cause we know of nothing else to give. I have seen

a few cases that I thought sodium thiosulphate

made worse, and I am convinced that there is a

fairly good reason why sodium thiosulphate should

make these patients worse. You have stored up in *|

the tissues of the body an insoluble arsenic com-

pound. Sodium thiosulphate renders this insoluble

compound soluble, and the blood sffeam is naturally
jj

flooded with a new toxic material, identical with I

the original toxic agent that caused the eruption.

These patients should receive protective meas- J

ures such as olive oil, or mild, soothing ointments. 1

You should never use anything that would irritate i

the skin. In the oozy, exudative type of case, wet i|

dressings are very satisfactory. I don’t know of 1

anything that works better than a saturate solu- 4

tion of boric acid. Calcium in the form of gluconate <

or lactate has been used in many instances and
probably does some good.

Dr. Lancaster did not have full opportunity to i

discuss treatment, but he has been using calcium

thiosulphate. I have never used calcium thiosul- f

phate, but it seems to me that a combination of cal- r

cium in this form with thiosulphate might work
very satisfactorily.

As has been brought out by the essayist, the most
j

important part in the treatment of this condition

is its prevention. Many cases can be aborted. Oth-

ers can have the duration and severity checked by

careful supervision and by detailed history taking.

The majority of cases develop a dermatitis after

having had several injections of arsenicals. They
j
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usually present danger signals, such as pruritis,

urticaria, nausea and vomiting following the pre-

vious injection. These warnings are not always

heeded, and exfoliative dermatitis is the result of

continued treatment.

Patients who give a history of having had eczem-

atoid eruptions, asthma or hay fever should be

treated cautiously. Focal infections are probably

contributing causes, and should receive attention

before treatment is started. Small doses of arsen-

icals should be given to all questionable cases. It

may be best to begin with small doses in every case.

Small doses given over a longer period of time may
prove more satisfactory than fewer large doses.

Question: What size doses of sodium thiosul-

phate?

DR. HAMILTON: One gram.

DR. HOWARD KING (Nashville) : I am very

sorry indeed that the essayist did not have time to

read all his paper. To my way of thinking, this is

about the most important subject that will be pre-

sented to this association during these meetings.

If there is anything of more importance, I do not

know what it is.

About sixteen years ago it was my privilege to

see my first case of exfoliative dermatitis of arsen-

ical origin. At once I was impressed with the seri-

ousness of that trouble. I think if any of you see

a genuine case of exfoliative dermatitis from an

arsenical, you will receive a similar impression. It

is one of the worst afflictions to which a human be-

ing can fall heir. As time went on, I saw about

one case a year for the seven or eight years follow-

ing the first one. I had occasion to see about all

the cases which occurred in Nashville during that

period. Then suddenly about seven or eight years

ago I saw ten of these cases in one year, and since

that time I have been seeing anywhere from ten

to twenty cases every year. All this time, about
sixteen years, I had not seen a death until in the

past thirty days, during which time I have signed

two death certificates for patients with exfoliative

dermatitis from the use of neoarsphenamine. These
two patients were robust, strong individuals, one

a young man, aged twenty-three, who had received

his sixth dose of neoarsphenamine and then pre-

cipitately went into an exfoliative dermatitis,

which was one of the most terrible-looking things

I have ever had the experience to see. Both of

these cases I fought as hard to save as any pa-

tients I ever treated in my life. Fortunately,

they were not my own patients; I fell heir to

them—that is, I did not administer the arsenic.

The young man was a football player. He went
immediately into extreme exfoliative dermatitis,

which within a few days became universal, and was
accompanied by one of the very serious complica-

tions of this disease—namely, furunculosis. He
developed two or three small abscesses, ran along

for about three weeks, at which time he developed

septic endocarditis, from which he died in five

days. His skin was so raw he could not wear a.

garment. He was kept in continuous boric acid

packs and olive oil applied twice daily. He received

intravenously one gram of sodium thiosulphate

every day for three weeks and small daily doses of

Epsom salts.

The other patient was a very robust, giantlike

man of sixty-five, who had received his sixth dose

of neoarsphenamine. He went along with the same
kind of skin symptoms, but after administering^

sodium thiosulphate by vein, one gram daily, in

two or three days he developed a most resistant

diarrhea, which soon became bloody. We stopped

the sodium thiosulphate and gave other things ta

try to control the diarrhea, which was accomplished
in two or three days. Then it was decided to try

him again on some sodium thiosulphate. Immedi-
ately on starting it, the diarrhea and bloody stools

begun again. This man also had some furunculo-

sis, and died at the end of about three and a half

weeks of what I think was an enterocolotis. His
mucous membranes, so far as you could see, bore the

same condition as the exfoliative affair on the skin,

intensely red and sore in the nostrils, mouth and
anal region.

I merely relate these cases to emphasize to you
the seriousness of this affliction. In some instances

it is a much worse condition than syphilis itself.
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ACUTE EMPYEMA IN CHILDREN*

Murray B. Davis, M.D., Nashville

THE HISTORY of the treatment of

acute empyema, like most of the other

diseases of the human race, is mile-

stoned with many and various methods of

treatment, varying from simple aspiration,

aspiration with air replacement, open drain-

age, closed drainage and on up to packing

the thoracic cavity with medicated gauze.

The underlying principle in all of these

methods is practically the same, namely to

evaculate the pus, to obliterate the cavity

and to cause or to allow the compressed

lining to re-expand—in other words, the

saving of life is not the only goal in the

treatment of empyema. Shortening the

period of illness, preventing the formation

of chronic conditions, and restoring the

patient to normal health as soon as possible,

are also important objects.

Before the World War it was the accepted

principle in the treatment of empyema, that

if thorough drainage was secured little else

was necessary to effect a cure. That such

treatment was not always sufficient was

borne out by the high mortality of from

50 to 70 per cent in children and from 20

to 30 per cent in adults, and also by the

many chronic empyema cases that were to

be found in all the larger hospitals.

The War, with its multitude of thoracic

wounds, and its many cases of influenza,

complicated with empyema, gave such an

impetus to the study of the physiology of the

thoracic cavity and to the management of

its affections, that measures were instituted

which reduced the mortality of empyema to

almost nothing in acute, uncomplicated

cases. In fact we can now almost say that

“death should not occur from acute

empyema, itself alone, and that chronic

empyema should not occur in properly

treated, acute cases.” This statement is

partially borne out by the records of the

Nashville General Hospital, where I found

*Read before the Tennessee State Medical Asso-

ciation, Nashville, April 11, 12, 13, 1933.

27 cases with no death, and St. Thomas
Hospital with 20 cases with only one death,

and a series of 7 cases under 3 years old

with no deaths at Vanderbilt Hospital.

We know that the lung is an elastic struc-

ture which tends to collapse, and that it is

held to its expanded size by the pressure in

the thoracic cavity. We also know that

once the pleural cavity is opened and the air

allowed to rush in, that the natural elasticity

of the lung will exert itself and that it will

collapse, either partially or completely, de-

pending on the size of the opening and the

amount of the vital capacity of the indi-

vidual; also, that if the opening is allowed

to remain patent, that with each inspiration

and expiration there will be an expansion

and contraction of the lung and with it a

corresponding to and fro, or pendulum-like i

motion of the mediastinum. That this to

and fro motion of the mediastinum is con-

ducive to great shock, I have seen demon-

strated many times in traumatic wound of

the thorax, and have been impressed with

how quickly the patient will recover from

his shock, once the opening is closed, and the
j

pendulum-like motion of the mediastinum

is stopped.

Investigations carried out by many men, i

particularly Graham and Bell, have shed a

new light on the pneumothorax problem and

the treatment of empyema. They have
j

shown that there is a certain area of open-
,

ing into the pleural cavity—51.5 sq. cm.
'

which is the maximum compatible with life, I

if the thorax is normal and the vital capac-

ity equals 3700 cc., which is the common
average for vital capacity. This is so be- I

cause of a definite relationship between the i

amount of air entering the lungs and that ;

entering the pleural cavity. Openings into

the cavity smaller than 51 sq. cm. are in-

creasingly well borne. It is to be under-

stood, however, that the above deductions

were made with reference to the normal

thorax. If the mediastinum is stabilized

by adhesions, an opening of much larger
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size can be made. On the contrary, if no

such stabilization has occurred, and if the

vital capacity is low, because of pneumonia

or other reasons, then a much smaller

pleural opening may be fatal.

We know that the mediastinum in infants

and young children is less rigid than in

adults, and therefore yields more readily

to changes in pressure.

I have assisted in operations on children

in the past where a wide opening was made

into the pleural cavity, where no effort was

made to regulate the intra-thoracic pres-

sure, and where the oscillations of the

mediastinum were ignored, and have seen

these cases go into a state of collapse that

was very alarming. It then seems to me,

that since we have no absolutely accurate

methods of determining the amount of in-

flammatory thickening of the pleura and the

stabilization of the mediastinum, that we
should always employ some form of closed

drainage when we attempt to relieve this

condition, and especially should we use it

in children. The two methods that I

have found to be of most value are the

trocar and catheter method, and the drain-

age tube with a rubber dam attached. I

will take up these methods later on.

WHEN TO START TREATMENT
There are many objections to starting the

treatment too early. In the first place there

are numerous cases that have apparently

infected fluid in the pleural cavity during

the course of pneumonia, that never require

any treatment except the treatment for

pneumonia. A good time-proven rule is

“Delay treatment if possible until the infec-

tion in the lung has cleared up.” The
temperature of the patient, whether it be

a sustained one, as in pneumonia, or a septic

one, as in empyema, and the appearance

of the fluid, whether it be purulent, sero-

purulent, its specific gravity, etc., all give

valuable leads as to whether or not the

pneumonia has cleared up and the empyema
has started.

As brought out by Graham, a large

empyemic accumulation, even if involving

the entire hemithorax and even if infected

with virulent organisms, may not neces-

sarily endanger the patient’s life if both

lungs are comparatively normal. But in

the presence of any pathology which cur-

tails the function of either lung, even a

small empyemic accumulation, may prove to

be a very serious complication. In pneumo-
coccal empyema which develops after the

subsidence of the acute pneumonic process,

the condition is not nearly so serious, as in

influenzal empyema which may develop dur-

ing the process of the acute influenzal in-

fection in the lung. It is in this type of

case, one in which the patient is critically

ill, one in which there is a definite empyemic
accumulation, and one in which the pathol-

ogy in the lung is still active, that I feel

that the trocar-canular-catheter method of

drainage, which I will show with slides, is

strongly indicated. For by this means we
can relieve the patient of a large part of

his empyemic accumulation without caus-

ing any appreciable shock, and in the ma-
jority of cases the trocar-canular-catheter

drainage is all that is necessary. If, for any
reason the catheter drainage has to be dis-

continued, we have not lost any ground,

and can always resort to rib-resection and

large tube, closed drainage.

After a definite diagnosis has been

arrived at, I feel that the patient should

have two or three aspirations at three or

four day intervals for two reasons. First,

if it is a massive empyema, the withdrawal

of part of the pus will allow the opposite

lung to expand more and thus increase the

vital capacity; (for we now know that for

practical purposes, that the thorax may be

considered as one instead of two cavities,

and that even small pressure changes are

transmitted from one pleural cavity to the

other) . Second, that there is an occasional

case which two or three aspirations will

cure permanently. This condition is rare,

but it does exist. I have had one of these

cases, and want to report it briefly. (Baby

H., seen in consultation with Dr. Bridges

of Nashville, had a typical history of pneu-

monia for five days, cleared up by crisis,

and had three days normal temperature,

then started septic temperature, and de-

veloped physical signs of empyema, was
aspirated, and 50 cc. of pus obtained which
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showed short chain streptococci on culture.

Three days later was aspirated again and
only 20 cc. of pus obtained. X-ray exami-
nation showed the cavity to be completely
obliterated, temperature dropped to normal
and thorax, cleared up without any further

treatment.)

The accidental cure of empyema by aspi-

ration alone is a very old known fact, yet

from time to time different writers re-dis-

cover this method of treatment. However,
no one has ever shown any great number
of consecutive cases cured by aspiration

alone.

WHERE TO DRAIN
In cases of encapsulated empyema the

place for the drainage naturally must be

at the sight of the encapsulation. But most
empyema involve a larger area of the pleural

cavity, frequently filling the entire hemi-

thorax. In general terms the drainage

should be at the most dependent portion of

the cavity. But this is a very hard place to

find for the dependent part varies with

every motion of the patient, and with every

position that the patient assumes. It is well

to remember that after drainage has been

started that the diaphragm, which is usually

partially paralyzed by the inflammation, will

rise and obstruct the tube if the sight of the

drainage is too low.

Douglas has proven, both experimentally

and clinically, that with suction in a closed

system of drainage, that no matter how
high the opening is made, that the fluid will

drain out. This has proven so in all of my
own cases where the closed system was used.

WHEN TO STOP TREATMENT
There is only one rule as to when to stop

the drainage, and that is : When the

empyema cavity has been obliterated. The
improvement of the general condition of the

patient, the clearing up of the empyema
contents, and the obtaining of a negative

culture from the fluid are all valuable signs

;

but no matter how sterile the fluid may be,

if the cavity is not obliterated, the removal
of the tube will be followed in a high per
cent of cases by a recurrence of the
empyema. We know that as long as the
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tube is left in place that there will be some
drainage, but we can always tell whether
or not the cavity has been obliterated either
by an x-ray examination or by the simple
method of seeing that no fluid can be in-

jected into the tube without it returning out
around the tube.

BRONCHIAL FISTULA
If a cortical abscess, communicating with

a bronchus, should rupture into the free
pleural cavity, a bronchial fistula will result.

Bettman says that at least 10 per cent of all

acute empyema in children are complicated
with bronchial fistulae. If the x-ray ex-
amination shows a straight fluid line before
drainage is instituted, that within itself is

pathogmonic of bronchial fistula. The
average bronchial fistula-, being an attempt
of nature to drain the cavity spontaneously,
usually closes very promptly after artificial

drainage has been* instituted. The closed

method of drainage with the pus trap and
the suction bottle lends itself very well to
this condition. (One must be reasonably
sure however, that the fistula is closed and
must start with very small quantities, be-
fore using irrigations of Dakins or other
forms of irrigation solutions.)

Bronchial fistula gives an added danger
of tension pneumothorax. Here, in some
cases a flap valve is formed, and with
coughing or straining, air is forced into the
pleural cavity, and the patient pumps him-
self up, so to speak. This may increase to

the point of pushing the heart and medias-
tinum over so far as to not only diminish
the actual breathing capacity to a point
dangerous to life, but also by pressure on
the venae cavae and innominate veins, inter-

fere with'the filling of the right heart. One
should always be on the lookout for this

condition, for it is of fairly frequent occur-
rence in children. I have seen three cases
of tension pneumothorax in the past
eighteen months. It is easily relieved by
drainage, which should be done promptly,
or else it is liable to terminate fatally.

AFTER TREATMENT
The after treatment in closed drainage

cases requires a great deal of care and con-
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stant supervision. After the drainage tube

is in place, the pus is removed gradually,

so that the intra-thoracic pressure relations

are not too speedily changed. The cavity is

washed out daily with Dakin’s solution, and

the drainage tube has to be watched for

stoppage, and unstopped if the occasion

arises. The water bottles have to be

changed from time to time, and the flow

regulated. A high caloric diet is given, and

bending and reaching are encouraged to

help correct the tendency to scoliosis. Blow-

bottles should be used daily where practical

to aid in the re-expansion of the lung and

the obliteration of the cavity.

In the open method of drainage no close,

repeated personal observation is required on

the part of the surgeon. In most instances

he is through with his work as soon as the

operation is finished and the patient has

reacted from the shock. But in the closed

method of treatment, shock, if present at

all, is generally slight, and the patient is

spared the annoyance and expense of re-

peated daily dressings. I have had these

cases go from five to seven days without

dressing. Their convalescence is more
comfortable and quicker, for with this

method the contracted lung is not only re-

lieved of its compression, but is also aided

to expand by the continuous suction.

DISCUSSION
DR. GEORGE WILLIAMSON (Columbia) : Dr.

Davis has so thoroughly covered the subject that I

cannot add anything to it other than just to make
a few remarks, one of which is that he did not

mention a simple way of telling when to operate.

After aspiration, if the fluid becomes so thick that

you cannot get it through the needle, is indication,

and that is when to start treatment.

One thing he did not bring out was the type of

anesthesia. There is no objection to using general

anesthesia with these children. Sometimes it be-

comes necessary. I think in children it is a good

plan in many instances—in fact, in most of them

—

to do intercostal drainage rather than to resect the

rib, because they don’t stand it very well; and if

it becomes necessary in the future to resect a rib,

it can always be done, as he brought out.

Where to drain. Of course, drain where you find

the pus, but drain as far forward as possible in

order that you won’t get pressure on your tube.

Another thing that Dr. Davis brought out which

I should like to stress is where the case is not going

to get proper treatment or supervision, it is best to

do open drainage rather than closed.

DR. MURRAY B. DAVIS (Nashville) : I haven’t

anything to add, except to thank Dr. Williamson for

his discussion, and especially to thank him for bring-

ing out the question of anesthesia. As the children

get older, you can use local anesthesia very nicely,

but I have had very poor results with it in very

small children. As he so nicely brought out, the

giving of a general anesthetic is not particularly

dangerous, especially since you keep them asleep

such a short time.
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EYE INJURIES*

Robert J. Warner, M.D., Phar.D., F.A.C.S., Nashville

Did YOU OWN A CAMERA when a

youngster ? If you did you will recall

the care you took of it—how you kept

it safe so that the lens would not be

scratched or injured, nor the shutter dented,

rusted, or clogged by grit. And what care

you took that the light was right, that the

focus and stop were correct.

Do your own eyes receive a fraction of

that attention and! care? Probably not.

Yet the human eye cannot be replaced
;
and

it calls for vastly greater care than the

camera lens because it is enormously more

intricate, complex, and delicate than the

camera’s replaceable piece of glass.

Although the average owner of a pair of

eyes has not yet realized their importance,

and the attention and periodic care they

need and deserve, management is beginning

to. Business men are learning the effect of

correct vision and the conservation of eye-

sight upon the workers’ outlook on life, and

upon the quality and quantity of their work.

The result is that a great movement—not

spectacular and discovered only when

sought—is under way to better vision in

industry, and so indirectly yet directly im-

prove vision everywhere.

The eye is a delicate mechanism of com-

plicated nerves and reflectors. Hence much

of the abuse it suffers can come from the

sins of omission as well as commission. The

remedy, therefore, is to teach the public

how to use their eyes and how to protect

them. That this is of first-hand importance

can be seen from the fact that 80 per cent

of a worker’s muscular activity is directed

by his eyes and that 60 per cent of his edu-

cation comes through the eyes. Six of every

ten headaches are caused by the eyes, and

15 per cent of all accidents result from de-

fective vision. What a prolific source of

waste, then, is defective vision—poor work-

*Read before the Tennessee State Medical Asso-
ciation, Nashville, April 11, 12, 13, 1933.

manship, loss of time, waste of material,

curtailed output, higher accident rates.

Surely it must be apparent that it is as

essential to inspect the human machine as

the mechanical equipment in plants. The
eyes of the employees deserve the same care

—more care really—than that given to the

machinery because they are more suscep-

tible to change, injury, and abuse.

Do you know that roughly half the em-
ployees of the average plant have defective

vision? Do you know that only 18 per cent

have properly corrected vision? Do you
know that 1.3 per cent of industrial em-
ployees are blind in one eye, and that fre-

quently the employer does. not know it?

Nevertheless in some states the employer

must pay compensation for total loss of

sight, if the remaining eye is lost. Worth
thinking about isn’t it?

According to the Bureau of Workmen’s
Compensation, Department of Labor and
Industry of Pennsylvania, the sight of 8131

eyes was destroyed by industrial accidents

in that state between 1916 and 1929, in-

clusive, 219 of them resulting in loss of both

eyes; and more than $11,000,000 was paid

out in compensation for eye injuries. In

1929 the loss of eyes increased 9.1 per cent.

In Wisconsin during the last four years

2767 men received compensation for eye

injuries, of which two were fatal, six

caused permanent total disability, 579

permanent partial disability, and 2180 tem-

porary disability.

The outstanding remedy for eye loss

through accidents in industry is the use of

goggles and protective shields—with still

more strict regulations insisting upon their

adoption by management and further orders

that their employees use them. Present-day

goggles are equipped with lenses adapted to

the user and are comfortable compared to

those of a few years ago, so there is little

excuse now for men not wanting to wear
them. Great possibilities exist for embrac-
ing in the design of many types of machine
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adequate eye shields, while the types that

may be readily fitted on afterwards should

always be used where it is obvious that they

are needed. This aspect of vision is, how-

ever, a big subject in itself.

Of 1049 cases of permanent eye injuries

reported by the Travelers’ Insurance Com-
pany, when analyzed as to general cause,

show the following distribution : flying

bodies, 80 per cent; hit by tools or moving

parts of machine, 8 per cent; splashing

liquids (molten metal or acid), 7 per cent;

explosions, 2.5 per cent; falls, 2 per cent;

infections, .5 per cent.

We may approach our subject of eye in-

f juries by two methods: by the etiologic or

by the anatomic route. Both have certain

advantages and are equally important, the

one for general and the other for exact

description of special cases and their treat-

:

ment.

Few injuries are confined to one part of

the eye, and the injury to one portion may
be felt in another, the whole affecting the

function or the cosmetics of the organ, and
the injury to sight in many instances affects

the whole organ and its function.

Following are the chief types of eye in-

juries : wounds without retention of foreign

bodies; -pounds with retention of foreign

bodies; contusion; concussions; ruptures;

and dislocations
;
thermal injuries, including

the effects of heat, light, electric, and chemi-

cal burns, burns from acids and alkalies;

the effects of explosions, gunshot injuries;

infected wounds.

Complicated wounds of the orbit pass first

through the lids or the eyeball to the con-

tents of the orbit, the lacrimal glands, the

orbital fat, extraocular muscles, Tenon’s

capsule, the nerves and blood vessels, and

the optic nerve
;
these may be further com-

plicated by simultaneous injury to, and
resultant disease of, the bony walls of the

orbit, the adjacent sinuses and the brain.

A foreign body to be retained within the

globe must have been aseptic and have car-

ried no germs with it in its passage, and
tolerance of the tissues must have developed.

The choroid, ciliary body and iris most
easily become irritated, the vitreous and

retina next, but the lens is specially tolerant,

for it is derived from epithelium and mostly

composed of albumin, tolerating foreign

bodies as well as other epithelial structures.

The prognosis depends upon the amount
of damage; the size and character of the

wound; whether penetrating, perforating,

or nonperforating; whether foreign bodies

are carried in, and whether infected or not.

Trauma acting on the parts of the eye

necessary for clear vision, such as the visual

zone of the cornea, the lens, vitreous, macula
lutea, does more damage in proportion, than
that to one side, and offers a more unfavor-
able prognosis on account of resultant ob-

struction to vision. Injuries to the optic

nerve and visual sphere are usually fol-

lowed by atrophy and blindness. Injuries

of the ciliary region are provocative of

sympathetic ophthalmitis and loss of the

other eye as well. As a rule, clean-cut

wounds heal well if not infected. Infection

may, as a rule, be successfully combated if

seen in the early stages. Retained foreign

bodies are always dangerous. Contusions

are generally dangerous as they lead to

secondary degenerative changes and de-

tachment of the retina. Burns of the an-

terior portion of the globe are always to

be feared, lime injuries especially. Elec-

trical injuries result in primary or second-

ary damage to the lens and retina.

Foreign bodies on or in the conjunctiva,

cornea, or under the lids are of frequent

occurrence and happen to every person. It

may be deemed almost trivial to describe the

symptoms of a foreign body in the eye with

which we are all familiar from personal

experience, most of us luckily with those of

slight nature. We can, however, well re-

member the sensation of burning pain, the

copious flow of tears and more or less

momentary blindness which accompanies

the receipt of even a small particle of grit

in the eye. The patient, involuntarily puts

his hand, generally with his handkerchief,

to his eye and rubs the upper lid over the

cornea. The gush of tears in most cases

washes away the intruder; to persons who
know the procedure the upper lid is seized

by its lashes, pulled down over the lower

lid, the lashes of which may brush the

foreign body away ; in other cases, the end

dCs'T- of
;

library
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of a handkerchief may have been used,

rolled into a cone, and passed between the

lids. If the foreign body abrades or sticks

to the cornea, the symptoms continue and
the patient usually is disabled from pursu-

ing his vocation until the particle be re-

moved.

To examine an eye which is suspected to

have a foreign body on its surface or under

its lids, the patient should sit in a chair

with his face toward a window so that the

eye may be well lighted, or he may sit away
from the window or from the light and the

surgeon may use his reflecting head mirror.

The lower lid should first be turned down,

next the cornea should be carefully looked

over, and then the upper lid should be

everted, which may be done by the surgeon

standing in front or behind the patient,

seizing with his left forefinger and thumb
the lashes of the lid, pulling them slightly

away from the globe at the same time

pressing in the thumb of his right hand, a

probe, or small object such as a toothpick

or match stick, on the edge of the cartilage

of the lid, pressing downward and forward

so as to tilt the upper edge of the cartilage

downward and# by this everting the lid;

one finger of the hand is then made to press

gently the tarsal edge of the lid against the

upper part, to maintain it everted, and the

patient looks down so as to expose as fully

as possible the inner surface of the lid. A
more thorough eversion may be made by
pressing down the retrotarsal fold by a

blunt instrument, such as a glass rod or a

cotton-tipped probe, whereby all the retro-

tarsal fold may be seen, and the foreign

body removed by forceps or a spud.

Foreign bodies on the conjunctiva or

under the upper lid are easily removed with

a moist cotton applicator without anesthesia

but no attempt should be made to remove a

foreign body from the cornea without first

anesthetizing the eye. 2 per cent butyn is

an excellent anesthetic for this purpose.

The foreign body spud should be sterilized

before using. One of the most valuable

methods to determine an abrasion of the

cornea, and at the same time produce an

opaque background whereby the foreign

body may be thrown into relief and thereby

more easily seen, is to instill a couple of

drops of 2 per cent alkaline fluorescein solu-

tion, and then washing the eye with a boric

acid solution. The fluorescein solution

rapidly penetrates the corneal tissue when
abraded, staining the part a brilliant light

green, but does not freely pass through the

healthy epithelium. If no abrasion of the

corneal epithelium occurs then yellow oxide

of mercury 1 per cent, or White’s ointment
is applied to the eyeball. If there is an
abrasion 1 per cent solution of atropine

sulphate, antiseptic ointment and patch is

applied, and the eye should be dressed daily

until the abrasio.n is healed, and atropine

continued as long as any iritis is present.

The patient should be told that the atropine

will cause a dilatation of the pupil and blurr-

ness of vision, which will continue for about
ten days after the last installation of the

drops.

If a corneal ulcer develops there will be
pain, photophobia, lacrimation, and bleph-

arospasm. If the ulcer is small and
superficial atropine sulphate and yellow

oxide ointment and a patch will usually

clear it, leaving a very slight or no opacity.

If the ulcer is deeper, both subjective and
objective symptoms are more pronounced,
and the complications and sequelae are more
serious. Neighboring structures give evi-

dences of inflammation: conjunctivitis, con-

gestion of the iris, even iritis and cyclitis

with their symptoms, including hypopyon.
The suppurative process may spread to the

interior of the eye, setting up purulent

irido-cyclitis or panophthalmitis with de-

struction of the eye, especially if the process

is virulent.

The treatment of the deep ulcer consists

of atropine, butyn, dionin, bandage, hot

compresses, and antiseptic lotion, scraping,

cauterization, thermophore, and paracente-

sis of the cornea. Tincture of iodine or

pure carbolic acid give good results when
applied to a deep corneal ulcer. Foreign

protein (Aolan, Lactigen, Omnadin, and
whole milk) give excellent results when in-

jected into the gluteal muscles.

I had the privilege of studying under Dr.

Linder at the University of Vienna when he

was doing some of the first experimental
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work of milk injections in eye conditions.

The oculists here were rather slow in taking

up this procedure but I am pleased to see

a number of them now using it.

Perforating wounds of the cornea are

often complicated by prolapse of the iris

and if the cut extends sufficiently deep, as

it commonly does, injury to the lens capsule

or lens, or often of deeper structures, com-

plicate the trauma. If septic, to the dangers

of the wound itself may be added hypopyon
keratitis, iritis, infection of the other por-

tions of the eye, and panophthalmitis.

These injuries are always emergency
cases, and should the general practitioner,

into whose hands they commonly fall first,

not feel that his training and experience

have thoroughly prepared him to treat

them, he should at once instill 25 per cent

argyrol into the eye and cover the eye with
a patch and then refer the patient to his

ophthalmologist of choice.

The opened eyeball, the lowered tension,

the shallowness of the anterior chamber,
and perhaps extrusion of a portion of the

iris, together with the history and symp-
toms, speak for the character of the injury.

The determination as to whether or not a

foreign body has passed through and re-

mains in the eyeball should always be made.
Such cases should be x-rayed. The im-
portance of this procedure was recently

emphasized to me in the following case : A
man blind in both eyes was brought into my
office a short while ago, who claimed that he
had normal vision in each eye until Decem-
ber 25, 1931. On this day he was doing

some minor repair work on his automobile,

and while hammering got something in his

eye. He consulted his family physician who
claimed he removed a foreign body from the

cornea. The eye was very painful and the

vision was rapidly lost and in a few weeks
the vision in his other eye was lost due to

sympathetic ophthalmitis. X-ray of the

original injured eye revealed intraocular

foreign body which was overlooked by the

physician. He now has no light perception

in either eye.

If there is no intraocular foreign body
and the iris is prolapsed through the corneal

wound this prolapse should be excised and

the cut edges of the iris replaced. The
corneal wound should be sutured or a con-

junctival flap applied. If a magnetic

foreign body is present it should be removed
with the electro-magnet. If located in the

anterior portion of the eye it should be

removed through the wound of entrance,

but if the foreign body is in the posterior

portion of the eye it should be removed by
the posterior route.

Bleeding of the iris into the anterior

chamber is called hyphemia. This is fre-

quently caused by contusions and concus-

sions, as well as ruptures. This blood often

prevents a complete examination of the in-

terior of the eye and it is impossible to

immediately determine if further damage
has been produced. It is best treated by
putting the patient to bed for one week,

using ice compresses the first two days to

stop the hemorrhage and then using hot

compresses to aid in the absorption. Cal-

cium gluconate, one teaspoonful every four

hours for three days is useful. Some men
use atropine sulphate, but I have seen

several cases of glaucoma following the use

of atropine in hyphemia and I personally

do not use it at the present time.

Tears and ruptures of the choroid and

retina as well as hemorrhage into the

vitreous are sometimes met with in serious

eye injuries. All injuries which make an

opening in the lens capsule result in opacity

which is usually complete, as the edges gape,

the lens fibers absorb the aqueous, swell, be-

come opaque, and finally separate from each

other in layers through a process of cleav-

age. When the traumatism affects the pos-

terior capsule, the vitreous acts in the same
way. The operation of discission affects

the lens in a like manner. In patients under

35 years of age and the tear in the capsule

is large the lens usually absorbs, whereas

in patients past 40 years of age there is

very little absorption of the lens.

In closing I wish to emphasize the value

of the slit-lamp in medico-legal cases. All

cases referred for report after accidents

with reference to compensation should be

examined with the slit-lamp. If in a

court case the expert witness on one side

has made such an examination and medical
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evidence for the other side has omitted to

use the slit-lamp, an immediate opening is

given to an up-to-date counsel to discredit

the value of evidence gained from what he

could point out was an incomplete investi-

gation.

We have seen how the slit-lamp can at

once decide the question as to whether a

fragment has actually perforated the cornea

or not, and that in some cases an approxi-

mate date for the perforation can be fixed.

In the lens certain time limitations can be

defined: for example, a lesion deep in the

lens covered by clear lens cannot be of

recent date.

The exact nature of inflammatory de-

posite and of iris syneche can be discovered

and it may be possible to show that such

could not have been the result of a compara-

tively recent accident. The presence of

striae in the vitreous points to a wound of

the sclera. In a large number of conditions

the slit-lamp gives accurate knowledge

which cannot be gained without it, and the

value of accuracy in medico-legal questions

cannot be overrated. The production of

definite measurements obtained with the

micrometer eyepiece may prove to be the

deciding factor in a doubtful case.

DISCUSSION
DR. W. W. WILKERSON, JR. (Nashville) : Mr.

Chairman and Gentlemen : In view of the fact that

one out of every six or seven industrial cases is due

to eye deficiencies, we may readily see the impor-

tance of industrial medicine. Therefore, I think

we can all appreciate the fact that the essay writ-

ten by Dr. Warner has brought before us a timely

subject. I am quite sure that if the information

which is given in the essay is used, it will be of real

value both to the physician and to the patient.

There are only a few points in this paper which

I wish to emphasize. Some of them appear to be

entirely obvious, but nevertheless I think that em-

phasis will cause all of us to improve our technics.

To begin with, cleanliness is perhaps the most im-

portant point in dealing with eye injuries. I not

only mean sterilization of instruments, sterilization

of eye pads, pledgets of cotton, and so forth, but

cleanliness of the skin around the eyes, cleanliness

of the wound or point of entrance of foreign body

into the eye.

Great care also should be taken in diagnosis.

Because one sees a foreign body in the cornea, it

is not sufficient evidence to assume that no other

foreign bodies are present; because one sees a

traumatic area in the conjunctiva is no reason to

assume that there are no foreign bodies present in

the cornea. Incidentally, many foreign bodies of

the cornea are very difficult to find. At times one

can spend quite a few minutes hunting for a for-

eign body that you feel reasonably sure is located

very superficially in the cornea, before finding it.

Though the removal of a foreign body is very im-

portant, it is just as important not to remove the

surrounding epithelium and not to remove the un-

derlying tissue. The foreign body should be re-

moved, but nothing more, and certainly nothing less.

Dr. Warner brought up one point which I am
sure he won’t mind my taking issue with—namely,

the use of argyrol, a 25 per cent solution. Argyrol,

as we all know, is a silver salt. Under certain

conditions it will lay down metallic silver. If per-

chance it should lay down metallic silver on the

cornea where the epithelium has become denuded,

you will have an opacity which will not be removed.

Argyrol is only effective, perhaps, when it is not

older than twenty-four hours; certainly old solu-

tions of argyrol are to be avoided. There are many
other antiseptics, 1:5000 bichloride solution, meta-

phen, bichloride ophthalmic ointment, 3V2 per cent

iodine on a dry swab applied directly to the ulcer-

ated or denuded corneal area, neosilvol, etc. So I

do not feel there is any reason why we should risk

the use of argyrol, though the danger is slight.

We all have injuries to the eyes which are slow

in healing. When we have such a case, it is well to

bear in mind that syphilis, diabetes and foci of in-

fection delay healing and sometimes prevent heal-

ing until these secondary factors are cared for.

It is also well to bear in mind that our prognosis

should be quite guarded when first we see these

cases. Adhesions between the lids and globe take

place sometimes several days or weeks following

the eye injury. Likewise, we have changes in er-

rors of refraction following these injuries. Near-

sighted people or myopic eyes tend or are predis-

posed to retinal detachment and hemorrhage.

Our duty lies not only in the sphere of correcting

the refractive errors of these patients, but it also

lies in the sphere of proper advice to the industrial

firms. They should be advised to have proper illu-

mination; I mean by that scientific illumination.

They should be advised likewise to place guards

over dangerous wheels and grinding machines. The
men should wear goggles where necessary. They
should have periodical examinations of the eyes.

The DuPont Rayon and Cellophane plants at Old

Hickory examine every man’s and girl’s eyes be-

fore they are employed. They will not employ any

one there whose vision is deficient, that is with

corrective lenses, in either eye, to the extent that

should they lose the vision of one eye they cannot

carry on their job with the other eye. They also

use safety lenses. I have brought a pair with me
just to show you what they are. It is just a sim-

ple, plain pair of safety lenses of safety glass. We
had the lenses examined at the Vanderbilt School

of Physics a short time ago, and we found that they

transmitted about 97 per cent of the light com-

pared to other lenses. Let me show you how hard

it is to break these lenses. (Hammered on lenses

with pair of pliers.)
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RENAL CALCULI*

J. Logan Morgan,** M.D., F.A.C.S., Memphis

M UCH HAS BEEN WRITTEN on the

subject of renal calculi as to its

etiology, treatment, and preventive

measures to combat recurrence, which is

so prevalent in these patients. The more
one deals with renal calculi the more one

realizes that we have a great deal to learn

about this subject. Unlimited time, energy

and painstaking scientific research has been

carried on for years by very able men in

this country as well as in foreign countries.

Scarcely do you find any two men who really

agree on any one particular etiological fac-

tor other than the different types of salts

which make up such stones. It would ap-

pear that the majority believe that we must
have a urine super-saturated with the par-

ticular salts which form the stone in

question before the salts will go back into

a crystallization stage. Also the consensus

of opinion is that there must be a disturb-

ance of the colloid substance in the urine

which ordinarily keeps the salts of the urine

in solution. The geographical location

seems to play a part as to susceptibility of

one to urinary calculi. For instance, there

was a questionnaire sent out to the hospitals

in the principal cities throughout the United

States, and it was found that by far the

greatest percentage of renal calculi were

found on the southern coast of California

and Florida. By comparison, a 125 bed

capacity hospital at Santa Barbara, Cali-

fornia, had sixty-three cases of renal cal-

culi over a period of three years, while the

Memphis General Hospital, with a bed ca-

pacity of 300 had only twenty-three cases

in five years. The percentage of renal cal-

culi in France, Italy, and some parts of

Germany runs very much higher than it

does in this country. It has been suggested

that a large percentage of the population of

*Read before the Tennessee State Medical Asso-

ciation, Nashville, April 11, 12, 13, 1933.

**From the Department of Urology, Medical De-

partment, University of Tennessee.

these countries are heavy wine and beer

drinkers.

Fifty yearq ago Rainey suggested the

possibility of a colloid substance in the urine

which served as a nucleus for the formation

of a calculus.

Von Leersum of Amsterdam produced

175 cases of renal calculi in 645 rats fed on

a diet deficient in vitamin A. Most of these

calculi consisted of calcium phosphate or

phosphates and oxalates. Fujimaki, a

Japanese worker, found that rats were not

affected on a diet deficient in vitamins B
and C but were affected when vitamin A
was restricted. Out of 100 rats fed on a

deficient vitamin A diet, at the end of 50

days 23 per cent of these rats developed

vesical calculi. At the end of 80 days 37

per cent had developed vesical calculi. 100

days 83 per cent and 140 days 100 per cent.

Sixty of the total number showed renal

calculi. 40 per cent showed a cholelithiasis

at the end of 140 days. Fifteen of these

rats were living at the end of 140 days and

they were put back on a full diet with food

which contained a large amount of vitamin

A and in a few weeks time most of the cal-

culi had disappeared and those that had not

were reduced in size. It was also proved

that a urinary calculus placed in the kidney

pelvis of a normal rat did not grow in size

but usually decreased in size and in some

instances disappeared altogether.

We have all seen the type of silent stone

which remains the same size over a period

of years and this under no change of living

conditions. So it is such cases as this that

make us know that we have a great deal to

learn about urinary calculi.

Pain is usually the first indication of

renal calculi and the severity of the pain is

usually inversely to the size of the stone.

There may be a hematuria without any ap-

preciable pain. There may be also a pye-

litis and fever secondary to the stone with-

out any pain and from this on to complete
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destruction of the kidney. I shall not go

into the different clinical and physical find-

ings as a result of renal calculi, some of

which may simulate other conditions, as you

are familiar with.

The urinalysis in most of these cases will

show some pus as well as blood cells.

Owing to the fact that we usually find in-

fection in the kidney associated with the

stone the majority of urologists believe that

the infection is primary, so a strong belief

prevails among most of us that renal infec-

tion is one of our principal etiological fac-

tors in the production of urinary calculi.

On the other hand we see numerous cases of

chronic pyelitis and pyonephrosis as an end
result which do not develop calculi.

Occasionally we see a patient who de-

veloped a renal calculus following trauma
to that kidney but on the other hand we see

quite a number of traumatic kidneys that
do not develop stones.

Regardless of how little we may know
about the etiology of renal calculi, there is

one thing that we do know, and that we
have learned by experience, that is: where
stones have formed, that individual is likely

to have a recurrence in that same kidney or
in the other, or in both. Owing to this fact
we should be reserved in our prognosis as
to the ultimate outcome of our patients and
above all we must be conservative in sur-
gical relief of such cases.

Renal calculi should be removed if pos-
sible through a pyelotomy opening and in so
doing you do not damage the parenchyma
of the kidney. Regardless of the size or the
amount of stone formation in the kidney
pelvis and the calices I am of the opinion
that the kidney should be spared if there is

not too much infection and there still re-

mains plenty of good kidney tissue. Lay
the kidney wide open if necessary, remove
the stones, and thoroughly irrigate the

pelvis and calices with normal salt solution

and then close kidney with mattress sutures,

and you will be surprised how well some of

these cases get along.

To remove a kidney on account of stone

formation knowing that the other kidney is

likely to become involved makes one have

an anxious feeling any time one thinks

about or sees that particular patient. If you
remove such a kidney and your patient re-

turns to you in two or three years with the

only remaining kidney filled with stones you
will feel like advising the patient to go and
talk it over with the undertaker. I had just

such a case, which I shall report.

Case I. Mrs. S. A. M. White, female,

aged 32, married. Admitted to hospital

February 14, 1926. Family history: Father
living, T. R. left arm. Mother dead, T. B.

Four sisters, living and well. Two children

dead, typhoid. Husband living and well.

No miscarriages. No cancer, no insanity.

No history of cancer or insanity in family.

Past history : Had measles, whooping cough,

mumps, diphtheria, influenza. Had com-
plete hysterectomy five or six years ago at

Presbyterian hospital here in Memphis.
Four years ago in an accident in which
wagon rolled over patient about level of

brim of pelvis. Fracture of left pelvis and
right patella.

Chief complaint: Occasional colicy pain

in right kidney area, frequency of urina-

tion. Onset about four years ago with

acute pain in right kidney area. Had had

several attacks of pain in past years. Two
years ago noticed blood tinged urine and

began having frequency of urination, which

has continued but no blood in urine for

several months. No dysuria. Patient

thinks pain in side is due to accident which

occurred a few months previous to begin-

ning of pain in flank.

Temperature on admission 98.6 F. Pulse,

78, resp. 20. Blood pressure 105/65. X-ray

reveals a perfect cast of stones filling the I

pelvis and calices of right kidney. No other
|

pathology found. Kidney not palpable.

Urinalysis as follows: color, straw, sp.

gr. 1.012, reaction, alkaline. Albumin,

positive. Sugar, negative. Few pus cells,

few red cells, occasional cast, crystals,
j

P. S. P. test: 2 hr., 10 min. period. First-

hour—55 per cent. Second hour—10 per

cent.

Total white count 8200. Polymorphonu-

clear neutrophiles, 58 per cent, lymphocytes,

36 per cent, large mononuclears, 6 per cent.
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Hemoglobin—80 per cent. Wassermann,
negative. Non-protein-nitrogen 33.33 mg.
per 100 c.c. Creatinine 3.26 mg. per 100

c.c. Uric acid 4.61 mg. per 100 c.c. NaCL
.544 per cent.

Cystoscopic examination two days after

admission reveals a subacute cystitis with

slight congestion around right ureteral

orifice, which stands open, no sphincteric

action, left has sphincteric function. Indi-

go-carmine injected intravenously and a

good color appeared from left side, in three

minutes, but not much from right side after

eight minutes.

Three days after admission to the hospital

a nephrectomy was done under spinal an-

esthesia. Oblique incision made in right

flank and kidney exposed. Very small kid-

ney with areas of hemorrhage over surface

found. Multiple stones felt in pelvis and

calices. Ureter clamped, tied, and cut.

Pedicle clamped, cut, tied, wound closed

with drainage. It was thought safe to re-

move this kidney as the other kidney was in

perfect condition.

Macroscopic examination showed a right

kidney normal in shape and size and con-

sistency. The capsule strips easily. On
section, cortex and medulla are of normal

thickness. The entire pelvis and major

calices and several of the minor calices

contain one large stag-horn stone
;
uric acid

salts predominated in the stone. Pelvic

epithelium normal in appearance except for

one small ulceration, hemorrhagic in nature.

The patient had an uneventful recovery

and fifteen days after operation returned to

her home feeling well, with normal tem-

perature, pulse and respiration. Was seen

thirty-eight days after operation, at which

time was found to be doing fine. Urine

negative as to pus, red blood cells, and

albumin. Said she felt perfectly well.

The following July, which was five

months after operation a urinalysis re-

vealed a pyuria. A cystoscopy was done,

ureter dilated, and kidney lavaged. X-ray

examination at this time did not reveal a

calculus, pyuria continued and patient’s

kidney was treated several times during
next year. In March, 1927, which was one

year after the nephrectomy X-ray revealed

two elongated stones in the kidney. She
had not felt any discomfort from the time
of the operation up to the present time.

The ureter was kept dilated and kidney
lavaged several times during 1927 and 1928.

In 1928 she began to complain of pain in

flank and at times would have a rise of

temperature. Urine still showed large

amounts of pus but negative for albumin.

X-ray 1928 revealed a very large stone

which filled the pelvis and there was a be-

ginning extension into the calices. Patient

advised to have pyelotomy performed for

removal of stone but refused. She moved
to Louisiana soon after this and did not

return until 1929 and stated that she was
feeling well and apparently was very much
improved in spite of the fact that she had

not received any treatment in the past year.

X-ray at this time showed kidney pelvis and

calices with a complete cast of stone forma-

tion. Urine still contained large amount

pus, no red blood cells, and no albumin.

Patient still refused operation and returned

to Louisiana. September, 1931, was brought

back to Memphis having rigors, high tem-

perature, and some pain in kidney region.

Urinalysis at this time showed numerous

pus cells, some red blood cells, albumin and

granular casts. Cystoscopy was done and

catheter passed to pelvis of kidney and left

in situ for forty-eight hours and kidney

lavaged every two hours with normal saline

solution. Her condition did not improve.

She was suffering from nausea and vomit-

ing and a general weakened condition. She

was thoroughly alkalinized and fluids forced

on her in every way imaginable, and with

untiring effort on the part of every one

concerned she pulled through this attack

but still weak and fighting the thought of

operation. The latter part of November

and the first of December she was suffering

so much pain on account of the kidney stone

that she decided that she could not stand

this any longer, so she consented to have

the operation. There was very little change

in the analysis of the urine and she con-

tinued to have a rise of temperature to 100

or 101 in the afternoon. On December 12



308 RENAL CALCULI—Morgan July, 1933

in the face of the above condition she was
given a gas anesthesia and a left oblique

flank incision was made and after breaking

up dense adhesions the kidney was immo-
bilized and the pedicle clamped to control

hemorrhage, the kidney opened from top

to bottom with silver wire, stone removed,

and the calices and pelvis of the kidney

thoroughly irrigated, after which the kidney

was closed with mattress sutures. An
opening was made in pelvis and small tube

placed in this opening for drainage.

Wound closed around this drainage tube

and the patient did remarkably well in spite

of the fact that she only had one kidney

which was operated upon. She left the

hospital on December 23, 12 days after the

operation.

A few weeks following the operation a

K.U.B. flat plate was made with negative

findings for stone shadows. The patient

returned to the city in six months and then

roentgenographic study revealed a small

shadow in the region of kidney which on
pyelogram showed to be in one of the

calices. This patient has been getting along
nicely and doing most of her housework.
Of course we shall expect in the course of

time that this patient will die as a result

of the kidney stone.

Case II. Mrs. D. 0. M. White, female,

aged 34, married, seven children. Chief

complaint : Pain around heart. Duration

—

about three weeks and small lump in throat

the past three months. The above disturb-

ance began getting worse about three

weeks ago when she began having pain

around heart, especially after lying down
at night. Little or no pain while walking

around. One week ago had an acute attack

of nausea and vomiting and pain in right

upper quadrant. No fever at any time so

far as she knows. Suffers from chronic

constipation—goes for three or four days at

a time without bowel movement. Has had

some feeling of distress in stomach and in-

testinal tract the past two or three years,

especially after eating meats. Has been

having spells of dizziness, faintness at

times, palpitation and skip beat of the heart.

No edema or hemoptysis but slight dyspnea.

Had some leucorrhea two or three years ago

and has had some urinary frequency for

several months. Menstrual history nega-

tive. Two miscarriages, seven living chil-

dren.

Physical findings: Negative with the ex-

ception of carious teeth, benign goiter.

Urinalysis: Catheterized specimen: straw

color, alk reaction, sp. gr. 1015, alb. 1 plus,

sugar, neg.
;
casts, neg. ; occasional epithe-

lial cell, numerous pus cells; occasional red

blood cell. Many non-motile bacilli.

Blood count: erythrocytes, 4,080,000.

Leukocytes 6500. Small lymphocytes 28

per cent. Large mononuclears 3 per cent.

Polynuclears 68 per cent. Eosinophils 1

per cent. Temperature, respiration, and

blood pressure normal. On account of the

pain and distress complained of in gastro-

intestinal tract this patient was admitted

on surgery as a possible gall-bladder in-

volvement. While on surgery she was given

dye intravenously in order to check on

gall-bladder condition with the following

report : Plate was made four hours after in-

jection showing fairly good outline of gall

bladder. On this it showed kidney outline j

with stone filling the calices and pelvis of

right kidney. Another exposure was taken

eight hours after intravenous medication

with the dye which showed good concentra-

tion in the gall bladder, after which the gall

bladder was pronounced all right and the 1

patient was transferred to the Urological
j

service. Non-protein-nitrogen was 75 mg.

per 100 c.c. of blood. Creatinine 2.81 mg.

per 100 c.c. of blood. Cystoscopic examina- 1

tion revealed sub-acutely inflamed bladder

with some congestion around right ureteral

orifice. Catheters passed up each ureter

into pelvis of kidney and differential

function test run which revealed the

dye appearing on left side in three

minutes with good concentration. On
right side in ten minutes with only faint

*

trace. Microscopic specimen from left was

negative, the right contained pus and red

blood cells. Bilateral pyelogram was made
with the following findings: Left kidney

pelvis and calices negative. Right shows •

blunting of the calices and the stone shadow |
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that fills the kidney pelvis is thoroughly

covered by pyelographic media. There is

also some dilatation of ureter below. An-
other chemical blood analysis run nine days

after admission which showed non-protein-

nitrogen 60 mg. per 100 c.c. of blood, crea-

tinine 2 mg. per 100 c.c. of blood. Her basic

metabolism was checked and found to be

minus 11. Twelve days after admission

another blood chemistry was run which
showed non-protein-nitrogen 35 mg. per

100 c.c. of blood, creatinine 1.98 mg. per

100 c.c. of blood.

Fourteen days after admission to the

hospital a nephrotomy was done under
spinal anesthesia which necessitated a

complete incision of the right kidney and
stones were removed from calices and pel-

vis. Owing to the large sacculated calyx

in the lower pole of the kidney it was de-

cided best to remove this portion of the

kidney in order to eliminate an encouraging
site for reformation of calculi. The kidney

pelvis and calices were thoroughly irrigated

with normal salt solution and kidney was
closed with mattress sutures. Patient had
an uneventful recovery and fourteen days
after operation patient returned to her

home in a small town in West Tennessee
with instructions to return to the hospital

about three or four months later for re-

examination. This was in December of

1930 and up to the present time I have not

seen her. On leaving the hospital she was
eating well and sleeping well and stated

that she felt perfectly well. Her tempera-
ture had been normal for several days be-

fore leaving the hospital. No drainage

from wound.

In conclusion I wish to emphasize and
impress upon you the importance of pre-

serving kidney tissue where possible with-

out endangering the life of the patient, and

especially is this true in any urological con-

dition, but certainly most important where

we are dealing with renal calculi.

The following cardinal points should be

observed in handling patients with renal

calculi: First, we should see that any ob-

struction along the urinary tract is elimi-

nated if possible. Second: remove foci of

infections which are constantly endanger-

ing the kidney. Third : see that diet is rich

in vitamin A.
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DISCUSSION
DR. T. D. MOORE (Memphis) : Dr. Morgan

very kindly sent me a copy of his paper. He has

stated that much work has been done in an effort to

determine the cause of nephrolithiasis. Our pres-

ent knowledge of the etiology may be summarized

by stating that five factors, singly or in combina-

tion, may play a part: 1, infection; 2, vitamine

deficiency; 3, urinary stasis; 4, colloidal and

crystalloidal imbalance in the urine; 5, poor hy-

giene. The importance of at least two of these

factors has been demonstrated experimentally in

animals. Rosenow and Meisser, in 1922, cultured

a strain of streptococcus viridans from the teeth,

tonsils and the urine of nine patients with re-

current urinary calculi. Chronic artificial dental

foci of infection were produced in thirty-four

dogs by planting this streptococcus in devitalized

teeth; within the following few months twenty of

the dogs developed urinary calculi. This classical

work indicates the importance of foci of infection

in stone disease. Osborne, Mendel, and Ferry

found that rats fed on a diet lacking in Vitamine

A were prone to develop calculi in the urinary

tract. Their work was later confirmed by Fuji-

maki of Japan and McCarison of South India.

Undoubtedly other* factors are of importance

which further investigate work probably will un-

cover.

There are a few points concerning the diagnosis

of stone which will be briefly discussed: In a

recent review of 111 cases of my own, it was

surprising to find that the urinalysis was negative

in twenty-eight, or approximately twenty-six per

cent. In the presence of symptoms indicative of

renal stone a negative urinalysis tends to become

misleading and obviously cannot be relied upon to

exclude stone. Another point in the diagnosis
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concerns the use of dye tests for renal function.

Regardless of whether indigo-carmine or phenol-

sulphonphthalein is used, it may accumulate with-

in a functional intact kidney but may not be ex-

creted in a normal degree or amount because of

a partially or completely obstructing stone, thus

leading to the erroneous conclusions of marked
functional impairment. A more dependable esti-

mate of the actual condition of a kidney con-

taining a stone may be gained by pyelography,
either excretory or retrograde. In the diagnosis

of lithiasis excretion urography finds one of its

chief uses, as it not only serves to identify sus-

picious shadows, but also indicates the functional

condition of each kidney. Often the information
obtained by its use is all sufficient, rendering a
cystoseopic examination unnecessary.

In the literature of the last decade conservatism
has been stressed in the treatment of renal disease,
with particular reference to nephrolithiasis and
hydronephrosis. Frequently it is an easier job
technically to perform a nephrectomy than to re-
move a stone from a kidney or to abolish the
obstructive factor in a hypronephrosis. In the
past there is no doubt that many kidneys have
been sacrificed by nephrectomy, which in the light
of our present knowledge might have been spared
by a more tedious and difficult but yet conservative
operation. This was brought out very clearly in
Dr. Morgan’s paper. Its importance cannot be
overemphasized. However, too frequently such
severe damage has occurred from the destructive
effects of a stone that nothing short of a nephrec-
tomy can be considered. Removal of £he kidney
was found necessary in twenty-six of 111 cases
of my own. In fourteen, advanced pyonephrosis
had developed and in three fibrolipomatous de-
generation of the kidney had occurred. The rela-
tively large number requiring nephrectomy indi-
cates the importance of earlier diagnosis and treat-
ment while it is still possible to conserve the
affected organ.

Dr. Morgan’s statement is open to question that
a patient is likely to have a recurrence of stone in
the same kidney or in the other or in both. In a
review of 450 cases Braasch found evidences of
recurrence in only 9.8 per cent. Of a group of
thirty-nine of my patients in which a conservative
operation was performed, there have been thirty-
five pelviolithotomies, three pelvionephrolithotomies
and one nephrotomy. Five patients could not be
traced. In the remaining thirty-four there have
been four recurrences, an incidence of slightly
more than eleven per cent. In this follow-up only
those cases operated on more than one year ago
have been considered. It is probable that so-called
recurrences are often due to incomplete removal of
stones. This may be reduced to a minimum or
prevented altogether by the use of renal fluoros-

copy at the operating table, as advocated by

Braasch and Carman. Not only can the surgeon

be assured by the roentgenologist that the kidney

is clear of stone particles, but if stones or frag-

ments are present he can be guided to their loca-

tion and their removal effected without undue
mutilation of the kidney. Other factors of im-

portance in preventing a recurrence are the routine

removal of foci of infection, a diet adequate in

Vitamine A, and the promotion of a dilute urine

by insisting upon a large fluid intake. In cases

in which stasis may be a contributing cause, this

should be corrected, if possible, by appropriate

treatment.

(Slide.) This case illustrates the importance of

identifying shadows. There was a history of pain

in the right loin. On the plain film this shadow was
reported in the region of the right kidney. Pyelog-

raphy identified the shadow as a stone locked in

the dilated upper calix, or essentially a hydrocalix.

The pyelogram very clearly indicated that the

stone could not be removed through a pyelotomy

incision, but a local nephrotomy at the upper pole

would be necessary.

(Slide.) In this case the plain film was marked
by the shadow of a branched stone in the region

of the left kidney. The pyelogram was essentially

normal, which signified that the kidney had suffered

but little damage and should be conserved. It re-

vealed also that the larger stone mass could be

removed by means of a pyelotomy, but the upper

branch which formed a cast of the upper calix

could not be brought down into the pelvis because

of the narrow isthmus and must, therefore, be

removed by local nephrotomy at the upper pole.

These were the surgical measures instituted and

an uneventful convalescence followed.

(Slide.) A good example of the value of ex-

cretion urography in stone disease. On the plain

film there was a large shadow in the region of

the left kidney. On the opposite side in the region

of the lower right ureter there was a second sus-

picious shadow. The excretion urogram definitely

identified both shadows. It indicated that the

large stone was impacted at the outlet of the left

kidney and was producing a large hydronephrosis

which was merely a shell, with but slight function

remaining. The stone in the right lower ureter

was producing partial obstruction and a secondary

hydronephrosis of moderate degree had developed.

Surgical treatment consisted of a right uretero-

lithotomy and fifteen days later a left nephrectomy

was performed. Two weeks later a second excre-

tion urogram disclosed a marked improvement in

the condition of the right kidney. Removal of the

stone in the ureter evidently was followed by a

steady diminution of the capacity of the hydro-

nephrosis.

(Slide.) This case indicates the severe damage

which may occur in neglected stone disease. The

large stone had caused complete destruction of

the parenchyma of the kidney; the organ was a

mere shell filled with thick pus and the stone;

obviously an instance of advanced pyonephrosis.



July, 1933 RENAL CALCULI—Morgan 311

(Slide.) Another large branched stone of the

staghorn type forming a complete cast of the calices

and pelvis. The symptoms in this case had been

present for more than eighteen years. The in-

volved kidney was without function, and on re-

moval was found to have undergone fibrolipomatous

degeneration.

(Slide.) In this case there was a branched

stone. A pyelogram revealed very little evidence

of renal damage or hydronephrosis. Recause of

the good function of nephrotomy was done. In many
respects this case is similar to the one described by
Dr. Morgan. One month later serial pyelography

revealed normal ureteral peristalsis, and the emp-
tying time was only slightly delayed, as there was
a faint trace of the medium in the kidney after fif-

teen minutes. One year later the excretion urogram
disclosed normal function of the same kidney, and
there was no evidence of recurrence of the stone.

(Slide.) The patient was an old gentleman,

sixty-six years of age, with a history of indefinite

abdominal pain and pyuria. The plain film re-

vealed a large branched stone in the region of the

right kidney. Without further investigation it

would have been an easy matter to have gone ahead
with a right nephrectomy. Had this been done,

however, it would have robbed the patient of his

only functioning kidney. This case illustrates the

absolute necessity of studying these .cases and de-

termining the functional condition of each kidney
before attempting surgical treatment. The cysto-

scopic examination disclosed that the right kidney,

containing the large stone, was functioning almost
normally. Thick pus of almost toothpaste con-

sistency exuded from the left ureteral orifice. The
urologic diagnosis, therefore, was left functionless

pyonephrosis and right nephrolithiasis. A left

nephrectomy was performed, and the right kidney,

containing the large stone, was left strictly alone.

Three years later the patient was doing well, and,

as far as I know, is still tolerating surprisingly

well the large stone in his only kidney.

DR. PERRY BROMBERG (Nashville) : I re-

gret very much that I was late in getting here
and did not have the pleasure of hearing Dr. Mor-
gan’s paper, though Dr. Morgan did do me the

courtesy of sending me a copy of his paper some
several days ago, which I had the pleasure of read-

ing, and I desire to express my appreciation of the

paper and particularly of his tendency toward con-

servatism.

I believe we have reached a stage in renal surgery

when conservatism is of course to be commended
and cei’tainly to be practiced wherever it is possi-

ble, though I do feel that we should not make the

mistake of practicing conservatism where infection

is present in the kidney to such an extent that we
might successfully remove a stone and leave an in-

fection. I think it is very much more important

to clear up infection than it is to remove the stone.

As to the various theories relative to the origin

of stones, I do not know that we could add any-

thing to what has already been said. Those of us

who are constantly treating infections of the kid-

ney are more or less convinced that infection is not

wholly responsible for the formation of stone. We
say this advisedly, because we see so many cases

of infection in women who do not have stones, and

we know that infection is nine times more common
in women than in men and that stones are three

times more frequent in men than in women; so if

infection were the sole factor in the production of

stone it does seem to me that we would naturally

expect to find stone very much more common in

women than in men.

That the origin of stone is due to some disturb-

ance in the colloid mechanism I do not think there

can be any question. Just whether that be depend-

ent entirely upon the absence of the Vitamine A
or some other particular disturbance in the col-

loidal mechanism I do not believe at the present

time we are able to say. I think those of you who
are interested in the origin of stones will be very

much interested in the work that is being done by
Dr. Kaiser, who, I think, probably in this country

is doing more original work than any man with

whom I am familiar.

The paper of Dr. Morgan called to your attention

of course the frequency with which stones are to

be found in patients who do not present themselves

for symptoms referable to the urologic tract. We
have had recently some striking illustrations of

cases of this type who were showing just a minute

trace of albumin or on repeated examinations of

the urine we were finding an occasional blood cell,

and in investigating these cases we were rewarded

by finding in some of them stones in the kidney.

It led us to the investigation of some 1,500 plates

in Vanderbilt University of patients who had been

admitted in the Medical Clinic for symptoms refer-

able to the gall-bladder region, indefinite stomach

symptoms, indefinable gastrointestinal symptoms,

or sacroiliac lumbago and lower arthritic condi-

tions, wherein these patients were subjected to com-

plete physical examinations, including gastrointes-

tinal X-rays and X-rays of the spine. Fifteen hun-

dred of such plates were examined, in which no

symptoms referable to the kidney were to be found

in their history, and we were rewarded in finding

five definite cases of stone in the kidney. Three of

these cases were operated. We reported these find-

ings at the last meeting of the Southern Medical

Association, and the paper has recently been pub-

lished in the Journal of the Southern Medical Asso-

ciation.

I believe that in those patients who have indefi-

nite gall-bladder symptoms, indefinite stomach

symptoms, particularly in those who are running

a small trace of albumin that cannot be explained

on any other basis, more particularly in that type

of patient in which there will be an occasional
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microscopic cell, a very careful examination of the

kiney is demanded.

I want to congratulate Dr. Morgan on his paper.

I also enjoyed the discussion of Dr. Moore.

DR. J. LOGAN MORGAN (Memphis) : I want
to thank Dr. Moore and Dr. Bromberg for their

very able discussion of this paper.

As to Dr. Moore’s remarks on excretion urog-

raphy, there is no doubt that that has place in

urology, and certainly it relieves the patient, many
times, of going through a cystoscopic examination

with the retrograde pyelography, which in a good

many cases seems to give the patient quite a bit of

discomfort and gives one something to talk about

and spread around to some one who might be con-

sidering such a procedure. But sometimes, of

course, we run onto cases in which we must do a

retrograde pyelography, especially if we are deal-

ing with a functionless kidney, for we would not

get a shadow in that side on excretion pyelography.

Early diagnosis, to be sure, is the thing that we
hope to get in these cases, and for the benefit of

the patient early diagnosis may mean the saving of

that particular kidney, which is very important,

of course, to the patient.

As to the recurrence of renal calculi, even though

we get only about ten or eleven or twelve per cent

of recurrence of calculi after their removal, that

July, 1933

large a per cent, of course, is something to fear,

and by all means these patients should be checked

and rechecked for the possibility of recurrence of

calculi and to combat that as early as possible.

As to Dr. Bromberg’s statement about why we
had more renal calculi or urinary calculi in men
than we have in women: We believe, and I find,

that men are more susceptible to obstructions, .

whether it is stricture of the urethra or bladder-

neck obstruction; but we do know they are more
prone to urinary obstruction, and consequently sec-

j

ondary infection along the urinary tract and then

a possible renal calculus. However, I believe that

there must be two or more conditions present in

order for a renal calculus to form; it may be a

conjunction of urinary infection plus a disturbance

of colloid substance plus obstruction, but proba-

bly more than one derangement of the urinary tract

must be present in the human system in order to

form urinary calculi. Certainly hygienic conditions

have been proved to be one of the factors respon-

sible for a tendency toward calculus formation.

Fifty years ago, in certain European countries

especially, there were districts in which were likely

to be found large numbers of urinary calculi, and

those districts now have a very much smaller per

cent of urinary calculi than they used to have, due

entirely to improved hygienic conditions.

I
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EDITORIAL

Dr. Walter L. Bierring

President-elect of the American Medical

Association

Some days ago a doctor remarked, “I

see the House of Delegates elected a health

officer as President of the American Medi-

cal Association/’ He did not intend the

remark as a compliment. This statement

is true, but it does not carry the implication

the doctor intended. Dr. Bierring is one

of the leading internists of the West. Many
deserving honors have come to him. Some
of these are referred to under the heading

“Current Comment” in the Journal of the

American Medical Association for June 24.

These show something of his standing

among his fellows but none show his stand-

ing in his home state better than the facts

relating to his appointment as Commission-

er of Health of the state of Iowa effective

July 1, 1933.

We have information on good authority

that the newly elected governor of the state

of Iowa pledged himself to the reorganiza-

tion of the health department of the state

!

along the lines proposed by the profession

of medicine of Iowa. To accomplish this

purpose he requested the most outstanding

practitioner of medicine in the state to take

over the office of Commissioner and to re-

organize the department along the lines

proposed by the medical profession.

Dr. Bierring is a member of the opposite

political party from the governor. Not-

withstanding this fact the governor re-

quested Dr. Bierring to accept the appoint-

ment because of his qualities and because he

met the almost unanimous approval of the

medical profession of the state.

The Governor of Iowa is to be commended
for living up to a pledge, and Dr. Bierring

is to be commended for the sacrifice he made
to bring about the proper reforms in the

state health department of Iowa. The
House of Delegates therefore did not elect

the ordinary garden variety of health

officer.

Preventive Medicine and the Family
Physician

A piece of work is going on in Detroit,

Michigan, and some other portions of that

state with which practitioners generally

should become familiar.

Under the leadership of Henry F.

Vaughan, Commissioner of Health, in co-

operation with the medical society of

Wayne County a plan is in operation where-

by preventive medicine, or most of it, is

done by practitioners of medicine, in their

offices.

Dr. Vaughan had a scientific exhibit at

the recent meeting of the American Medical

Association in which the whole plan was
portrayed.

The following statement is taken from
some of the literature given out at the meet-

ing:

“In the fall of 1929, a communication

sent jointly by the medical society and the

health department was addressed to every

physician, inquiring whether he would co-

operate in the campaign by setting aside

definite hours during which he would re-

ceive at his office children in need of pro-

tection. It was agreed that the physician

would charge $1.00 for each dose of toxin-

antitoxin or toxoid in those cases in which,

in the physician’s judgment, the patients

were able to pay for the service. The charge

for the Schick test and the reading of the

results would likewise be $1.00, making a

total of $4.00 for the complete service.

There was nothing in this plan that would

prevent the physician from charging his

usual office fee if the patient appeared at

any hour other than that specified in the

agreement. It was further agreed that
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when, in the physician’s judgment, the

parent was unable or unwilling to pay for

the service, the Health Department would

reimburse the physician at the rate of 50c

for each treatment and $1.00 for the Schick

test, or a total of $2.50 for the complete

service to each child. Under such agree-

ment, a list of cooperating physicians was
established and the city was divided into 35

districts and a card prepared for each dis-

trict, listing the name and office address of

each physician and designating the hours

at which he would receive children for im-

munization. These lists were used for the

convenience of contacting patient and

physician and more especially by the public

health nurses who later canvassed the en-

tire city. The result of this plan was that

approximately 70 per cent of the pre-school

children and 80 per cent of the school chil-

dren of Detroit have received protective

treatments without the aid of free clinics.

Extending the program to protection

against smallpox increased the percentage

of vaccinations among the pre-school chil-

dren from 22 to 43.

In the tuberculosis campaign, Detroit

built up a group of 400 cooperating physi-

cians, but lacked the funds to reimburse the

physicians for the non-paying patients.

However, the reporting of periodic exami-

nations and vaccinations was compensated

for as a bookkeeping item at 10c per case.

In the final analysis even these cases were

not the dead loss to the physicians they

would be with free clinic service. Once a

clinic patient, always a clinic patient!

The advantages of this plan are obvious.

The free clinics are eliminated. The status

of the family physician is re-established.

A large group being able to do more work

than a small one, the efficiency of the medi-

cal care is increased. More work is done in

a shorter period. The cost is more equi-

tably distributed. A more enduring rela-

tionship is developed and sustained between

the profession, the public, and the health

department. The health department is kept

within its original province—that of super-

vision and police control. It was never in-

tended to be given the privilege of practic-

ing medicine in any community. There is

only one serious disadvantage to the plan

—

there are not enough cities using it.”

We were very much impressed by Dr.

Vaughan and by the plan. We took occa-

sion to question doctors from Detroit about

the plan and in each instance the plan was
given hearty approval. It has been in

operation for a sufficient length of time to

determine its practical worth.

Charts were on exhibition which showed
the plan has many advantages over the plan

at present followed in most states. Among
the advantages are the following:

First, the abolition of free clinics. Once

a free clinic always a free clinic. People

learn to expect free services.

Second, it induces doctors to give medical

service to the well and to carry on preven-

tive as well as curative medicine in their

offices.

Third, it maintains the proper relation-

ship between the patient and the family

physician.

Fourth, the physician is actually paid

something for his preventive work for the

indigent.

The advantages to the health department

and the public are: first, an enormous fall-

ing off in the death rate from diphtheria

was experienced.

Second, the cost of preventive medicine

was reduced enormously and a large per-

centage of the children were immunized at

a time when the most good is done.

Third, the early treatment of cases such

as developed was brought about.

Fourth, harmonious, cooperative effort

was brought about between the, medical

profession and the state health agency.

This is a major accomplishment. The exec-

utives of the state become executives only.

The plan has been extended to where it

includes in addition to diphtheria protec-

tion : smallpox protection, typhoid fever in-

oculations, tuberculosis case finding, peri-

odic health examinations, and periodic

dental examinations. Such a plan reduces

the number of state employees. It reduces

the number of state owned and operated

automobiles. It reduces the appropriations

in public health work. It reduces the bally-

hoo that now attends so much of the effort
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that is being put forth by the public health

departments. The ballyhoo, many times,

costs more than the actual work. We know

a large appropriation can make a large

noise, but the noise doesn’t save the chil-

dren.

As has been said on these editorial pages

many times before, “The greatest protec-

tion to the health of the public is a well in-

formed, well organized, profession of medi-

cine governed by the code of medical ethics.

This plan takes into account this fact. It

simply uses the personnel, the skill and the

equipment already located in the various

communities to accomplish a preventive

effort desired by the state.

We are turning the data collected over to

Dr. John M. Lee, Chairman of the Com-
mittee on Education, with the thought that

this plan can be examined thoroughly by

that committee and steps taken to determine

if such a plan should be adopted by the state

of Tennessee and the cities within it.

DEATHS
Dr. H. M. Milstead, Hornsby; Memphis

Hospital Medical College, 1899; aged 70;

died June 2, in Jackson following an opera-

tion.

Dr. N. M. Dukes, Strawberry Plains;

University of Louisville, School of Medicine,

1890 ; aged 72 ;
died June 6. Death resulted

from an automobile accident some time ago.

Dr. Max Goltman, Memphis; University

of Montreal, Faculty of Medicine, 1892;

aged 66; died June 17.

NEWS NOTES AND COMMENTS

The following Tennessee doctors are

doing postgraduate work at Vanderbilt

University. Scholarships have been grant-

ed them by the Commonwealth Fund : Drs.

Arthur J. Willis, Jonesboro; Wm. B. Nash,

Stanton; L. S. Loggins, Charlotte; Paul D.

Jones, Milan
;
John S. Hawkins, Springfield

;

Maurice L. Connell, Wartrace; 0. M.
Swanay, Rogersville

;
John R. Smith, Sel-

mer; T. J. Stockard, Lawrenceburg ; L. L.

Highsmith, Kingsport
; J. R. Bone, Lebanon,

and J. E. Clark, College Hill.

Dr. Jarrell Penn announces the removal

of his office from Dr. Henry G. Hill’s Clinic,

Memphis, to Suite 607 Medical Arts Build-

ing, Knoxville. Practice limited to Ortho-

pedic Surgery.

Dr. J. T. Conditt of Flat Creek, was
operated on at the Shelbyville hospital.

Alamo is to have two new doctors. Dr.

C. G. Bowers and wife, Dr. Margaretta

Bowers, of Louisiana, have opened offices

there.

At the June examination of the State

Board of Medical Examiners, one hundred

three applicants were present. Seventy-

five in Nashville, twenty-five in Memphis
and three in Knoxville. The Board will

meet late in July to license the successful

applicants.

Dr. R. E. Lee Smith has returned to

Sparta after sixteen years as superintend-

ent of the Eastern Hospital at Knoxville.

Dr. Walter Gossett of Adairville, Ken-

tucky, was painfully injured in an auto

accident. He is in St. Thomas Hospital,

Nashville, and is doing as well as could be

expected.

Dr. Dan German, Jr., has opened his

office with his father at Franklin.

Dr. John J. Ogden of Memphis, has been

granted a patent on a surgical knife. The
new knife has eight new features covered

by the patent.

Dr. J. P. Lindsay is leaving Texas after

three years residence there and returning

to LaFollette where he will make his home.
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MEDICAL SOCIETIES

Benton, Carroll, Henry, Weakley Counties:

Two Nashville doctors were on the pro-

gram June 8: Dr. W. A. Bryan spoke on

“Fractures,” and Dr. H. S. Shoulders de-

livered an illustrated address on “The Use

of X-ray in Fractures.” Twenty physicians

were present.

Chester, Henderson, Decatur Counties:

On June 8 the society met at Hender-

son. Two papers were presented by Drs.

Pride and McKee of Memphis. Those

present were Drs. Bolen, Brandon, Goff,

Howell, Johnston, Wylie, Ingram, and

Rogers. Visitors from Madison County

were Drs. Parker, Powers, and Brasher.

Dyer, Lake, and Crockett Counties:

June 7—“The Kinetic Diseases,” by Dr.

J. A. Crisler, Jr., Memphis.

“Papulo-Squamous Dermatoses,” by Dr.

C. H. Marshall, Memphis.

Hamilton County:

Only one meeting is scheduled for August.

Two papers will be read on the 10th, sub-

jects and essayists as follows: “Difficult

Labor,” by Dr. W. G. Bogart. “Some
Mechanical Dystocias,” by Dr. D. N. Wil-

liams.

Hardin, Lawrence, Lewis, Perry, and

Wayne Counties

:

The Five-County Medical Society met at

Linden, on June 27. The following papers

were read: “Case Report, Brain Tumor,”

by Dr. H. C. Boyd, Waynesboro. Discus-

sion opened by Dr. 0. H. Williams,

Savannah.

“Subdiaphragmatic Abscesses,” by Dr.

Douglas C. Seward, Nashville. Discussion

opened by Dr. W. K. Edwards, Centerville.

“Agranulocytosis,” by Dr. 0. N. Bryan,

Nashville. Discussion opened by Dr. R. J.

DeFord, Savannah.

Knox County

:

June 13—“Dovers Powders and Robinson

Crusoe,” by Dr. B. B. Cates. Discussion

opened by Dr. R. M. Young.

June 20—“Trench Mouth,” by Dr. J. M.

Vandegriff. Discussion opened by Dr. C. J.

Carmichael.

June 27—-“Hermann Von Helmholtz,” by
Dr. Irwin E. Phillips. Discussion opened

by Dr. B. B. Cates.

Madison County:

On June 7, Dr. Roy Douglas of Hunting-

don, addressed the society on “Feeding of

Babies.” Discussion by Drs. Herman
Hawkins, John Powers, and A. J. Roby.

Dr. Jas. McClaran reported on clinical

cases.

A committee was appointed to arrange

the annual barbecue. Four visitors and

fourteen members were present.

Roane, Loudon, Monroe, McMinn Counties:

On June 15, these four counties held a

meeting at Athens. The attendance was
exceedingly good. The program was as

follows

:

“Nephritis in Children,” by Dr. Gilbert

Eblen, Lenoir City. Discussion opened by

Dr. W. E. Foree of Athens.

“Practical Discussion of Management of

Summer Diarrheas in Children,” by Dr.

H. D. Long, Chattanooga.

“Review of Literature on Transurethral

Prostatic Resection,” by Dr. S. B. McClary,

Jr., Etowah. Discussion opened by Dr.

Avery Leeper, Lenoir City.

“Vitamins,” by Dr. J. A. Hardin, Sweet-

water. Discussion opened by Dr. Thomas
H. Phillips, Rockwood.

“Hypothyroidism,” by Dr. G. P. Zirkle,

Harriman. Discussion opened by Dr. W. J.

Cameron, Sweetwater.

Sullivan-Johnson Counties:

The Sullivan-Johnson County Medical

Society met June 7. Dr. Willis Campbell
of Memphis, was the speaker of the evening.

His subject was “Physiology, types and
treatment of fractures,” illustrated by lan-

tern slides.
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Washington County:

Commemorating the thirtieth anniver-

sary of the granting of their charter, the

Washington County Medical Society enter-

tained June 1st with a Dutch Supper in the

club rooms of the Hotel John Sevier. Mem-
bers of the society and two guests enjoyed

the evening of celebration and merriment.

Singularly coincident was the attendance of

forty-two physicians at the celebration of

the forty-second year as a society.

Dr. Joe T. Smith, well-known Pedia-

trician of Knoxville, as the guest speaker,

used as his subject “Thymus Gland in In-

fancy and Childhood.” Dr. E. A. Long
spoke of his associations with the Washing-
ton County physicians during forty-two

years of practice here, and mentioned the

coming of each of the present members in

the society. Stories and jokes on the mem-
bers brought howls of amusement and much
applause.

Dr. W. J. Matthews used many reminis-

cences of the past of the Washington County
Association in lauding the good work done

by the physicians in changing the public

health conditions, sanitation, etc., and their

duty to the community to increase public

welfare and continue their interest in the

town’s moral and religious phases.

On August 3, the program will be com-
posed of two numbers : “Pathological

Physiology of Certain Nervous Disorders,”

by Dr. E. T. Brading. Discussion to be

opened by Dr. C. W. Friberg.

A pediatric subject by Dr. J. W. Wallace.

Discussion to be opened by Dr. W. L. Poole.

Wilson County:

On August 3, Dr. L. D. Gotten, Alexan-

dria, will present a paper on “Prevention

of Rheumatic Heart Disease.”

OTHER MEDICAL SOCIETIES

West Tennessee Medical Association

About 115 were at Shiloh Park for the

meeting of this society. The program was
all that could be desired. Dr. A. J. Roby,

of Covington, was elected President. Dr.

R. L. Motley, of Memphis, Vice-President;

Dr. G. A. Brandon, of Lexington, Second

Vice-President, and Dr. George McSwain,
Paris, Secretary.

ABSTRACTS OF CURRENT UTERATURE

ANESTHESIA
By Hugh Bakr, M.D.

Medical Arts Building, Nashville

Postoperative Pulmonary Complications: With Special

Reference to the Effect of Spinal Anesthesia. L. F.

Sise, M.D., Boston, Mass. Current Ressarches in

Anesthesia and Analgesia, January-February, 1932.

The author presents an array of statistics from
various investigators. These figures cannot be re-

lied upon too closely, because so many factors and

conditions are included. However, these figures

do tend to show that spinal anesthesia as compared
with ether does not cause so many pulmonary com-

plications, but the difference is extremely small.

There were more pulmonary complications under

ether in upper abdominal operations, and the fig-

ures were about the same in lower abdominal op-

erations.

The old term, “ether pneumonia,” is now log-

ically and happily changed to “postoperative pneu-

monia.” Postoperative pneumonia under either

ether or spinal anesthesia is more prone to occur

after upper abdominal operations, and efforts

should be directed to overcome lower lung collapse

by carbod dioxide and breathing exercises. An im-

portant contributing factor causing pulmonary
complications is preoperative respiratory infection.

DERMATOLOGY
By E. E. Brown, M.D.

Doctors Building, Nashville

Viosterol in the Treatment of Pemphigus. By John B.

Ludy, A.M., M.D.
; C. Moore DeValin, M.D.; and

Patricia Hart-Drant, M.D. From the Departments of

Dermatology: Philadelphia General, Episcopal, Penn-

sylvania, Lankenau and Methodist Hospitals, Philadel-

phia, Pa.

The authors report the uncomplicated recovery

under massive dosage of viosterol in six cases of

chronic pemphigus. They also report the recovery

of two cases treated by a colleague. They abstract

the records of fifty-five cases occurring in Phila-

delphia, Pa., during the past eleven years. Of
these cases, twenty-one were removed unrelieved

from the hospitals by their relatives and against

physicians’ advice. Consequently, the final results
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in these twenty-one cases are not matters of record.

Of the thirty-four cases with records, thirty-three

showed a fatal termination, a mortality of 98.2

per cent. The eight cases treated with viosterol

showed 100 per cent recovery. The first case was

given 45 c.c.’s daily. The remaining cases were

given from 4 to 8 c.c.’s three times daily. Repeated

X-rays showed no calcium deposit in the soft tis-

sue. A few weeks after treatment was begun the

blood calcium increased about 2 mg’s, per 100 c.c.

The treatment was increased until no new bullae

occurred.

OPHTHALMOLOGY
By Robert J. Warner, M.D.

Doctors Building, Nashville

Slitlamp Study of Corneal Vessels in Egyptian Tra-

choma. R. P. Wilson. American Journal of Oph-

thalmology, January, 1933.

Following Vogt’s method, the limbal vessels are

divided into three more or less distinct zones

—

first, the peripheral palisade zones; second, the

zone of vascular loops; and, third, the very narrow

zone of end capillary loops. The first two zones

may vary greatly in width, but the latter remains

astonishingly constant in normal cases. Whenever
this zone is widened, the cornea may be considered

pathological. In trachoma, where definite scarring

of the tarsus has occurred, there are always long

new vessels in the cornea, even though there may
be no marked change in the transparency of the

cornea. Sometimes cases of healed trachoma are

seen which present no tarsal scarring and in which

the cornea is clear when examined with the loupe.

The slitlamp appearance of the end capillary loop

zone in these cases is of very definite diagnostic

value. The zone no longer appears as a narrow,

delicate fringe. The meshwork of vessels is much
more open, the loops are elongated, the caliber of

the vessels is enlarged and irregular, and the edge

of the zone is less regular than normal. In any
doubtful case this appearance is extremely sugges-

tive of a previous mild trachomatous infection,

since it has been found to occur in no other con-

junctical disease.

PEDIATRICS
By John M. Lee, M.D.

Doctors Building, Nashville

Early Diagnosis and Treatment of Intra-Cranial Hemor-

rhage in the New-Born. Clyde Moore, M.D., Omaha,

Neb. The Nebraska State Medical Journal, Decem-

ber, 1932.

The author lists the most common early symp-

toms of this condition as follows: (1) Signs of

cortical irritability; crying, heightened irritability

of the motor centers, such as twitching of the mus-

cles, spasticity, and convulsions. In some cases 1
of ventricular or sub-tentorial hemorrhage the in-

fant may be very quiet or even comatose, but usu-
]

ally even in these cases there are early signs of

cortical irritability. (2) Refusal to nurse. This
]

is probably due to disturbance of the normal reflex

of nursing. (3) Disturbance of respiration. The
breathing may be either slow or may be rapid and
irregular. (4) Cyanosis or pallor. (5) Signs of I

increased intracranial pressure, evidenced by bulg-
\

ing fontanelle or increased pressure of spinal fluid,
j

(6) Paralysis. (7) Ocular signs. (8) Changes
in the coagulation and bleeding time of the blood.

Intracranial hemorrhage in the new-born from 1

birth injury is to be differentiated from sepsis, 1

atelectasis, congenital heart defect, and pneumonia.
Objectives of treatment include control of hem- S

orrhage by intramuscular injection of whole blood.
j

Relief of intracranial pressure should be attempted
by lumbar or cisternal puncture, the latter method I

being favored by many writers. Respiration should 1

be maintained by administration of 10 per cent C02
in oxygen as long as there are cyanosis or irregular I

breathing. Strenuous mechanical methods of re- I

suscitation should be avoided. Convulsions should

be controlled by sodium luminal by hypo. Vs to V± I

grain if net relieved by spinal puncture. Magne-
sium sulphate intramuscularly is advised by some.

Adequate foed and fluid intake is essential.

SURGERY— GENERAL AND
ABDOMINAL

By John L. Dies, M.D.

1213 Exchange Building, Memphis

Treatment of Fractures of the Bones of the Leg. James !

William Martin, M.D. Surgery, Gynecology and Ob-

stetrics. Volume LVI, Number 6, June, 1933.

The technique of immediate reduction by means
]

of skeletal traction on the specially constructed
j

frame, followed by immediate fixation in plaster, 1

is applicable to practically all fractures of the

shafts of the tibia and fibula, with considerable dis- I

placement, whether simple or compound. In com-
|

pound fractures debridgement is sparingly per-

formed, only the skin edges and the frankly de-

vitalized muscle tissue being excised. The wound
is packed with vaselinized gauze, and no attempt I

is made to bring the skin edges together, though a '

few silkworm sutures are inserted chiefly to con-
j

trol oozing. Copious dressings are then laid over 1

the wound and bandaged in place, after which the

pin or wire is inserted into the heel just as in a

simple closed fracture. No window is cut in the
]

cast, and the compound fracture wound is not

dressed as long as the patient’s temperature does 1

not become alarming. If frank infection does de-

velop, it is, of course, treated according to com-

mon surgical principles.

The chief advantage of the traction frame over
j

the standard fracture tables in the treatment of
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the fracture here under consideration is that it

permits traction on the leg with the knee flexed to

90 degrees, with a minimum of bother and a maxi-

mum of control. And there can be no difference of

opinion regarding the preferable position of the

knee during reduction of these fractures. The

right-angle flexion position Is by far the better.

It is better than the extended position, because it

gives additional relaxation to the calf group of

muscles, because it affords a perfectly fixed point

of countertraction, and because it renders redislo-

cation of the reduced fragments after application of

the cast impossible. The author thinks this par-

ticular frame has perhaps some advantage over the

apparatus used by Boehler, inasmuch as angulation

at the site of the fracture is less likely to occur with

the leg in the dependent or vertical position than

it is with the leg in the horizontal position; fur-

thermore, this frame interferes less with applica-

tion of the plaster cast; and, finally, it is simpler

to construct. Other advantages of the frame be-

sides its efficiency are its inexpensiveness and port-

ability. It may be used for fractures other than

those of the tirnia and fibula, though this does not

come within the scope of this paper.

Summary
1. Open reduction and internal fixation by means

of nonabsorbable material in fractures of the bones

of the leg is too frequently followed by delayed or

nonunion.

2. Closed reduction will give a high percentage

of good results in terms of shortened convalescence

and minimal functional impairment, provided skele-

tal traction is properly employed.

3. A technique of closed reduction by skeletal

traction, and details of post-reduction treatment

are given, and a simplified traction frame is de-

scribed.

UROLOGY
By Tom R. Barry, M D„ F A.C.S.

Madical Building, Knoxville

Renal Complications of Biliary Tract Infections. Wil-

liam Bartlett. S. G. & O., June, 1933.

While permanent damage to liver, pancreas, and
heart are well-recognized complications of the bil-

iary tract disease, few clinicians have concerned

themselves with the possibility of renal involve-

ment. Previous to this report, only an occasional

writer has contributed to this condition. Staeheli

believes amuria due to the sum of many factors,

most prominent of which are long duration of the

disease, infection, and jaundice. He recommends
careful functional tests before operation, and
urged early operation in acute, severe cholecystitis,

before renal damage occurred.

Banner and Whipple found an abnormally high

phthalein excretion in animals in which liver dam-
age had been produced by chloroform and phos-

phorus. They explained this by assuming that 10

to 15 per cent of phthalein normally excreted by the

liver is shunted through the kidneys in the presence

of liver damage. They concluded that an abnor-

mally high phthalein in the presence of healthy

kidneys should make one suspicious of severe liver

damage. The kidneys, however, may be seriously

damaged either with or without jaundice, and
without serious impairment of liver reserve. An
increase in blood sulphates is an early sign of renal

drainage, and occurs before phthalein decrease.

The author believes that the ability of the kid-

neys to concentrate is a very reliable renal test.

Thirteen cases are reported in detail.
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THE FUNCTIONAL OR PRECLINICAL STAGE OF ESSENTIAL
HYPERTENSION*

George E. Brown, M.D., Division of Medicine, The Mayo Clinic, Rochester, Minnesota

THE ADVANCES in the past several

decades in knowledge of essential

hypertension have been largely along

two lines. One of these advances has been

the demonstration that high blood pressure

is a symptomatic disturbance and is com-

mon to many conditions. Allbutt was the

first to show that there is a form of hyper-

tension which is independent of disease of

the kidneys, which he termed hyperpiesia,

and which in America is recognized as

essential hypertension. With this clarifi-

cation, secondary forms of hypertension

have been separated from the primary form,

and this has reduced the number of cases

that formerly were designated as essential

hypertension. The other advance was that

more exact information has been obtained

of the pathologic changes in the smaller

arteries and arterioles, occurring in the

different stages of hypertension. The work
of Keith and his associates on the measure-
ments of the lumens and walls of the arte-

rioles in specimens of muscle taken for

biopsy in cases of the more severe forms
of hypertension, allows classification and
prognostic information.3 There has been
an increase in knowledge of the condition

known as “malignant hypertension.”

In this study an attempt is made to form-
ulate a concept of the course and pathogene-
sis of hypertension, attempting to make

*Read before the Tennessee State Medical Asso-
ciation, Nashville, Tennessee, April 11 to 13, 1933.

more understandable the earlier manifesta-

tions of the preclinical, or functional, stage.

TABLE I.

Etiology of essential hypertension

I. Constitutional or “X” factor, expressed as

a. Hypersensitive vasomotor center

b. Abnormal reactor mechanism
Arteriolar tissue

Sympathetic nerve endings

Endocrine factors.

II. Subsidiary or accelerating factors of “wear

and tear”

a. Environmental agents

b. Toxic or infectious effects.

ETIOLOGY
The familial or constitutional basis is

probably of major importance (Table I).

Present viewpoints may be summarized as

follows: (1) There is a biologic or constitu-

tional factor which is expressed by hyper-

irritability of the vasomotor center or

by an abnormal reactor mechanism, situated

in the sympathetic nerve endings, or evident

in endocrine hyperfunction. (2) Subsidiary

factors are the effects of environmental

stresses and strains on the predisposed sub-

ject. (3) Toxic or infectious insults may
play a part. Environment and infections

constitute wear and tear.

ABNORMAL PHYSIOLOGIC FACTORS
The most acceptable explanation for the

generalized increase in intravascular ten-

sion is that there is generalized constriction
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of the small arterioles. How this is mediat-

ed is as yet unsettled. The following ex-

planations are available:

There may be a hyperirritable vasomotor

center in the medulla, which by stimulation

of diverse types causes excessive response

on the part of the vasomotor nerves. There

are certain analogies between this and

other forms of disturbance of the vegetative

nervous system. Disturbance of the heat

regulatory centers, and abnormal fluctua-

tion of body temperature following emo-

tional or psychic stimulation, so-called

neurogenic fever, have been observed.

Similar abnormalities, probably of central

origin, are observed in the behavior of the

pulse rate and the sweat glands. Localized

forms of vasomotor over-reaction are seen

in Raynaud’s disease, in which there are

symmetrical vasoconstrictor disturbances

of the skin of the extremities. The bilateral

distribution of the disturbance in Raynaud’s

disease favors its origin in the nerve centers

of the spinal cord or brain. There is some
physiologic proof of the central origin of

essential hypertension; namely, there is a

marked drop in blood pressure with section

of the spinal cord, and following spinal

anesthesia, by which sympathetic control of

arterial tonus is temporarily cut olf.

To assume that essential hypertension

has a peripheral origin it would be neces-

sary to postulate abnormal behavior of the

reactor mechanism, a hyper-reactive mus-
culature in the arterioles, or that the sympa-
thetic nerve endings in the arteries are at

fault, or that an excessive response on the

part of the pressor hormones is present.

The evidence at hand, although incomplete,

favors central origin of the widespread

vasoconstriction in hypertension.

It is important accurately to define what
are the physiologic purposes in the main-

tenance of blood pressure. There are two :

(1) maintenance of a sufficient degree of

systemic blood pressure to maintain life at

an optimal level; (2) the function of re-

sponse. Many factors are involved in the

mechanism of maintenance of systemic

blood pressure: the heart, the venopressor

function of Henderson, tonus of the mus-
cles, the vasotonus and autotonus of arter-

ies, and pressor hormones. Cannon’s work
on the desympathectomized animal has in-

dicated that with total removal of the

sympathetic nerves of the cat there is no

change in this “maintenance blood pres-

sure.” The function of response postulates

the ability of the blood pressure to change

rapidly with varying physiologic demands

and with many forms of stimulation. Thus,

the blood pressure is fluctuating from
moment to moment. It reacts to multiple

stimuli : visual, auditory, psychic, emotional,

physical, and others. The sympathetic

nervous system, suprarenal glands, and the

pressor muscle hormone of Cannon may
play major parts in this mechanism of

response. In considering hypertension

from its clinical aspect, it is necessary to

realize the essential differences in these

functions, and to emphasize the importance

of the reactor function. Reasons for this

statement will be elucidated in this paper.

CLASSIFICATION OF HYPERTENSION
The simplest classification is to divide

hypertension into two groups: primary or

essential hypertension and secondary forms
(Table 2).

TABLE 2.

Classification of hypertension

I. Primary or essential

1. Pre-organic

Functional

2. Organic

Benign

Intermediate forms .

Malignant

II. Secondary

1. Glomerulonephritis, toxemia and pregnancy
2. Arteriosclerosis

3. Aortic heart disease and arteriovenous

fistula

4. Tumors of suprarenal glands

5. Hyperthyroidism

6. Intracranial lesions.

In recent years more secondary forms

have been recognized than formerly. Of
particular interest is the acute paroxysmal

hypertension caused by tumors of the sym-

pathetic or chromaffin tissues, and the type

due to coarctation of the aorta. The pri-

mary forms can be divided on the basis of

the organic changes demonstrable in the
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smaller vessels of the retina and muscles

in two main groups: the preorganic type

and the organic type.

By measurement of the hypertrophy of

the wall of the arterioles, the organic group

has been divided by Keith into three sub-

groups.

THE PRECLINICAL OR FUNCTIONAL
PHASE OF HYPERTENSION

Essential hypertension in the earliest

stages is expressed by an exaggerated

response on the part of the systemic blood

pressure to ordinary stimuli. This is

present early in life of the subject who has
constitutional predisposition to hyperten-

sion in later life. This hyper-reactibility of

blood pressure to usual or normal stimuli

of diverse types is then the earliest and
probably the sole expression of the disorder

in preclinical hypertension. It exists years
before clinical or organic hypertension is

apparent. For several years we have been
studying, at the Mayo Clinic, the reactions
in blood pressure of normal and diseased
subjects. This was originally carried out
by hospitalizing the patient and taking the
blood pressure hourly, over a period of
twenty-four hours of rest and twenty-four
hours of usual mental and physical activity.

From these studies it was shown that there
exists a variation or response in blood
pressure from hour to hour, and in

addition a vasomotor rhythm, a rising

blood pressure during the day,

a fall during sleep, and a pre-

awakening rise. This diurnal

curve was present among all sub-

jects studied, normal and ab-

normal. Among patients with

Addison’s disease this curve was
almost non-existent. Among
subjects with hypotension, the

curve was slight, and the varia-

tions from hour to hour were
what would be expressed as

minimal, averaging 10 mm. of

mercury for systolic pressure,

and somewhat less for diastolic

pressure. Among patients in the

early or functional stage of hy-

pertension, the curve was ex-

aggerated, but was of exactly the same na-

ture and pattern as that obtained with the

normal subject. The responses of blood pres-

sure to psychic and emotional stimuli were

of the same order as those of the normal sub-

ject, but exaggerated. In the more ad-

vanced forms of hypertension, with organic

changes in the arterioles, there was still

greater exaggeration of these responses

;

the diurnal curve was more pronounced. In

the still more advanced forms of hyperten-

sion, with high diastolic pressure, there was
a tendency toward diminishing reaction to

stimuli and to fixation of the blood pressure

curve at high levels. This is related, no

doubt, to the organic changes in the arteries.

From these studies it was believed that

whatever the fundamental abnormality is

in essential hypertension, the response of

the blood pressure is similar to, but greater

than, the normal. This is important, for it

seems to eliminate the possibility of some
circulating toxin, or possible infection, as

the chief etiologic factor in hypertension.

It seems to add weight to the theory of its

neurogenic etiology.

STANDARD STIMULUS (COLD)

In order to determine the reactibility of

the blood pressure of a given subject, it

seemed essential to simplify the methods of

study (Fig. 1) . It was found that immersion

of the hand in ice water at 5° C., for one

minute, produced a sharp increase in sys-

Fig. 1. Response of systolic blood pressure to local application
of cold.
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tolic and diastolic pressure.3 * In a large

number of normal subjects there was an

average increase of 11 mm. of mercury,

with a range of from 5 to 14 mm. in the

systolic pressure, and an average increase

of 8.8 mm. of mercury in diastolic pressure.

In cases in which there were well estab-

lished grades of essential hypertension, the

increase in systolic and diastolic blood pres-

sures, in response to cold, was from three to

six times that obtained with normal sub-

jects. In the more advanced cases of or-

ganic hypertension there was a further

change in pattern of the response, in that

there was definite delay in the return of

blood pressure to the level that obtained

before the test. In cases of senile arterio-

sclerosis without hypertension, the response

was normal. Of great interest was the find-

ing in a certain percentage of apparently

normal subjects, whose ages varied from
eighteen to forty years, responses to the

cold test of two or more times that found

among normal subjects. This observation

was considered of great importance, in that

it seemed to indicate that the subjects were

potentially hypertensive. Substantiating

evidence of this was the fact that more than

75 per cent of the parents of these subjects

had high blood pressure, or had died of

cardiovascular renal disease. The majority

of these patients had the personality, and

many of the characteristics, commonly as-

sociated with hypertension. They were

energetic, aggressive, alert, usually inde-

fatigable, and with robust body build. Com-
plete proof of this statement is lacking, and

will not be available until these subjects

have been observed for years. We have

not carried out studies of subjects who were

of ages before puberty.

If these observations are confirmed, and

there is much to strengthen the belief that

they will be confirmed, a different viewpoint

of the disease we call essential hypertension

will be necessary. It is a fact, attested to

by all clinicians who have had experience

in the treatment of hypertension, that in the

*Patients are placed at rest, recumbent, until

the basal blood pressure is obtained; then the cold

test is carried out. The reaction occurs in from
twenty to sixty seconds.

usual clinical stage of this disease, irrever-

sible changes have taken place in the small-

er arteries. These changes include hyper-

trophy of the media, and changes in the

intima that we recognize as arteriosclerosis.

This is followed by diminished function of

the arteries, ischemia of the important
tissues, and muscular fatigue. It is neces-

sary then, in considering the therapeutic

possibilities in hypertension, to direct the

main efforts to the pre-organic stage of the

disease. If this disease is to be amenable
to treatment, the therapeutic measures must
be instituted in the stage before the irre-

versible organic change in the arterioles

has appeared. It seems likely that in the

future we will be able to determine the

hypertensive trend years before the blood

pressure has attained levels sufficiently high

to be designated clinically as essential hy-

pertension. Hypertension should not be

considered as a static or fixed condition, but

must be considered as a state of abnormal
responsiveness of blood pressure. This re-

sponse is probably due to some inherent

abnormality of the vasomotor centers in the

medulla, and is mediated through the sym-
pathetic nervous system, perhaps condi-

tioned by abnormal output of pressor hor-

mones. The importance of this hyper-re-

active mechanism seems obvious ; the factor

of wear and tear on the arterial structures

is excessive, and the changes that come with

increasing age are accelerated. Conversely,

those subjects with a constitutional trend

toward longevity have minimal or hypore-

active mechanisms.

THE PROBLEMS OF TREATMENT
Treatment of the functional, or hyper-

reactive stage of hypertension should then

be directed toward measures that diminish

this hypersensitivity of the vasomotor sys-

tem. As yet there are no effective measures

which will accomplish this. The effect of

various preparations of barbituric acid on

the response of the blood pressure to cold,

indicates that these drugs, in moderate

doses, diminish the reactivity of the blood

pressure to cold as much as 70 per cent;

this was accomplished without marked slow-

ing of the psychic reactions. Prolonged
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periods of rest, and of change in environ-

ment, modify or condition the hyper-reac-

tive response of some subjects. This needs

to be studied further. Ethyl alcohol taken

by mouth diminishes the response of blood

pressure as much as 70 per cent. Warm
baths also diminish the hyper-reactive re-

sponse but to lesser degree. In the younger

subjects with hyper-reactive responses, but

without clinical degrees of hypertension,

|

compound solution of iodine, 30 minims a

day for several days, has been shown to

obliterate or sharply diminish these reac-

tions in some subjects. Significant effects

on the reaction to cold have not been ob-

tained with the use of potassium sulpho-

cyanate. Much additional work must be

carried out along this line, with other drugs,

to determine, if possible, their beneficial

effects. The use of the standard stimulus of

cold has a value in determining the action

of drugs.

Surgical treatment of hypertension may
offer some benefit in the future. It has

been found in dogs that by removing the

thoracic sympathetic chain, thus largely re-

moving from the splanchnic arteries their

vasomotor control, the reactibility of the

systemic blood pressure to various forms

of stimuli diminished; these animals were

studied for periods of many months after

the operation. It was found that, in addi-

tion, removal of one suprarenal gland, and

denervating the opposite one, accentuated

this inhibiting effect. It seems probable

that the development of surgical procedures

whereby the major and minor splanchnic

nerves are resected, and the central splanch-

nic vasomotor reflexes are abolished or

reduced, will be carried on eventually to the

treatment of essential hypertension. It

is necessary to remember that this is at

present experimental and theoretical, but

there is much to make one think that some
therapeutic agent will be developed that will

modify the hyper-reactibility of the blood

pressure of potentially hypertensive sub-

jects. It is not to be expected that these

measures will be applicable to the late or

advanced organic changes of the disease, in

which the vasoconstrictor factor is of less

consequence than the organic narrowing of

the arteriolar lumen. It seems very likely

that the degree of reactibility of the vaso-

motor system determines longevity of arter-

ies and of the individual. Minimal respon-

ses to environmental stimuli mediate lesser

grades of deterioration in the arteries than

in those subjects with excessive reactions.

This correlates with Aschoff’s conception of

arteriosclerosis : that it is a pathologic

wearing out of the vascular tissues.
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THE ROLE OF THE HEMOPOIETIC HORMONE (ADDISIN) IN
DISEASES OF THE BLOOD*

Roger S. Morris, M.D., Cincinnati, Ohio

M R. PRESIDENT, LADIES, AND
GENTLEMEN : I appreciate very

much the invitation to appear on

your program this afternoon, and I thank

Dr. Burwell for his very kind introduction.

The subject that I have chosen for dis-

cussion this afternoon is one that we have

been interested in for the last year and a

half. You are all entirely familiar with

the rapid advance that has been made in

the study of diseases of the blood in the last

ten years. The work has been founded upon

experimental studies of George Whipple,1

Professor of Pathology at the University of

Rochester. His studies of the effect of

various articles of diet upon anemias in dogs

caused by repeated hemorrhage disclosed

the fact that liver produced a more rapid

regeneration than any article employed.

These observations attracted the attention

of the clinicians, Minot and Murphy, 2 and

as a result of their studies it was found that

the liver diet which worked well in second-

ary anemias of dogs was practically specific

in the primary pernicious or Addisonian

anemia. Liver extract for oral, intramus-

cular and intravenous use followed the dis-

covery of the value of liver diet, and later

hog stomach was proposed independently

by Sharp,3 by Conner,4 and by Wilkinson,5

and the value of it was proved by Sturgis

and Isaacs. 6

In pernicious anemia, long before the dis-

covery of the value of liver, one of the im-

portant diagnostic criteria has been achylia

gastrica. Absence of free hydrochloric acid

in the gastric juice is found in at least 99

per cent of patients with pernicious anemia.

One sees an occasional case with free acid.

The constancy with which this change

*From the Department of Internal Medicine,

University of Cincinnati, and the Medical Clinic,

Cincinnati General Hospital. Read before the Ten-
nessee State Medical Association, Nashville, April

11, 12, 13, 1933.

occurs aroused the curiosity of William B.

Castle,7 whose studies are the most impor-

tant contribution to our knowledge of perni-

cious anemia since Minot’s introduction of

the liver diet. He found that if he gave a

patient, ill with pernicious anemia, 300

cubic centimeters of normal gastric juice

daily over a period of ten days, it had no
effect on his blood picture,—produced no
increase in reticulocytes, no increase in the

number of red cells. But if he first incu-

bated the gastric juice with beef, he found

the same sort of response that is obtained

with liver. He then prepared an artificial

gastric juice containing hydrochloric acid,

pepsin and rennin, and digested beef with

this artificial gastric juice. He obtained no

response in a patient ill with pernicious

anemia, showing quite clearly that it is

neither a lack of hydrochloric acid, pepsin

nor rennin in the juice which produces the

substance that stimulates the bone marrow.

Later, he showed that vitamine B
2
can be

substituted for beef, i.e., the addition of vi-

tamine B to normal gastric juice resulted in

the production of some substance that stim-

ulates the bone marrow in pernicious

anemia. This led Castle to conclude that

there is an intrinsic factor in the gastric

juice, the nature of which is unknown, and

that the action of this intrinsic factor on

extrinsic factors such as beef or vitamine

B is necessary to produce the substance that

stimulates the bone marrow. The absence

of the intrinsic factor, he believes, is the

probable cause of pernicious anemia.

Castle has shown, too, that this same

mechanism may explain some of the macro-

cytic anemias, such as the anemia that

occurs in sprue. He furthermore showed

that boiling gastric juice or heating it to a

temperature of 66 to 70 degrees Centigrade

for half an hour or to 40 degrees Centi-

grade for three days would completely in-

activate it. Normal gastric juice subjected
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to these temperatures, when incubated with

beef, resulted in an inactive preparation.

It was at this point that we became in-

terested in the study of this problem, and

it occurred to us8 that normal gastric juice

which, when given alone to a patient with

pernicious anemia, caused no response, still

might contain a substance capable of stimu-

lating the bone marrow if it could be ad-

ministered intramuscularly or intravenous-

ly. We very quickly found that neutralized

gastric juice can not be given safely intra-

venously, but it can be given intramuscular-

ly without undue reaction.

Unconcentrated sterile gastric juice,

when neutralized, produces practically no

hemopoietic response in pernicious anemia.

We therefore concluded to try concentration

of the gastric juice, and in this we were
helped very much by the advice of Dr. Glen

Cullen, who was formerly connected with

Vanderbilt Medical School. At his sugges-

tion we tried concentration of the gastric

juice in vacuo, at a temperature below 37

degrees.

The intramuscular injection of this con-

centrated material in a patient with perni-

cious anemia was carried out. The solid

black line shows the number of red cells,

and the broken line is the percentage of

reticulocytes. (Fig. 1).* This patient had

been under observation, with daily reticulo-

cyte counts for more than a month. He was
given an injection of material obtained from
900 cubic centimeters of gastric juice, and
there was an almost immediate response

in the reticulocytes which increased to

about 17 per cent, and then gradually fell.

Previous to the time when this injection

was given, which was a single injection

from a concentrate of 900 c.c. of human
gastric juice, we had been giving to this

same patient almost daily injections of a

concentrate from approximately 100 c.c. of

gastric juice, and the lower curves represent

the result of repeated small injections.

There was practically no effect on the red

cell count and very little effect on the retic-

ulocytes. This indicates quite clearly, then,

that the substance which is present in the

normal gastric juice of man is more effec-

tive when given in a single large dose than

when repeated small doses are given. We
have found that this hemopoietic substance,

is dialyzable through collodion and with-

stands the chemical process of esterification.

Both of these facts practically

exclude the possibility of its

being an enzyme, and we look

upon it therefore as a hormone
which is probably the normal
stimulant of the bone marrow.

Figure 2 (see following page)

is a curve of another patient

with pernicious anemia who was
given the ethyl ester of the con-

centrate from 1000 c.c. of human
gastric juice. The response is

quite similar to that in figure 1.

We next tried to determine

whether this substance is pe-

culiar to man or whether it

exists in the gastric secretions

of animals. Gastric juice from
a dog was obtained by producing

*This, together with other figures

in the paper, are reproduced with the

kind permission of the editor of the

Annals of Internal Medicine.

Fig. 1. A. Percentage of reticulocytes and red cell count
following 9 units of human gastric juice in divided doses. B. The
same following 9 units in a single dose.
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tlon of i'ster from 1000 oc

.

Fig. 2. Percentage of reticu’ocytes and red cell count follow-
ing the injection of 10 units of ethyl ester of human gastric juice.

a gastric fistula. The concentrated gastric

juice of the dog produces a reticulocyte re-

sponse in pernicious anemia just as human
gastric juice does. Swine and cattle also

produce this hemopoietic hormone. In

recent months the studies have been carried

out largely with material obtained from the

gastric contents of swine. The gastric con-

tents have been secured and the preliminary

concentrations carried out by

the Research Division of Parke,

Davis & Co. As yet, we have

not been able to perfect a method

of production on a large scale

which yields an active prepara-

tion. It has, therefore, been

impossible to supply other clinics

or even to meet our own needs.

This curve, however, I should

like to demonstrate to you. Ma-
terial9 was subjected to prelimi-

nary concentration and then fur-

ther concentration was carried

out in our laboratories in Cin-

cinnati by Dr. J. H. Foulger.

This patient received in one in-

jection the equivalent of 5700

c.c. of gastric contents of swine,

reduced to a volume of 8*4 cubic

centimeters. This was injected

intragluteally. The reticulocytes

rose and reached a maximum of

about 27 per cent and finally

came down again to nearly

normal. The reticulocytosis con-

tinued so long that we feared we
had injured the patient, that we
had overstimulated him

;
it lasted

for a period of forty-four days
(Figure 3). Twenty-seven days

was the longest reticulocytosis

previously recorded, and that

from liver therapy reported by
Minot, Murphy, and Stetson.

Note what happened to the

patient’s red count. There was
very little change in the count

until near the end of the retic-

ulocytosis, and then in the

space of a short time the count

rose steadily and reached a level

of four million per cubic millimeter. There

was also a rise in the hemoglobin corre-

sponding with the red cell increase. This

entire reaction resulted from a single in-

jection of concentrated gastric contents.

The patient received no other treatment.

An intense stimulation of the bone mar-

row is shown by these curves. With the

reticulocytosis there was a very large num-

Fig. 3. The hematologic response following a single dose of 30
units of the ethyl ester of swine gastric contents.
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ber of nucleated red blood cells in the cir-

culating blood, and there was another

phenomenon that one sees in certain cases

of pernicious anemia, not in all,—a con-

siderable increase of eosinophile cells.

The ethyl ester of swine gastric contents

produces quite similar results. Another

patient received the equivalent of 3200 c.c.

of gastric contents, the concentrate being

subjected to esterification. The bulk of the

material injected was 5 c.c. He had a pro-

longed reticulocytosis, not as prolonged as

the other patient. (Fig. 4.) The red cell

Fig. 4. The hematological response following a single dose of
57 units of concentrates swine gastric contents.

count remained fairly stationary until the

reticulocytosis was ended and then went up

to four and a half million jvith a rise in

hemoglobin to 93 per cent. This patient

also received no other treatment.

There is no measure of dosage of con-

centrated gastric contents, so that we have

chosen arbitrarily the following scheme of

dosage. We have designated as one unit

of gastric juice or gastric contents the ma-
terial recovered from 100 c.c. of original

material. Thus, if we gave a patient ma-
terial obtained from 5700 c.c. of gastric

contents, we would say that the patient re-

ceived 57 units
;
if we gave the equivalent of

three liters of gastric contents, we would
say that he had 30 units.

These studies, I should say, are in the

nature of preliminary observations. We
have not had enough active material as yet

to treat as we would like the patients in our

wards, and therefore have not been able to

supply it to others.

There are some observations on erythre-

mia which are of some interest. Pernicious

anemia, we believe, is due to the absence of

this hormone which we have designated

addisin, after Thomas Addison, the great

English clinician who first described perni-

cious anemia. There are certain facts in

connection with erythremia

which lead us to believe that it

is due to a hypersecretion of

addisin on the part of the

stomach.10 One may contrast

pernicious anemia and erythre-

mia much as one might contrast

myxedema and hyperthyroidism.

In each disease there is a hyper-

plastic marrow which is normo-

blastic in type in erythremia and

megaloblastic in pernicious

anemia
;

a greatly increased

number of red cells in one dis-

ease, a greatly decreased number

in the other; in both, evidences

of active bone marrow, — the

presence of normoblasts and

often polychromatophilia in pa-

tients who have a red count of

9,000,000 or 10,000,000. The
same may be encountered in pernicious

anemia. Achylia is usually absent in ery-

thremia, usually present, almost always

present, in pernicious anemia.

Since the bone marrow is hyperplastic in

erythremia, we thought that it might be

possible to produce a reticulocyte response

by proper stimulation. It has been found

in pernicious anemia, in treating the disease

with liver extract and ventriculin, that no

reticulocyte response occurs after the red

cells have reached a level of 3y2 million. A
patient in our wards with pernicious anemia
had received liver extract intramuscularly

and had made a very splendid recovery from
his anemia, up to a count of around 4,000,-

000 cells. The count remained stationary
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at that level. We doubled the dose of liver

extract intramuscularly and still there was
no rise, so we thought it would be of interest

to see what human gastric juice might do.

We gave this man an injection of the

equivalent of about 800 c.c. of human gas-

tric juice (8 units) and there was an in-

crease of reticulocytes to 2.7 per cent.

Normally the reticulocytes are about one

per cent or less. This was a distinct in-

crease in a patient with pernicious anemia
having 4,000,000 red cells. The total num-
ber of reticulocytes rose to 110,000 per cubic

millimeter. Incidentally, this patient’s red

count following the single injection of

human gastric juice soon rose to 5,000,000

and he was discharged in the course of

about three weeks.

A patient with erythremia who had

8,900,000 red cells was given an injection of

12*4 units of the gastric contents of swine.

His reticulocytes had been below one per

cent. They rose promptly to 2.5 per cent,

or 212,000 per cubic millimeter, which

would indicate, we believe, that the bone

marrow in erythremia is at least as re-

. g Erythremia.

sponsive, or more so, to stimulation than

the bone marrow of a patient with perni-

cious anemia approaching a remission.

This same patient with erythremia, an

intelligent German, who had had the disease

for a number of years, was unfortunate

enough to have a duodenal ulcer in addition

to erythremia. He was advised by his phy-

sician to carry out gastric aspiration and

lavage in the evening three or four times a

week to relieve the symptoms of duodenal

ulcer. During this time, he received no

treatment for erythremia. The red count

when he began washing out his stomach was

10,000,000 per cubic millimeter. That was
in June. In December the red count had

dropped to 5,300,000. (Fig. 5.) He said

he felt very much better and he had no ulcer

symptoms. In December he stopped wash-

ing out his stomach and by April the red

count had risen to 10,200,000.

These observations tend to support the

theory that erythremia is due to a hyperse-

cretion of addisin. The removal of addisin

from the stomach during the process of

digestion in the evening, it seems, was
sufficient to lessen the overac-

tivity of the marrow and allow

the blood count to return to

normal.

In this connection I may men-
tion another possibility for con-

trolling the disease. We have

tried to lessen the gastric secre-

tions by giving belladonna and

strontium bromide without any

appreciable effect on the blood

count. We have also tried x-ray

therapy in light doses such as

was recommended at the Peter

Bent Brigham Hospital by

Emery in the treatment of gas-

tric and duodenal ulcer. This

also has produced no effect. We
think that it is possible that

placing these patients on a diet

which is just the opposite of the

diet one gives in pernicious

anemia may be the answer to the

treatment of this disease.11 The

diet that we have chosen is a low

Fig. 5. Records of red count in erythremia. First half of

chart: gastric lavage three to four times weekly. Second half

(days 160-320): lavage discontinued. No other treatment.
In reproducing, blot out upper broken line representing Hb%.
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purin diet, such as is recommended in gout,

j

It will take observations on a considerable

I
number of patients to determine whether

|

there is anything in this possibility, whether

fi it has any real therapeutic value, and we
hope that other clinicians when they have

|

the opportunity will contribute to the study

j
of this possibility by trying a low purin

|

diet in erythremia.

Hemolytic jaundice is another disease

that we have just begun to study. This

disease, as you know, is one which is fre-

quently familial, and it is associated with a

|
chronic jaundice, anemia, a chronic increase

fc in reticulocytes rather than a transient, as

in pernicious anemia, and it is a disease in

which the spleen is usually enlarged. This
type of jaundice is further characterized by
the absence of bile pigments in the urine,

by the increase of urobilin.

If we contrast pernicious anemia and
hemolytic jaundice, some rather interesting

points come out. Here again we have a

normoblastic marrow compared with a

megaloblastic. Anemia is present and there

is a high color index. The production of

red cells is increased, that is, we find large

numbers of reticulocytes in the blood at all

times practically. But because of the fact

that there is anemia, it is reasonable to

assume that the cells that are produced do
not mature normally. In other words, there

is defective maturation. In pernicious

anemia, there is a decrease in production as

well as defective maturation prior to the
beginning of treatment.

In hemolytic jaundice, then, chronic reti-

culocytosis occurs, contrasted with transient
in pernicious anemia, either spontaneous or

as the result of treatment. Polychromato-
philia is nearly always present. Normo-
blasts are found. The diameter of the cells

is usually diminished, whereas it is in-

creased in pernicious anemia, but there is

an increase in volume of the red cells just

as there is in pernicious anemia.

Evidences of increased marrow activity

are also seen at times in the presence of

normoblasts and of myelocytes. Achylia

may or may not be present in hemolytic

jaundice; it is usually present in pernicious

anemia. Bilirubin in the serum is increased

constantly in hemolytic jaundice, and be-

fore treatment in pernicious anemia.

Splenomegaly may or may not be present in

both diseases.

We have recently had an opportunity to

study one patient with hemolytic jaundice.

She was in the ward under observation for

a period of two months. Daily reticulocyte

counts varied from about 11 per cent up to

about 23 per cent over this two-month
period. The mean percentage of reticulo-

cytes was 15.8. We felt that if the anemia in

this disease is due to defective maturation of

the red cells (the blood was flooded with

young red cells, reticulocytes), then we
should obtain a reaction just the reverse of

that obtained in pernicious anemia if we
injected addisin. The patient was given 30

units of swine gastric contents. This ma-
terial had been given to patients with perni-

cious anemia and was found to be of low

potency. There was a prompt fall in the

reticulocytes which lasted over a period of

about a week when the percentage rose

again. * (Fig. 6.) (See following page.)

Then, to see whether or not this had been

just a chance drop in reticulocytes, we gave

the patient a second injection of somewhat

greater size and the reticulocytes dropped

to 5.1 per cent, whereas for a period of two

months prior to that 11 per cent had been

the lowest.

From these preliminary studies we think

that it may be possible with highly potent

preparations, such as we gave t« the two

patients with pernicious anemia, to cause a

drop of the reticulocyte percentage to

normal, with maturation of the red cells and

disappearance of the anemia. Should this

prove to be the case, it might be possible

to treat patients with this disease medically

instead of subjecting them to splenectomy,

which at the present time is the only effec-

tive means of controlling the disease.

Finally, I should like to touch upon one

other disease in which we have had very

scant opportunity for studying the effect of

concentrated gastric contents. Agranulo-

cytic angina, as you know, is a disease with

a high death rate, 60 to 90 per cent of deaths
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Hemolytic Jaundice.

Fig. 6. The decrease in the percentage of reticulocytes fol-

lowing the injection of the concentrate of swine gastric contents.

being the usual figures, except in the series

of cases treated by Henry Jackson with

nucleotide. In his series, the mortality was
reduced to about 30 per cent.

A patient was admitted to our service

with agranulocytic angina.12 He was ex-

tremely ill. He had a chill the night before

admission. There were ulcers on the gums
and a large one on the left tonsil. A blood

count showed only 1400 leukocytes, and in

the differential count there were only 7 per

cent of neutrophil cells and no other granu-

lar cells, no basophils, no eosinophils, no

myelocytes.

It so happened that we had no nucleotide

available at the time and would not be able

to get it for a day. The patient was criti-

cally ill and the resident physician, Dr.

Rich, gave 30 units of addisin the evening

of the day he was admitted, at 5:00 p.m.

There was no change the next morning in

the total white count, 1600 ;
the neutrophils

had increased to 12 per cent, and
there were 5 per cent eosinophils

and 3 per cent myelocytes. That
encouraged us very much be-

cause we felt it was good evi-

dence of an active stimulus to

the bone marrow.

The following day the white

count was about double the num-
ber on admission, the neutro-

phils had risen to 23 per cent,

the eosinophils were 3 per cent,

the myelocytes 2 per cent.

The next day the white count

was a little bit lower, 2300 ;
the

percentage of neutrophils, how-
ever, had increased and at 6

A.M. on the 19th his tempera-
j

ture was normal. It remained
|

normal thereafter, and on the

18th he said that he felt well,

that is, he had no subjective

complaints. Note the gradual

increase of his white count to

10,900, with 59.5 per cent neu-

trophils, 0.5 myelocytes.

We kept the patient in the

ward for observation for about

a month after his temperature

became normal, and I may add that the

white count went up to between 16,000 and

17,000 before it began to fall, and the neu-

trophils to about 70 per cent.

This is just an isolated case.* Whether or

not this form of treatment will be of dis- i

tinct value in a large series remains to be 1

determined. We feel, however, that the

evidence of marrow stimulation here is so *

prompt and so unmistakable in the increase

of the neutrophils, the increase of the white

count and the appearance of myelocytes, i

together with the fact that the subjective

symptoms cleared up, the temperature be- 5

came normal and the ulcers in the mouth
healed, that addisin acted almost like a

specific. As I say, we have no knowledge

that similar results may be obtained in a

large series of cases.

*In the interim, a similar result has been obtained

with addisin in a case of a agranulocytic angina, I

who failed to respond to nucleotide therapy.
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The major difficulty in our problem at the

present time, as previously stated, has been

securing concentrated gastric contents of

swine in highly active form in large quan-

tity. The only highly potent preparations

that we have had have been preparations

finished in our own laboratories. A method
for production on a larger scale has not yet

been successfully worked out.

We plan, as soon as material, both thera-

peutic and clinical, is available, to test this

method of treatment in other diseases of the

blood forming organs. There is a possibil-

ity, we think, that thrombocytopenic pur-

pura may give a favorable response. Of
course this is mere conjecture. We want
also to try it in sickle-cell anemia and in

other diseases of the blood. We have
treated a few patients with a chronic hypo-
chromic anemia due to hemorrhage and
other causes with addisin of low potency and
have gotten no response. It therefore seems
probable that in this type of anemia addi-

sin will not be of much value, but we hope
as soon as highly active material is avail-

able to be able to control pernicious anemia
by giving one intramuscular injection at

intervals of two, three or four months. If

this can be accomplished, the patients

should remain well so far as their anemia

is concerned. We hope also, of course, that

the lead furnished in hemolytic jaundice and

in agranulocytic angina may indicate that

these diseases also may be controlled in this

way.

The findings reported above are the result

of studies carried out with the collaboration

of my associates, Drs. L. Schiff, J. H. Foul-

ger, M. Foulger, M. L. Rich, G. N. Burger,

J. E. Sherman, and H. Felson.
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PRIMARY CARCINOMA OF THE URETER
(WITH CASE REPORT)

August, 1933

Tom R. Barry, M.D., Knoxville

M alignant neoplasms pri-
mary in the ureter are extremely
rare. The difficulty in diagnosis is

exemplified by the fact that of 63 cases

thus far reported, the diagnosis was made
in eleven cases only. These facts, I believe,

justify the report of an additional case in

which a correct preoperative diagnosis was
made.

Rayer, in 1841, was the first to describe

this lesion in an autopsy report. Nothing
further appeared on this subject until the

communication of Weising and Blix in 1878.

Albarran in 1896 was the first to diagnose

the condition clinically.

Any attempt at a complete review of

this subject would add little but confusion

and repetition, since excellent contributions

have been made by Aaschner, Judd and
Struthers, Kretschmer, McCown, Davis, and
others. In a recent review by Rousselot and
Lamon they found 49 cases, previously re-

ported, and added one other. I have been

able to collect approximately 13 additional

cases, adding one, making a total of 63.

CASE REPORT. D. C., white male, age

59, first seen November 4, 1932. Neither

past nor family history are significant.

His chief and only complaint was of p^in

over the right hip, radiating to the middle

of the thigh. This pain had been present

for two weeks, was constant, but had not

been sufficiently severe to interfere with

sleep or to prevent him from carrying on

his routine business. He had occasionally

taken aspirin with some relief. Dysuria

and frequency were absent. There had
never been any hematuria.

PHYSICAL EXAMINATION. Was that

of a well developed, well preserved white

male of about 59.

GENERAL EXAMINATION. Showed
nothing of consequence. There was no defi-

nite abdominal mass or tenderness present,

though there was some fullness in the right

*Read before the Tennessee State Medical Asso-

ciation, Nashville, April 11, 12, 13, 1933.

flank. The urine showed a few RBC and
WBC, the prostate was somewhat enlarged,

the secretion of which showed a few pus

cells.

Exploration of the urethra with a bulb

showed a definite stricture in the bulbous

portion which bled easily.

Plain x-ray showed a small shadow in the

location of the lower right ureter which ap-

peared to be a phlebolith. (It was investi-

gation of this shadow, however, which led

to further study.) It was first thought that

the stricture was responsible for the uri-

nary findings and symptoms.

On November 21, 1932, cystoscopic ex-

amination showed an entirely normal blad-

der throughout, except for slight congestion

and edema of the right ureteral orifice.

A size 5 catheter was obstructed at 3 cm.

and could not be introduced further. There

was no urine obtained from this side. X-ray

with catheter in situ showed previous

shadow to be extra-ureteral.

On November 28, 1932, cystoscopy

showed the same edema of the right ureter

as on previous examination. There were

no tumors present in bladder. After much
manipulation, a size 9 catheter with stilette

was passed full distance on the right side.

Indigo-carmine appeared on the left side in

6 minutes in good concentration. No dye

from the right in 30 minutes. X-ray showed

this catheter ascending to the pelvic brim

and turning almost directly outward where

its tip measured about hy2 inches from the

normal ureteral line. There was no flow

of urine through this catheter after repeated

injections. There was only slight bleeding.

Pyelogram showed a rather bizarre outline

of the upper ureter. The fluid did not enter

the pelvis. This film looked as though the

catheter had perforated the ureter.

While withdrawing the catheter for the

purpose of making an ureterogram, I

noticed a small piece of tissue adhering to

the catheter, which gave the first suggestion

of ureteral tumor.
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The ureterogram showed definite filling

defects in the upper and middle portions,

the lower two inches of the ureter appeared

normal. The fluid did not enter the pelvis.

This filling defect together with the par-

ticle of tumor adherent to the catheter, I

felt was sufficient data upon which to base

the diagnosis of ureteral neoplasm.

Fig. 1. Shows definite filling defect in ureter.
Catheter obstructed at X.

Under preoperative diagnosis of tumor
of the right ureter, a nephro-ureterectomy
was performed on December 1, 1932. The
right kidney was exposed through a lumbar
incision, and found to be about 4 times the

normal size. This enlargement proved to

be entirely pelvic. The ureter was about the

size of one’s thumb and densely adherent in

its entire course down to its entrance into

the bladder, where it was ligated and
severed. There was also much difficulty

encountered in separating the ureter from
the renal vessels which were ligated en

masse. The postoperative convalescence

was uneventful, and the patient was dis-

charged 16 days later with wound almost

completely healed. The pain of which he

complained before operation still persisted

however. The subsequent history is like-

wise of interest. Deep x-ray therapy was

administered on December 15, 1932. (165,-

000 K. V., 50 cm. distance, ^ mm. copper,

1 mm. aluminum filter, 4 M. A. 60 M.) This

was repeated on December 27, 1932.

PATHOLOGICAL REPORT. Gross De-
scription : Specimen is that of a kidney with

ureter attached, these two together weigh
140 grams. On opening the kidney, the pel-

vis was found to be greatly dilated and the

mucosa was smooth except for a small area

just above where the ureter opened in which
there were a few white friable projecting

masses.

The dilated pelvis encroached greatly

upon the kidney almost obliterating the

medulla; The calyces were very prominent

and in the depths of these there was tissue

of a yellow color. The cortex only measured

5 mm. There were a very few glomeruli

visible. Section through the pelvis of the

kidney was 1 cm. thick and the cut surface

was of a white glistening appearance with

a few scattered yellow areas about the size

of a pin-head. The ureter when opened was
3 cm. wide and 9 mm. thick. ' Scattered along

the mucosa were numerous single and con-

fluent areas of a grey appearance, friable

consistency that projected into the lumen.

Section through the wall showed the outer

surface to be white glistening in appear-

ance while the
r

greater part of the wall on

the inner surface was of a grey color and

a friable consistency.

MICROSCOPICAL. Sections through the

ureter shows a complete alteration of the

normal architecture. On the inner surface

there are numerous projections of typical

epithelial cells that extended far into the

lumen in the form of papillae, these cells

vary in size and shape and contain numer-
ous mytotic figures. Throughout the wall

of the ureter these same cells are present in

larger and smaller areas. Also throughout

the wall there is very marked infiltration of

small round cells. Sections through the

pelvis of the kidney show an infiltration

moderate but diffuse of epithelial cells simi-

lar in appearance to those seen in the wall

of the ureter.

DIAGNOSIS: Papillary carcinoma of

ureter with extension to pelvis of kidney.

Hydronephrosis.
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Often it is difficult to differentiate the pri-

mary origin of tumors arising in the ureter

from those arising from the pelvis of the

kidney. The greater percentage of those

arising from the pelvis of the kidney

show papillary projections of soft friable

tissues into the pelvis and calices. In

this case there is a sharply demarcated dif-

ferentiation at the opening of the ureter in-

to the pelvis. The ureter being greatly

thickened showed papillary projections into

the lumen with the mucosa of the pelvis

thickened, smooth and of a firm consistency

and for this reason, I believe this to be a

primary tumor of the ureter with an exten-

sion into the pelvis of the kidney.

Fig. 2. Abnormal course of ureter. Filling de-

fect.

On December 28, the patient had recov-

ered sufficiently to be out. On January 2 he

complained of some soreness in his throat.

This was followed on the same afternoon by

a chill, temperature 105, with rapid pulse and

respiration. Careful examination elicited

nothing of importance except slight redness

of the throat. On the following morning,

the chill was repeated with a rise of tem-

perature to 104. Leucocytes on this date

showed a total count of 200. Blood culture

was also taken. He died 48 hours after on-
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set. There was no post mortem. At the

end of 24 hours the blood culture showed a

pure streptococcus.

Malignant tumors of the ureter comprise

about .18 per cent of all carcinomata. Sexes

are equally affected. The youngest case re-

ported was in an infant, and the oldest in

a patient of 89. Sixty per cent of all cases

are past 50, and the greatest incidence is

found in the sixth decade.

Predilection for the lower ureter is

marked, 75 per cent being in the lower one-

third.

Papillary carcinoma is by far the com-
monest type. Non-papillary ca, adeno-car-

cinoma, medullary or solid and squamous
cell carcinoma have been reported. The
latter is the rarest.

Stones were associated in eight and hy-

dronephrosis in 27 of a series of 35 cases.

Many authors have intimated the causal re-

lationship of calculus and ureteral carcino-

ma. The facts, however, do not justify any
such deductions, and personally, I feel that

stones are the result of poor drainage rather

than playing an etiological role. The high

incidence of an associated hydronephrosis

is proof of ureteral obstruction.

There are no classical symptoms of the

disease. Hematuria, pain and tumor are all

rarely present in any case. Hematuria is

present in 75 per cent of cases, but unfortu-

nately is usually painless. The pain is not

characteristic either in type or location. It

has been noted in back, thigh, hips, abdo-

men, or along the urinary tract. Tumor is

rarely a symptom, and if present is usually

due to the hydronephrosis.

DIAGNOSIS. A tumor protruding from

the ureter is quite characteristic but unfor-

tunately is usually a late manifestation.

Ureteral obstruction together with bleed-

ing is significant provided stone and stric-

ture are excluded. Davis has called atten-

tion to another important finding, namely

obtaining clear urine from pelvis in the

presence of blood from ureteral meatus.

Constant filling defects are quite sugges-

tive of ureteral tumor. When ureteral

tumor is suspected, withdrawing the cathe-

ter under cystoscopic vision will occasional-

ly show a particle of tumor adherent.
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This happened in my case and led to the

correct diagnosis. It is quite possible that

by passing two or three small catheters (or

some type of stone dislodger), twisting

these while withdrawing, will dislocate par-

ticles of tumor in some cases.

Fig. 3. Low power magnification of ureter.

TREATMENT AND PROGNOSIS. Only

1 case is alive after two and one-half years.

(Crance and Knickerbocker.) Metastasis

is early and occurs in spine, liver, and lung

most commonly.

Complete nephro-ureterectomy together

with resection of a small portion of adja-

cent bladder is the recognized procedure.

SUMMARY. Primary carcinoma of the

ureter is extremely rare and exceedingly

difficult of diagnosis. There is no evidence

at hand that stones are a fractor in the eti-

oloerv. The presence of stones in the ureter

and kidney are the greatest pitfalls in diag-

nosis.

I wish to express my appreciation to Dr.

Ralph Monger for his assistance in the prep-

aration of this paper, pathological report

and micro photographs.
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DISCUSSION

DR. HENRY DOUGLAS (Nashville) : Mr. Pres-

ident and Gentlemen: I think Dr. Barry is to be

congratulated for two reasons on this case—first,

for the thoroughness with which he studied it and

worked it out; and, secondly, because of his cor-

rect preoperative diagnosis.

Primary carcinoma of the ureter is extremely

rare. My experience has been entirely with the

secondary type of carcinoma. Papillary growths

are the common type that occur in the pelvis of
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the kidney, and subsequently transplants occur in

the ureter. The other type, the hard, nodular,

ulcerating epithelioma, is not often found.

The diagnosis of this condition is largely a mat-

ter of elimination. You have to eliminate the con-

ditions in the ureter that produce obstruction. Any
lesion in the ureter, be it stone, kink, stricture or

tumor, will give obstruction of more or less degree.

Whenever blood, even in small amounts, or pus

occurs in the urine, particularly blood, the case is

entitled to careful investigation.

Pain that is constant and always confined to the

same locality is significant. Pain that varies, to-

day on the right side, tomorrow on the left side,

then goes to the shoulder, is not as significant as

a pain that stays in the same- place all the time.

This constancy is suggestive of a genuine patho-

logical lesion.

Pain in ureteral tumor depends on two factors:

First, pain due to the lesion per se, and pain due

secondarily to the amount of obstruction produced,

that is to the gradual development of hydronephro-

sis. A constant pain in the back on the side in-

volved is a symptom, therefore, of ureteral cancer.

The growth may cause pain at the site of the tu-

mor, and if low in the ureter be referred down the

thigh as in Dr. Barry’s case.

Most papillomas in the pelvis of the kidney will

transplant themselves in the lower ureter and in

the bladder. On cystoscopy one sometimes can see

the papillary growth in the region of the ureteral

orifice or in the mouth of the ureter. Such a find-

ing should cause one to suspect the parent growth
in the renal pelvis.

Most of the tumors, as Dr. Barry pointed out,

occur in the lower portion of the ureter. There-

fore, the presence of obstuction in the lower por-

tion of the ureter, associated with hydro-ureter and
hydronephrosis, when stone and structure have
been ruled out, is suggestive of tumor. I say sug-

gestive because prinlary ureteral neoplasm is so

rare that it sometimes is very difficult to positively

differentiate it from more common lesion, especially

in early cases. Pathological kinks are confined to

the upper ureter. Stricture is indicated in many
instances by the history of the case. It is usually

the result of tuberculosis or of some injury. In

the latter case the trauma may occur during an

operation, either upon the ureter itself as in ure-

terolithotomy, or upon the pelvic organs—for ex-

ample, the Wertheim operation. The history, there-

fore, will often give some clue upon which to work.

However, a diagnosis in the last analysis must be

arrived at by elimination of the usual causes of

ureteral obstruction and by ureterography.



340 August, 1933

STUDIES UPON MILK IN RELATION TO THE GOITER PROBLEM*

Wm. Weston, M.D., Columbia, S. C.

I
N 1930 the writer reported to the Chil-

dren’s Section of the American Medical

Association a series of ash analyses of

milk from points in the goitrous and non-

goitrous areas of the United States. These

analyses showed wide variations in all the

mineral elements, but particularly so as re-

gards iodine. As striking as were the varia-

tions in the goitrous regions, there were
much greater differences as between the

goitrous and non-goitrous areas. 1

That milk was found to be so variable in

its mineral and vitamin content suggested

the thought that by careful and scientific

feeding of dairy cattle its usual great value

as a food could be greatly enhanced. The
present study had as its chief purpose ob-

taining milk from mixed herds that contains

a sufficient amount of iodine in its natural

relationship to provide for all the body re-

quirements, regardless of residence or sea-

son or physiological adjustment.

Other interesting information resulted

from this study and none more important

than was the similarity of findings to those

of Chatin in 1852, who observed that goiter

was more common in those regions where

the soil and water were very low in iodine.

Since then (1852) intensive studies have

been made by McClendon, 2 Remington,3 and

others and all confirmed this observation.

Within the last five years technique and

methods of iodine determination have great-

ly improved and consequently, researches

have proceeded with greater accuracy. 4

From 1922 to 1927 McClendon analyzed

the waters from the lower Mississippi basin

and those from the Great Lakes region. He
found the waters of the former contain a

thousand times more iodine than do those

of the latter region.5

During this period McClendon also pub-

lished a series of articles which were large-

ly responsible for crystallizing the relation

*Read before the Tennessee Pediatric Associ-

ation, Nashville, April 10, 1933.

between the deficiency of iodine in the food

supply and the incidence of goiter.

From 1928 to 1929 Remington and staff

analyzed in the South Carolina Food Re- l

search Laboratory great numbers of sam-
J

pies of vegetables grown in all sections of

South Carolina for their iodine content. He
found the amounts of iodine in them enor-

mously greater than those reported by other

workers in vegetables from Northern and
Western states. 6 This discovery in con-

junction with the goiter survey made by the

field force of the South Carolina State 1

Board of Health7 in which it was found
f

that goiter was seldom found would lead to

the impression that goiter does not occur in

localities where foods that naturally contain

a sufficient amount of iodine are regularly
|

eaten.

Important variations were found to exist
\

in vegetables grown in different sections of

South Carolina. The iodine content was j

found to be higher in certain sections than
j j

in others. Those grown immediately be-1

low the Blue Ridge Mountains were higher -

in iodine than those grown adjacent to the
||

Atlantic Ocean. When results of the goiter
|

survey made by the South Carolina Board

of Health are compared to the laboratory
Jj

findings, we find additional evidence in
^

support of the correlation between the

iodine content of foods and the incidence of
f

goiter.

Studies made by Remington and McClen- *

don8 together and individually of milks

.

from the goitrous and non-goitrous regions

.

furnishes strong evidence that milk pro-

duced in the goitrous areas was much lower

in its iodine content than when produced in

the non-goitrous areas.. These studies were

parallel in their analytical results to those

made in vegetables from goitrous and non-

goitrous regions. It was however, dis-

covered that milk may carry a much higher

iodine content than does the average vege-

table and as it is the food upon which all

*
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young animals must depend, it presented

the most promising opportunity for the

solution of the goiter problem in children.

These studies stimulated the desire and pur-

pose to continue the investigations of the

iodine content of milk upon a more thorough

and intensive scale. Additional reasons for

undertaking the solution of this problem

became more urgent as reports began com-

ing in from pediatricians from many sec-

tions of the country that they were observ-

ing a greater number of cases of goiter in

children than formerly. Goiter appeared

as a problem in sections where for years it

was considered rare.

It is moreover true that the goiter prob-

lem has not been solved though probably im-

proved, through the general use of iodized

salt and other preparations of iodine ad-

ministered in various ways. We find that

conflicting opinions exist as to the efficacy

of the results obtained in Switzerland and

Austria where the so-called “full salt”

which is made by mixing .05 gram of potas-

sium iodide with 100 kilograms of common

salt. DeQuervain and Bircher,9 among

others question the results reported by Eg-

genberger10 and others and have cau-

tioned against the use of this prepared salt

and have cited instances in which harm has

resulted from its use. In the United States

[similar differences of opinion may be ob-

served by men whose standing and com-

petence are generally recognized. For in-

stance, Kimball11 feels that much good

has been accomplished through the use of

iodized salt in Michigan. In 1929 Olesen12

of the United States Public Health

[Service studied the results of the thyroid

[ re-survey made by the same physicians who

had made the original survey of four rep-

resentative counties under the supervision

of Dr. Kimball. He reports that in every

locality there had been an increase in the

incidence of endemic goiter over the origi-

nal figures. He also asserts, that in his opin-

ion iodized salt is neither harmful nor effi-

cient and gives strong evidence in support

of his opinion.13

So eminent an authority as Dr. George

Crile of Cleveland14 in discussing cretins

makes the following statement : “Moreover,

in goitrous districts there are very large

numbers of children whose physical and

mental conditions are retarded by a low

grade cretinism, which is not pronounced

enough to produce the characteristic symp-
toms. These cases are similar to cases of

incipient hypothyroidism.” They may be

easily recognized by the heaviness of their

features. The face appears swollen, the

bridge of the nose is low, the tongue ap-

pears thicker than usual and is inclined to

protrude, the skin is rough and dry and the

hair is coarse. Such cases should always

be looked for in a district in which goiter

may be regarded as common or where the

mother has goiter. However, it should be

remembered, that these cases may be ob-

served where the incidence of goiter is low

and where it is not suspected in the mother.

Regardless of what may be the reasons

or causes for the failure of iodized salt or

similar measures to solve the goiter prob-

lem, the evidence becomes increasingly

strong that McClendon and many others

whose long study and careful investigations

have caused them to conclude that the solu-

tion of this problem will be through the

eating of foods high in their iodine con-

tent.15 Therefore, since children like all

other young animals, require milk for their

nutrition and as it is at least a part of their

daily diet, it seems logical that if a great

abundance of milk can be made available

at reasonable cost, which naturally contains

a sufficient iodine content when used in

average proportions, it appears to be the

solution of the problem in children. It may
be found necessary and is probably advis-

able in certain localities and in certain in-

dividual cases regardless of locality, to feed

this or some other food of equal iodine value

during the entire period of gestation as

foetal goiter is not of unusual occurrence in

goitrous districts.

We have found that many of the iodine

values reported in the literature of certain

of the mineral elements (and of vitamins

also) are based on a single sample taken

without regard to locality, season or con-

ditions of production. Such reports are
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usually misleading. We realize that such

information as was desired could only be

obtained by a patient and careful study of

milks from different localities, both in the

goitrous and non-goitrous areas and that

many samples of milk would be necessary

for analyses if reliable information was to

be obtained. It appeared equally important

to know the foods and feeds eaten by the

dairy cattle and the analysis of each. Since

seasonal variations in the incidence of

goiter had been noted by practically all ob-

servers it seemed desirable to ascertain the

seasonal variations in the iodine content of

the samples of milk. Therefore, it was de-

cided to extend the analytical studies over a

sufficient length of time to cover all seasons.

Arrangements began at once for a compre-

hensive study, therefore a great deal of

money had to be raised, the staff of the

laboratory enlarged and organized, new and
expensive equipment had to be sought for,

bought and installed. All of these details

were consummated as expeditiously as pos-

sible and the work proceeded. This work
has been done through the cooperation of

the Dry Milk Company. This company built

and equipped an experimental milk drying

plant at Newberry, South Carolina. It is

of the Roller process type and operated by
an experienced technician. The method of

handling and drying was made to conform
to that in usual commercial plants. For
the purpose of identification we have named
the milk resulting from this study “Special

Dryco.”

Eight collecting points were selected, two
being near the foothills of the Blue Ridge
Mountains, four in the foothills of the Blue

Ridge Mountains and two in the coastal

plains. Milk was collected three times a

week, collections being made in rotation.

In selecting herds for the experiments it

was specified that only cattle receiving home
grown feeds were to be used in the ex-

periments. This first collection was made
on October 26, 1931, the last on September

2, 1932. Four times during the course of

the experiments a dairy specialist from the

laboratory made the complete circuit, visit-

ing every farmer and obtained data as to

methods of feeding and collecting samples.

f TABLE I

Iodine Content of Milk Samples, Arranged as to Points and Dates of Collection

(Parts per Billion, Dry Basis)
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Oct. 26 to Nov. 13 . .

.

. . . 828 336 370 892 804 338 724 613 f 64
Nov. 16 to Dec. 4 ... . . . 616 384 456 436 680 628 447 885 566 f 59

Dec. 7 to Dec. 26 .... . .. 828 456 476 672 600 472 844 621 t 42

Dec. 28 to Jan. 15 . .

.

. . . 852 412 349 546 668 424 576 837 583 f 45
!

Jan. 18 to Feb. 5 .... . . . 424 412 444 584 376 466 468 1041 527 f 52

Feb. 8 to Feb. 26 .... . . . 668 428 363 536 652 457 592 917 577 f 38

Feb. 29 to Mar. 18 . . . . . 624 440 464 758 556 585 1080 1432 742 t 75 I

Mar. 21 to Apr. 8 ... . . . 588 264 432 1080 600 492 1056 668 648 f 69

Apr. 11 to Apr. 29 . .

.

. . . 552 440 432 400 472 492 500 496 473 t 11

May 2 to May 20 ... . . . 474 224 300 333 500 496 446 497 409 f 26

May 23 to June 10 . . . . . 548 143 376 428 420 840 428 324 438 t 47

June 13 to July 1 . . . . . .. 1120 244 324 684 279 1084 311 356 550 f 87

July 2 to July 22 .... . . . 636 440 520 420 536 972 484 492 563 f 42

July 25 to Aug. 12 . . . . . . 760 492 432 452 1008 420 388 565 f 59

Aug. 15 to Sept. 2 . .

.

. .. 1170 320 360 400 680 1872 560 360 715 fl30

Mean . . . 712 353 411 573 548 744 545 684 572

P. E. M . .
. t38 tl8 112 f35 -j-26 171 f39 f55 t 16
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Samples of all batches of milk powder
produced were promptly sent to the labora-

tory and these were analyzed for iodine

without further drying or manipulation.

The McClendon method was at first used,

but this was early supplanted by that of

Karns, which offered the advantages of

more rapid analysis and greater accuracy.

All analyses made by the McClendon method
were subsequently re-analyzed by the Karns
method with the result that the average

recovery of iodine was approximately 10

per cent higher than had previously been

obtained.

GENERAL RESULTS
The analytical work embraced 117 sam-

ples from the: eight collecting points in

South Carolina, nine samples during the

same period taken from the regular run of

a commercial dry milk plant at Bainbridge,

New York, and six samples similarly ob-

tained at Columbus, Wisconsin. This phase

of the study extended over a period of ten

months.16

The distribution curve is shown in Plate

II. If the upper and lower16 octiles be dis-

carded, the range is from 356 to 852, mean
531 ±9.

The range of values from Bainbridge,

N. Y., (Table 2) was 392 to 131, mean 265,

and from Wisconsin 395 to 171, mean 322.

TABLE 2

Iodine Content of Milk Produced at Bain-

bridge, N. Y. and Columbus, Wisconsin

(Parts per Billion, Dry Basis)

Bainbridge Columbus

Date Iodine Date Iodine

1-16-32 .

.

389 ocoG 388

4- 8-32 . .

.

235

4-15-32 . .

.

245 4- 8-30 . 316

4-22-32 . .

.

335 4-17-30 . 395

6-10-32 . .

.

131 6-16-30 . 171

9-10-31 . . 157 9- 9-30 . 338

9-11-31 .

.

147

12-21-31 .

.

392 12- 7-30 . 326

12-17-31 .

.
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I. Relation to Place of Production.

The mean of all samples from each col-

lecting point has been determined, and

345

treated statistically according to accepted
methods (see Sherman, Chemistry of Foods
and Nutrition, Appendix D, for a simple
explanation) in order to determine the
probable errors of the means, and signifi-

cance ratios for their differences. In Table
3, the upper figure in each block is the
difference between the average values for
the two points concerned, the lower
figure the significance ratio obtained as
above, from which it becomes apparent that,

while Cheraw and Bamberg are scarcely
significantly different from each other, they
are both significantly lower than all other
paints.

A number of random samples of feeds,

taken from different parts of the area
studied, however, reveal that the legume
hays are richest in iodine, and that grain in

general is very poor (Table 4).

TABLE 4

Iodine Content of Some Feeds Produced in

South Carolina

Feed

No.

Samples

Concen-

trates

Iodine Parts

per Billion

Dry Basis

Cottonseed Meal 4 151

Corn 3 10

Oats 20
Wheat 2 17

Legume Hays

Peavine 11 522

Soy Bean 14 526

Lespedeza 2 446
Alfalfa 7 429

Vetch 8 425

Sweet Clover . .

.

2 320

Other Hays and Roughage

Cottonseed Hulls 5 107

Oat Hay 2 116

Mixed Meadow Hay 3 263

Cane Stover . . . 1 340

Corn Stover .... 1 161

Although the number of samples reported

in this table is insufficient for firm conclu-

sions, it appears probable that legume pas-

ture and hay is the largest contributor of
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iodine to the ration of dairy cows in this

locality.

By reference to these tables we may ob-

serve the great variations between localities

and a somewhat smaller seasonal variation.

Until we have iodine analyses of the water
consumed by the cattle and the amounts
during the several seasons, we shall not be

able to absolutely correlate the intake of

water and food to the iodine content of the

milk. Perhaps since it is known that cattle

consume a much greater quantity of water

in warm weather than in cold weather, we
feel that this may have an important bear-

ing upon the iodine content of milk.

The writer feels that the most likely ex-

planation for these variations is the differ-

ence in the iodine content of the foods, feeds,

and water consumed by the lactating animal.

He is of the opinion that there is a definite

correlation between the intake of food and
water and the resulting iodine content of

the milk.

We should add that we have no definite

information as to the feeds of the New York
or Wisconsin cattle. Kelp in some form or

iodized salt is used in many sections to in-

crease the iodine content of the milk. In

none of the herds over which we exercise

supervision and from which our supply of

milk for analyses were drawn was an arti-

ficial source of iodine used in the feeding of

the cattle.

The studies which were made by Mc-
Clendon17 on the passage of iodine into

butter fat and thyroglobulin shows that

when feeding iodine to cows leads to enor-

mous increases of iodine in the whey of milk,

but have little in the butter fat, whereas,

feeding cows food high in iodine leads to a

higher ratio of iodine in the butter fat to

that in skim milk. It is known that thyro-

globulin from a normal person contains a

high percentage of iodine, but in the feeding

experiments made by McClendon, Wangen-
steen and Cavell it was found that the feed-

ing of Lugol’s solution to subjects of toxic

goiter which according to many authors,

contains no appreciable amount of iodine

in the thyroid lead to the development of

thyroglobulin containing a very small quan-

tity of iodine. They conclude that iodine in

food, which may be diiodotyrosine, may be-
have differently in the body from inorganic
iodine. Both Lunde and von Fellenberg
found that when so-called inorganic iodine
was fed to the animal that the entire amount '

could be recovered largely through the
urine within twenty-four hours, but when
fed as a normal constituent of food, the
amount could not be recovered over a period
of several weeks.

OCCURRENCES OF IODINE IN THE
BODY

From various sources of information and
our own investigations we find that the
amount of iodine in the body is determined
by such influences as food, locality, age, sex,
season and exercise, von Kolnitz and Rem-
ington18 found in a series of normal thyroid
glands the following: “The average of 150
normal thyroids from Charleston, South
Carolina, was 18.80 grams, being smaller
than those reported elsewhere. Percentage
iodine (dry basis) was 0.208, which was
higher than most values reported.

“Age influences thyroid weight, the gland
increasing in weight rapidly up to about 20
years, then slowly through adult life to a
maximum at middle age, after which it de- |

creases. Total iodine content is similarly
influenced. There is a correlation between

^
season of the year and the weight and total

iodine content of the thyroid, summer
glands being both heavier and richer in

iodine, but the percentage of iodine re- j

mains practically constant.”18

Contrary to the general impression iodine
]

is found in the thyroids of the foetus in

small but varying amounts.19 Iodine is dis- |

tributed throughout the blood and tissues

of the body, but Marine thinks that about i

50 per cent is stored in the thyroid gland. 20 1

IODINE REQUIREMENT
This is variously estimated by investiga- A

tors and the amount of iodine considered

necessary depends largely upon locality. We
feel that 50 gamma is all necessary under
any condition, if taken in its natural (or-

ganic) relation as it exists in foods.

It appears from the work of Lunde21 that

the body more readily stores iodine when
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taken in the organic form as it occurs in

foods, and consequently the requirement is

less than when taken in its inorganic form.

No inorganic iodine is found in the thyroid

gland and little in the tissues. Consequently

there is always an emergency store in the

tissues when an ample amount is consumed
in foods.

The amount of iodine in the blood is con-

sidered an excellent measure of thyroid ac-

tivity, as it is low in persons with hypothy-

roidism and high in individuals with hyper-

thyroidism. Iodine furnishes the most im-

portant element which enables the thyroid

gland to synthesize thyroxin and iodo thyro-

globulin.22

We may briefly summarize the effects of

iodine compounds as: (1) Increases the

basal metabolism rate; (2) Regulates rate

of function of glands and system of glands

of the body; (3) It stimulates growth and
development and is essential for both; (4)

It increases the strength and vitality of the

new born infant; (5) Reproduction favor-

ably influenced. When iodine supply is

abundant during the period of gestation the

supply found in the ovaries and uterus is

comparatively high; (6) A deficiency of

iodine in the diet results in frigidity, steril-

ity, and frequent miscarriages; (7) A de-

ficiency of iodine in the diet extending over

several generations gives rise to cretins,

feeble-minded children and congenital idiots

and in adults myxedema; (8) It is not in-

frequently observed that the children of

goitrous mothers are undersized, develop

slowly and are mentally subnormal.

Iodine is the chief component of thyrox-

ine (60 per cent to 65 per cent) and of all

other iodine compounds secreted by the

thyroid gland.23

In undertaking feeding experiments with

this milk we proceeded with the knowledge

that each ounce of the dry milk contains a

minimum of 12^2 gamma of iodine,17 and a

child, especially if active, will require four

ounces a day. This amount of the special

dry milk will yield more than 50 gamma of

iodine. No amount of iodine in its organic

relation ever exercises a toxic effect. It

being in its organic relation the maximum

physiological effects should promptly mani-

fest themselves, because, evidently the fac-

tor or factors, whatever they are, that are

responsible for the utilization of iodine by
the body are apparently present in certain

foods, among them milk. This assertion is

based upon the observation that in certain

well-known districts infants do not manifest
symptoms that are suggestive of iodine de-

ficiency, and in others they do. Therefore,

we conclude that the sufficiency of iodine of

the milk will depend upon the iodine content

of the foods or feeds the lactating animal
consumes in her diet.

After satisfying myself that we had suc-

ceeded in producing a milk that according to

the standards available contains the various

elements necessary to meet the requirements

of nutrition, a group of outstanding pedia-

tricians was organized, who had at their

command facilities for feeding experiments.

Most of the members of this group resided

in sections where the incidence of goiter

was reported to be high. They were asked

to conduct feeding experiments in children

of all ages, using milk in the quantity pre-

viously mentioned and using an equal num-
ber of control cases, fed upon any other

milk, and ascertain
: (1) The rate of growth

and development
; (2) The hemoglobin rate,

since it was learned that this milk contains

a higher iron content than the average milk

;

(3) In children of goitrous families or in

those with enlarged thyroids who manifest

debility, slow gain in weight and retarded

development, also prematures, twins and

triplets and other cases that presented feed-

ing and developmental problems. We feel

that this milk would be especially appli-

cable in those cases referred to by Dr. George

Crile in his discussion of cretins and which

we may think of as cases of thyrogenous

debility.

It was especially desired that the basal

metabolism studies be made but on account

of the technical staffs having been generally

reduced over the entire country, this has

not been done so far. Feeding experiments

are still in progress by several men, but we
now have a sufficient number of reports

upon the class of cases that we were es-

pecially anxious for information on to make
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this as a preliminary report. The summary
of results 'reported were as follows: (1)

In each case growth and development have

proceeded at a more rapid and regular rate

than have the controls; (2) A fairly high

hemoglobin has been maintained in prema-

tures, twins, and triplets; (3) Weight has

increased upon a more normal scale, that

is, without variations or interruptions, than

the control; (4) Among the difficult cases

groups of children who habitually vomited

were selected by several members of the

group, all reported favorable results except

one who reported that he observed no

favorable influence; (5) Reports of cases

of debility, poor development, failure to

gain weight or abnormally slow gain (non

syphilitic) when fed upon Special Dryco

show marked and steady improvement
; ( 6

)

In no case had an enlarged thyroid gland or

other manifestation suggestive of iodine

deficiency been observed; (7) A few re-

ported having fed this milk to cases of be-

ginning thyroid enlargements with prompt
and satisfactory results

; (8) In cases where
calcium and phosphorus determinations

were studied, it appears that a positive

calcium phosphorus balance was main-

tained.

I wish to report in detail triplets born

August 28, 1932. The member of the group

reporting them writes that these babies

have been fed exclusively on Special Dryco,

“almost no orange juice, no tomato juice or

cod-liver oil.”

(March 10, 1933.)

Name: Genevieve K. C., age 6 months.24

Weight at birth: 5 lbs. and 13 ounces.

Weight at present 16 pounds and 11 ounces.

Hemoglobin at present is 65 per cent.

Head measurement—16% inches.

Abdomen measurement—17% inches.

Chest measurement—17% inches.

Height measurement—26% inches.

Average gain per month — approximately

1% pounds.

Head held erect between fourth and fifth

months and began sitting alone at 6

months of age.

(March 10, 1933.)

Name: Margaret C. C., age 6 months.

Weight at birth 5 pounds.

Weight at present 15 lbs., 7 ounces.

Hemoglobin at present is 60 per cent.

Head measurement—16% inches.

Abdomen measurement—17% inches.

Chest measurement—16% inches.

Height measurement—26 inches.

Average gain per month — approximately

1% pounds.

Condition of child in general is good. Ap-
pears well nourished. Is sitting alone.

(March 10, 1933.)

Name : Allie A. C., age 6 months.

Weight at birth—5 pounds, 7 ounces.

Weight at present—15 lbs., 13 ounces:

Hemoglobin at present is 60 per cent.

Head measurement—16% inches.

Abdomen measurement—17 inches.

Chest measurement—17 inches.

Height measurement—25% inches.

Average gain per month — approximately

1% pounds.

Condition of child appears very good.

Seems well. Beginning to sit alone.

On April 3, 1933, the following report

was received:

Genevieve K. C/s hemoglobin is now 65 per

cent, her weight is now 17 pounds.

Margaret C. C/s hemoglobin is now 66 per

cent, her weight is now 16 pounds and 7

ounces.

Allie A. C/s hemoglobin is now 68 per cent,

her weight is now 16 pounds and 11%
ounces.

Appetite of all good, they are cheerful and

sleep well.

The interesting feature about these trip-

lets are the only food they ever had was
Special Dryco. They have never had either

a gastric or intestinal upset, despite the fact

that they were born in the heat of the sum-
mer and hot weather continued until Octo-

ber. The reporting physician is sure that

neither of them has any evidence of rickets

and are as fine specimen as he has ever seen.

From some of the cases reported by mem-
bers of the staff we feel that the value of

Special Dryco milk would be decidedly en-

hanced if it were irradiated. Should such

milk become a commercial product, as I

hope it will, the medical profession should

insist upon its irradiation. Hess and asso-
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ciates have demonstrated that it is both

practical and highly advantageous.

SUMMARY
(1) The mineral content of commercial

milks is highly variable.

(2) They are notably deficient in their

iodine content.

(3) Iodine deficiency in the diets of chil-

dren is the most outstanding of all the

deficiencies in two-thirds of the area

of the United States.

(4) Goiter is but one of the many mani-

festations.

(5) Milk that naturally contains a suffi-

cient amount of iodine to meet nutri-

tional requirements can be made avail-

able in unlimited quantities.
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BRONCHIAL ASTHMA: THE PRESENT STATUS OF ITS DIAGNOSIS,
TREATMENT, AND CONTROL*

Herman Spitz, M.D., Nashville

THE TERM “ASTHMA” derived from

the Greek, means panting. This term

is applied specifically to- a type of

dyspnoea brought about by a spasmodic

constriction of the bronchial muscle ;
at

first paroxysmal in nature and principally

expiratory ;
invariably accompanied by

vasomotor and secretory phenomena; fre-

quently occurring in members of families

where other allergic diseases occur; and

often accompanied in the past or present

by other allergic conditions in the individual

sufferer. The condition is characterized

clinically by wheezing rhonci or cough,

with intervals of apparent health, generally

excited by an abnormal hypersensitivity to

some foreign substance, and frequently pre-

disposed to by some psychic, nasal, toxic,

endocrine or dietary factor. Other con-

stant characteristics are the presence of an

eosinophilia and the clinical response of the

spasm to the injection of adrenalin.

This definition of bronchial asthma is

quoted from Bray. It is long but inclusive.

It excludes those cases of asthma which may
be attended by bronchospasm but lack the

other essentials of true “allergic or atopic”

asthma. Such cases of spasm may occur

from many causes, notably, fumes of sul-

phur dioxide or other irritating gases. The

term “Allergy” is used in this paper to

mean the state or condition of specific

hypersensitiveness in man as contrasted to

specific hypersensitiveness or anaphylaxis

in the lower animals. Coca uses the term

“Atopy” meaning “Strange disease” instead

of “Allergy” meaning “Changed reaction”

which was first proposed by' Von Pirquet.

It would be impractical to attempt to even

briefly review the numerous articles that

have appeared in the American literature

on Bronchial Asthma within the past ten

years. Articles in the European journals

*Read before the Tennessee State Medical Asso-

ciation, Nashville, April 11, 12, 13, 1933.

have been equally as numerous. It is prac-

tically a universal consensus of opinion that

a large percentage of the cases of bronchial

asthma, irrespective of the duration of the

disease, or the age of the patient, can be

benefited by allergic methods. In spite of

this multitude of favorable reports, one

frequently encounters unfavorable reports

by individual practitioners who have failed

in their efforts to give these patients relief.

And even more astonishing than this,

others, who have not tried allergic methods

at all, go so far as to deride and ridicule

the success reported by those of us, who
are achieving, at least a modicum of success

with our efforts. It is my purpose to briefly

discuss the reasons for the failure of some

practitioners to achieve the results which

are obtainable.

Let me say here and now, that the physi-

cian who undertakes to treat bronchial

asthma, must make up his mind that he

has a long, tedious task before him. If he

is not willing to devote his time and energy

to the problem, he should not undertake it

at all. This applies to all other allergic

conditions as well. Perseverance on the

part of the physician coupled with the

whole-hearted cooperation of the patient

will produce favorable results. The first

step then is to impress upon the patient the

fact that his disease is a chronic one, that

last, as a rule, throughout life. He cannot

be cured with a prescription or two; nor

can he be cured in a week or a month or a

year and possibly not at all. Nor can the

cause, or as is most frequently the case,

the causes of his asthma, be found in a day.

The entire procedure of testing and control

must be carefully explained to the patient;

otherwise the patient will become discour-

aged and disgusted and will quit, having

nothing but censure and ill will for the

doctor.

A very complete history of the case is of
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the greatest importance. It is worth while

to enumerate many of the facts which

should be inquired into. How long has the

patient had asthma? Is it seasonal in

occurrence? If not, does it last all during

the year? Is it worse at night or day ? How
long do the individual attacks last? How
long an interval between attacks? Is it

worse at one season of the year or another ?

Do attacks occur when away from home?
If so, are they as severe ? Do they occur in

one room more frequently than in another ?

What infections has the patient had? Did

one of these immediately precede the first

attack of asthma? Did it start gradually

or suddenly? Ask about the occupation,

what effect has it on the asthma? Ask
about other -surroundings, the neighbor-

hood, presence of factories, farms, stables,

etc. What domestic animals are about the

premises; are there pets, such as cat, dog,

canary, parrot, etc.? What are the home
furnishings? Were any of these acquired

shortly before the attacks started ? Do any

of the relatives, especially members of the

immediate family, have asthma or any

other manifestations of allergy, such as

hay fever, urticaria, migraine, eczema,

food disturbances or disagreements, colitis

or other intestinal disturbances? Did they

ever have or did the patient ever have any
of these other manifestations? These and

countless other questions are necessary.

The physician will not only think of other

questions at subsequent visits but the pa-

tient will volunteer much information from
time to time. As a result of the physician’s

diligent efforts to learn all about the mode
of life and the patient’s surroundings, the

patient will realize the importance of co-

operating to the fullest extent.

After the history is secured, the physician

should make a careful physical examina-

tion even though the patient may have been

referred. I have found gross lesions in

patients who have had presumably thorough

examinations. I know that other allergists

have had the same experience. The assist-

ance of specialists in other branches of

medicine should be asked for when indi-

cated. The blood, urine, gastric contents,

duodenal contents, sputum, and feces should

not be neglected. Examinations of nasal

discharges, ear discharges, etc., are im-

portant. Only after a complete examination

should the actual testing for the possible

offending substance or substances be begun.

The testing for the sensitizing factors

should be undertaken in a systematic man-
ner and not in a haphazard fashion.

Printed lists of the extracts are a great

convenience and saves much time. It is not

necessary to test the patient with every

known extract, but it is important that he

be tested with every known substance with

which he comes in contact, even though

these contacts may be only occasional. The
testing material may be the dried powdered

extracts which are applied with a drop of

a suitable solvent, usually 1/10 normal

sodium hydrate, on a superficial scratch on

the forearm, or the sterile liquid extracts

which are used intra-cutaneously on the

external and anterior surfaces of the arm.

It is not advisable to attempt too many ex-

tracts at one sitting. The skin may become
shocked from too many abrasions and ex-

tracts. Testing should not be attempted

when the patient is under the influence of

adrenalin or ephedrin. I always make pre-

liminary scratch tests before making intra-

cutaneous tests, for the reason that the

latter produce much prompter and stronger

reactions than the scratch tests and may
even cause a severe constitutional reaction.

Children should not be tested with more
than 10 extracts by the scratch methods
or five by the intra-dermal method at one
time

; adults may be tested with 20-30

extracts by the scratch method and 10-15

by the intra-cutaneous method. These
are only general suggestions and must
be modified when indicated. An ex-

ample may be mentioned. A patient hav-

ing perennial asthma with marked seasonal

exacerbations following the fall or summer
hay fever seasons, had best be tested with

only a few pollen extracts at a time. The
reactions to these extracts are, at times,

extremely vicious and marked constitutional

symptoms may ensue at once. It is perti-

nent to mention at this time, that one should

always have a bottle of adrenalin solution,

1-1000, ready for instant use, in the case of
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these occasional and always unexpected,

severe constitutional reactions. A positive

reaction occurs as a rule within ten to

thirty minutes, at times much sooner

;

occasionally, reactions are delayed several

hours or even to the following day; this is

especially the case with bacterial extracts.

A reaction consists of a wheal frequently

with pseudopods, at the site of the test,

varying in size with the severity of the re-

action. It looks like an insect bite or a hive

and is the typical allergic reaction. This

wheal becomes surrounded by an area of

erythema also variable in size. Itching may
or may not accompany it. As a rule these

reactions subside within one to two hours

and nothing remains except a small scar to

denote its presence. The more severe re-

actions progress instead of subsiding. The
wheal may become several centimeters in

diameter; the area of erythema covers the

entire arm
;
itching is intense

;
the area be-

comes swollen and feverish
; secondary

hives may break out immediately surround-

ing the original site or other parts of the

body
;
the nose, eyes, and roof of the mouth

begin to itch; a paroxysm of sneezing or

^violent coughing may ensue; lacrimation

and swelling of the eyelids; the palms of

the hands and soles of the feet begin to

itch; a choking sensation, fullness of the

nose and throat, wheezing, frothing at the

lips, cyanosis and collapse, may follow in

quick succession. At the first intimation

that a severe reaction is to develop I inject

.3 cc. of 1-1000 sol. of adrenalin. If the

symptoms do not subside materially within

15 minutes or sooner, I repeat the injection.

A tourniquet should be applied immediately

above the site of injection as this may help

in retarding the rate of absorption. Cold

applications to the head, neck, and chest

may help to revive the patient. Similar

applications over the site of reaction will

allay some of the itching and fever in the

arm. One such experience as outlined above

will suffice to make any one careful in his

methods.

The number and variety of tests will de-

pend upon the nature of the case. An in-

fant will not be tested with but few sub-

stances as compared to an adult. In such a

case it may be necessary to test the mother
with the various foods she eats, due to the

probability of such offending proteins be-

ing secreted by her milk. All foods par-

taken of by the patient should be tested for,

even though some may be taken only oc-

casionally. It is important that the physi-

cian be familiar with ingredients and com-

position of foods especially those bought

already prepared. Vegetables, meats,

cereals, dairy products, nuts, fish, condi-

ments, fruits must all be taken in order,

so that none of these which may be eaten

by the patient should be overlooked. Oc-

casionally, a particular substance may not

give a reaction even though strongly sus-

pected as being the cause of trouble. Such

substance should be tested for by additional

methods and the test repeated from time to

time as the reacting organ, the skin, may,

for various reasons, fail to react at one time

and may at another. The same routine

should be followed with other substances.

Inhalants, such as feathers, animal hairs,

and danders, pollens, dusts, cosmetics, insect

powders, drugs and other materials found

around the home, office, or factory must be

investigated. The patch test may prove of

great value. This is made by applying a

small amount of the suspected substance to

the unbroken skin of the arm or back and

kept in contact with the skin for 24 hours

by means of adhesive tape. A reaction will

be positive if erythema and possibly hives

are present. Occasionally this reaction may
be delayed for several days. An example of

a case in which this method was of value

is that of a young woman who had mild

attacks of asthma, usually at the beginning

of the week, rarely after the first few days ;

in the week. Thorough testing by the

scratch and intra-cutaneous methods were

negative. Attention was finally narrowed

down to Sunday newspapers, especially the

comic and photogravure sections. The

patch test made with extracts of these two

portions of the paper gave a positive test

with the photogravure section. The remedy

was simple. Simply leave that part of the

paper alone. Handling it was sufficient to

precipitate an attack.

I have purposely devoted this much time
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to the question of testing because it is the

failure of the occasional physician to do

thorough testing in the cases under his care

that frequently accounts for the failure to

relieve the patient. Thus the doctor de-

cides that allergic methods are of no value,

the patient is again disappointed in his long

search for relief and another unjustifiable

adverse criticism is made of the value of

allergic methods of control.

Paradoxical as it may seem, the treat-

ment starts with the taking of the patient’s

history. Educating the patient as to the

nature and cause of his ailment is one of

the most important items in the treatment.

It is the physician’s business to so educate

his patients in allergic fields, probably more
than in any other branch of medicine. He
must be taught how to avoid the various

substances to which he may be sensitive.

If it is an occasional item of food, this par-

ticular food can well be eliminated from the

diet. Care must be taken to inform the

patient of all the different forms and combi-

nations in which this food may occur. If

the offending article is a common article of

food, one that is used almost daily, for in-

stance, milk, eggs, wheat, etc.
;
diet desensi-

tization may be attempted. This is done by

completely eliminating the particular food

from the patient’s diet for one month. The

offending food is then given daily in very

small quantities, gradually increasing up to

the point of tolerance. It may require

several months before the patient can toler-

ate even appreciable amounts of the par-

ticular food. In eliminating a food from the

diet great stress should be laid upon the fact

that such elimination must be complete

otherwise it is valueless. An example may
be given in the elimination of milk. This

includes not only milk but all of its prod-

ucts, such as buttermilk, butter, cheese,

cream and all foods that contain milk or any

of its products. Even minute amounts of

an offending food will be sufficient to defeat

the purpose of the elimination.

A discussion of Elimination Diets as ad-

vocated by Rowe has been purposely post-

poned up to this point. Rowe claims that

he is able to locate offending foods by this

method better than he can by the scratch

or intradermal methods. Be that as it may,

there is much merit in the elimination diets

but only if they are strictly observed. The

comment made above about absolute elimi-

nation of an interdicted food substance ap-

plies here in an effort to diagnose as it does

in treatment.

In the case of sensitiveness to the dander

scales or hair of a household pet or the

feathers of a canary or other bird, the logi-

cal simple treatment is to remove such a

pet. If it is feathers in the pillows or bed-

ding, remove such bedding and substitute

another type of bedding to which the patient

does not react. The same course applies to

any other household article that may be the

source of trouble. Frequently, it happens

that even after the removal of such articles

the patient still has trouble, although in a

milder degree. Not only, may the remain-

ing symptoms be milder, but they may
definitely show a -periodicity that was pre-

viously not apparent. They may occur at

a definite time as for instance early in the

morning when just arising, or they may
appear always when in a certain room, or

even when sitting on a certain piece of fur-

niture. It now becomes necessary to secure

specimens of dust from these and other

sources. These are usually obtained from
the patient’s mattress, pillows, rugs, over-

stuffed furniture, etc. These specimens are

secured by means of a vacuum cleaner

which is thoroughly blown out before and

between each collection. These dusts are

extracted with appropriate extracting fluids

and the patient tested as with other ex-

tracts. Treatment with positively reacting

extracts are given hypodermatically over a

prolonged period of time. The extracts are

sterilized by filtration through a Chamber-
lain or Zeits filter. Covering the mattress

and pillows with a thin rubberized, dust

proof material frequently gives the dust

sensitive patient, great relief. The installa-

tion of an air filter in the patient’s bedroom
or office is also of great benefit, especially

in those individuals whose asthma becomes

worse during the pollinating seasons.

During the period of investigation the

bronchial secretion, nasal discharges and

other material will be carefully examined.
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The bronchial secretions and nasal dis-

charges are cultured and autogenous vac-

cines made if indicated. Injections with
such vaccines are also given for prolonged
periods and carried right along with all

other treatments. These vaccines are es-

pecially indicated when bronchitis, sinusitis

or other purulent conditions complicate the

asthma.

Drugs have a very limited use in the

treatment of bronchial asthma, per se. The
outstanding member of this group is adre-

nalin, which is indispensable. It is the one

thing to use in the case of an acute attack

•and may be repeated at very frequent in-

tervals. I have one patient, a man 62 years

old, with bronchial asthma of over 10 years

duration who has used as much as one ounce

of adrenalin a day, that is, in a 24-hour

period, and has used as high as 12 ounces

in a month. Such large quantities, fortu-

nately, do not produce any harmful effects,

in the patient, but it is a waste of a valuable

and costly preparation. Patients should be

taught to administer adrenalin to them-

'selves, using preferably, a tuberculin

syringe. Some patients do not tolerate

adrenalin well. It produces tremor, raises

blood pressure, at times causing a severe

throbbing headache, occasionally nausea

and vomiting and at times other unfavor-

able symptoms. Fortunately these symp-

toms are of short duration, as are, unfor-

tunately, the beneficial effects which are

derived from an injection. Within a few
moments, sometimes seconds, after an in-

jection the marked laborious breathing of

the patient eases, he commences to perspire,

the marked muscular tension relaxes, and

he frequently falls off into a much needed

sleep. Adrenalin should not be used if it

has lost its clear watery appearance. It

loses much of its strength when colored.

The practice of giving 1 cc. of adrenalin

should be discontinued, as a much smaller

dose of .2 or .3 cc. will usually have the de-

sired effect. This dose repeated in 15-20

minutes if necessary, will control the ma-
jority of acute attacks.

Ephedrine is the next most useful drug.

It has much the same uses as adrenalin but

is much slower in producing its effects but

the results last longer. It has the advantage
of being absorbed in the digestive tract so

it may be given by mouth (the usual mode
of administration) as well as by local ap-

plication and hypodermic injection. Ephe-
drine is not tolerated by about 15-20 per

cent of patients. It causes marked tremor,

nervousness, and insomnia. Amytal or

some similar preparation usually counter-

acts the unfavorable reaction. Rarely,

ephedrine will cause diarrhea and marked
gastric or vescical pains

; in which case the

use of ephedrine should be discontinued.

Adrenalin and ephedrine may be used in

combination. The adrenalin gives prompt
relief; at the same time give ephedrine,

orally or hypodermatically, for its pro-

longed effect. These two drugs are also

used together in the form of sprays or oint-

ments for local application.

Other drugs, such as the iodides (pot.

iodide orally, sod, iodidfe intravenously),

calcium salts, atropine, various expecto-

rants, Fowlers solution, hydrochloric acid,

and many other drugs have been used from
time to time, with varying degrees of relief.

The use of these and other medicinal agents

are mostly symptomatic. For the marked
restlessness accompanying many cases,

some sedative of the barbital type gives

fairly satisfactory results.

A host of patent medicines are on the

market. Some of these are to be taken in-

ternally, some inhaled by use of atomizers

or by burning and inhaling the fumes. The
majority of adult patients will volunteer

the information that they have used some
one or several of these. Some will have

derived temporary benefit from some of

these, and I do not as a rule, interdict their

use if the patient does get relief. Iodides,

Fowlers solution, strophanthus, and coal-

tar drugs of the acetanalid type are the most

frequent ingredients of the preparations to

be taken by mouth, while stramonium leaves

and niter are the ingredients of those prep-

arations which are to be burnt and the

fumes inhaled.

Morphine and other narcotics should not

be used in the treatment of bronchial

asthma. Other remedies and other methods
of treating bronchial asthma have been tried
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from time to time; as a rule they have all

been proven to be temporary fads, without

value. Change of climate, that is, moving
to a high, dry territory gives many patients

relief. In the majority of these cases, it

simply means that the patient has left the

cause or causes of his asthma at his old

home. And here we have another reason

why some men do not get results in their

cases. They simply have not looked far

enough or searched diligently enough for

the cause.

All surgical conditions should receive

appropriate treatment. Infected sinuses

should be drained. This does not mean that

because an x-ray film may* show a cloudy

antrum or other sinus, that that is sufficient

evidence to warrant surgical interference.

One must be sure that the trouble is not

primarily allergic in nature. A careful his-

tory as to the sequence of symptoms and a

differential smear of the drainage material

will help to differentiate between a frankly

purulent sinus and an allergic one. The
smears should be air dried and stained

with Wright’s stain. An allergic condition

will be indicated by the presence of numer-

ous eosinophiles
;
a non-allergic condition by

the absence of such cells and the presence of

numerous polymorphoneuclears. Of course,

intermediate cases will be encountered, in

which a purulent infection is engrafted on

an allergic condition. Here, one must use his

best judgment and I usually advise postpon-

ing operative measures until sufficient time

has elapsed to determine the effect of the

allergic measures. This applies to hyper-

trophied turbinates, deviated septa and
polypi. Other probable surgical conditions

should be handled in the same expectant

manner.

Other complications are encountered in •

bronchial asthma but space does not permit

considering them at this time.

The control of any individual case will

depend upon the cooperation of the patient

plus the interest of the physician. One of

the first questions asked by the patient after

the physician has explained the nature of

the work to be done and the time it will take
will be “What will all this cost?” While it

is not a part of a scientific discussion, this

phase of the problem must be considered if

one is to get the whole hearted cooperation

of the patient or patient’s family, as in the

case of a child. Obviously the fee charged
is based upon the patient’s financial respon-

sibility and condition. The amount of work
entailed will as a rule be the same in all

cases.

In order to arrive at an equitable basis

for charges, a frank discussion of the mat-
ter is had with the patient. This is the plan

adopted by the Asthma and Hay Fever
Clinic, of Cleveland, Ohio, and is working
to the mutual satisfaction of all concerned.

The fees charged are nominal and arranged

as a rule to be paid for with five or six

monthly payments. This plan enables the

patient to meet his obligation. He knows
that the fee charged covers all the expense

as far as the doctor’s services are concerned

for an entire year. This covers all examina-

tions, extracts, injections, etc., given by the

doctor. Of course medicines, x-ray exami-

nations and treatments by other physicians

that may be called for, are not included in

the fee. With such an understanding with

the patient the relations between physician

and patient are satisfactory from the start

and the patient is encouraged to report fre-

quently for continued testing and observa-

tion. Visits during the first few weeks are

necessarily frequent. After this period, the

visits are extended to weekly, bi-weekly, and
finally monthly intervals. Patients from
rather long distances, in some cases over

200 miles, are not objecting to this program,

and are showing a willing spirit of coopera-

tion, that is not only very gratifying, but is

in a great measure responsible for the suc-

cess that is being obtained.

325 Doctors’ Bldg.

DISCUSSION
DR. ALFRED M. GOLTMAN (Memphis) : Mr.

Chairman, Members of the Tennessee State Medical

Association: I enjoyed hearing Dr. Spitz’s paper

very much and feel quite sure that he has well

covered the subject of bronchial asthma. The
only thing that I can do is to elaborate more or

less on what has already been said. I will try to-

do it from a different standpoint.

Bronchial asthma was derived from a Greek
word, and means a wheezing or panting respira-

tion. Asthma in itself is not a disease, but is
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merely a symptom of a disease which I choose to

term “Broncho-Pulmonary Allergy.” This term

embraces a definite pathological condition, which

begins in the bronchi, and then secondarily, with

the progression of the disease, involves the paren-

chyma of the lung. This progression is noted in

those cases in which only palliative measures are

used over a long period of time; in those which

have been unsuccessfully treated
;
and in those

which have received no treatment at all.

I might state here that bronchial asthma, or as I

choose to call it, broncho-pulmonary allergy, does

not receive the attention it should from the medical

profession in general. Allergic diseases deserve

the same care and consideration that is given to

other diseases, such as heart disease, et cetera.

In the majority of cases just as much or more
good can be done for the asthmatic patient than

for a great many patients with heart or kidney

diseases. There is a tendency of a great many
physicians to use only palliative measures in the

treatment of bronchial asthma, and to allow the

patient to suffer. In the light of our present

knowledge, these patients should be studied care-

fully and treated correctly, with the hope that a

permanent cure will be obtained, or at least a

sufficient measure of relief given to keep them
comfortable.

Allergic disease is not only a social problem, but

oftentimes becomes an economic burden. As the

disease starts in early childhood, the family is

immediately consoled by being told: “Don’t worry
about the child, he or she will outgrow it.” This

may be true in some instances but in the majority

of cases you will find that if you follow these pa-

tients through life, the bronchial asthma, or other

allergic conditions return just when you least ex-

pect them to. For instance, a man had asthma as

a child, and as he grew older the asthma subsided;

he marries and acquires a large family which is

dependent on him for support. Just about this

time the asthma recurs, his health breaks down, he

loses his position or has to give up his business,

and the family begins to starve. This course of

the disease is not unusual if one sees and takes

careful histories on a great many patients.

It is well for the pediatrician to remember that

they see these children only during early childhood,

and it is left for the internist and surgeon to care

for them during their adult life.

It would be well for the pediatrician and intern-

ist to cooperate to such an extent that these aller-

gic diseases may be studied during the period of

a lifetime.

I said before that asthma was not a disease, but

merely the symptom of a disease which I choose to

call broncho-pulmonary allergy; that it exhibits

definite pathological changes and, therefore, is a

definite clinical entity. The disease starts in the

bronchi, the tubes becoming edematous or swollen,

and of a pale grayish appearance, eosinophiles are

present, and at first you have merely a hive of the

mucous membrane lining the bronchi. As the disease

progresses, plasma cells enter. There is a round
cell infiltration, the bronchial walls become thick-

ened and the disease then becomes chronic. Second-

ary to this pathological process involving the

bronchial walls, the parenchyma of the lungs be-

comes involved. This is due to constriction of the

bronchi, and then the following pathological pro-

cesses occur, either alone or in combination. They
are namely: Hypertrophic emphysema and bron-

chiectasis.

In a paper which I read before this association

in 1929, I said that slip-shod skin testing was
worse than no testing at all. It is better to let the

patient go, than to merely put on two or three tests

and say: “You are not sensitive,” and turn them
away, or try to treat them on the basis of an in-

sufficient study. The correct treatment of allergic

diseases includes the diagnosis of the specific cause

of the condition and treatment with appropriate

extracts. Elimination of causes when possible is

also practiced, though relief cannot always be

obtained by this means alone. Thorough medical

study is absolutely essential in the treatment of

these cases. By this means, factors which aid in

the production of the disease can be found and
eliminated. Thorough skin testing is essential,

but we must remember that it is only an aid in

diagnosis, and if one is not skilled in the interpre-

tation of reactions, and in the various factors pro-

ductive of asthma in his locality, it is Unwise for

him to attempt this procedure.

It is absolutely a fact that patients die directly

as the result of bronchial asthma. Huber and
Koessler have reported fifteen cases of their own
and added six from the literature. Since the original

report, many more have been added from different

sources. I now have five cases of my own which
will be reported during the course of the year. It

is erroneous for a physician to tell his patients

that they will never die from asthma. Patients do

die of asthma. They die directly in an asthmatic

state, with marked constriction of the bronchi,

extreme emphysema, and death follows. They also

die indirectly from asthma, which is just as im-

portant. The ravages of asthma cause a severe

strain on the cardiac musculature and oftentimes

we see asthmatics die from myocardial failure.

This is due directly to the strain which constric-

tion of the bronchi has placed on the myocardium.

In closing, I wish to make a few remarks about

the control of allergic disease. This disease affects

about 15 per cent of our entire population. It is

hereditary in origin and, therefore, to combat it

and bring it under control, it will be necessary. to

follow out the following program:

1. Education of the public.

2. Education of the physician.

3. Cooperation between the public and physician.

4. Education of those in charge of the City

Health Departments.
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5. Education of those in charge of State Health

Departments.

By this means a great deal of relief can be

afforded people suffering from this disease.

DR. JAMES C. OVERALL (Nashville) : I only

wish indirectly to discuss Dr. Spitz’s paper. I

want to commend him and to congratulate him on

his presentation. And further I wish to emphasize

his statement that he and others who deal with

asthma, mainly in the adult, have a handicap, in

that at that stage the lungs and certain other parts

of the body have undergone changes which cannot

be modified or affected by simply treating the

asthma: An example which you have all seen is

the barrel-shaped chest. And my purpose in bring-

ing this point to your attention is to mention
what is called the pre-asthmatic with the hope of

preventing such changes later. This is not in-

cluded under Dr. Spitz’s heading and he probably

did not intend for it to be brought out, but I think

this is a good time and place to emphasize it.

What I mean by the pre-asthmatic is the child that

has cyclical vomiting, the child that has eczema,

the child that has urticaria, the child that has

difficulty in taking any sort of food, particularly

milk. If you see those children and recognize

that condition, then you are going forward in the

prevention of asthma. If these foods are elimi-

nated as soon as the sensitivity is noted, its inci-

dence is cut down. That is particularly true in a

case where there is a family history of allergy.

We know that if the mother and the father both

have an allergic history, seventy to eighty per

cent of the children are going to manifest some
form of allergy. If only the mother or the father

has a history of allergy, then about fifty per cent

of the children are going to have some form of

allergy. Keep that in mind and take a careful his-

tory on any child, and especially when you see a

child that vomits, has a diarrhea, migraine, or

any of the other related symptoms or signs of

allergic sensitivity. If you are not going to do the

testing yourself send him to some one who will find

out what food affects him, and save the child from
the suffering that it will have later on in life.

DR. E. R. ZEMP (Knoxville) : To paraphrase
an old jingle: Oh, what a tangled web we weave
when first we practice to perceive. Scientific

medicine is the exact way of practicing medicine,

but art is the beautiful and practical way of prac-

ticing medicine. I recognize fully that the scien-

tific treatment of asthma is along the allergic line

as outlined by Dr. Spitz, but I always felt that

before I could become proficient in treating asthma
along those lines ( and I think the average physician
feels the same way) I first would have to join a hik-

ing club and go all over the country to find out
every plant, weed, bug, dust, and other allergic sub-
stance in each community that might affect my
patient. That, of course, takes time and takes
money. Then I should have to take a three to six

months’ course in these allergic reactions in order

that I might interpret them intelligently. The
average man cannot interpret allergic reactions

intelligently because there are so many pseudo-re-

actions that resemble the real in every respect.

So it appears to me, as just a common, ordinary

horse doctor in the ranks, that the seeking for the

cause of asthma from an allergic standpoint very

often is as fruitless and as futile as was the search

for the Holy Grail.

However, what the practitioner wants to know
is something that will relieve his patient. I have

been deceived into being foolish enough to believe

that in the past I have relieved patients with

asthma without the administration of any protein

substances in any shape or of any kind. There are

a great many of them that you do not relieve, but

that is true of the scientific side also. The hope-

lessness of always finding a cause makes the matter

extremely difficult.

I am not decrying, mark you, scientific medicine,

not at all, but it is the hopelessness of it in so

many, many cases that makes it especially difficult,

and even if we find the exogenous causes, what
about the endogenous causes like an old suppurat-

ing sinus or a focus of some kind in the body? You
say use autogenous vaccines. All right and good

lots of times, but many times they are futile. It

is strange that sometimes the administration of

these drugs that relieve asthma will bring about a

permanent cure. I know of patients who have

gone for years and years after a few doses of

sodium iodide intravenously with no return of

their asthma. I recall one case, a very stubborn

case of over ten years’ duration that was entire’y

cured by the administration of Fowler’s solution

up to the point of tolerance. Calcium relieves some

of these cases, and, as we know, the administra-

tion of adrenalin has the same effect as stimulating

the sympathetic nervous system. It seems that all

these remedies in some way, shape, or form must
act through the sympathetic nervous system and
relieve the spasm of the bronchial tubes.

I doubt very much if a patient ever dies of

asthma, and I hope you will have post mortems
done on those patients, Doctor, because this con-

dition produces hypertrophy of the heart and
various other diseases of which they might very

easily die. Before I would believe that a patient

died of asthma, if you will pardon me, I would
want to see the post mortem. If asthma is just a

Symptom, as has been stressed here today, it is

the only Symptom that I know of that causes death.

DR. HERMAN SPITZ (Nashville) : I want to

thank the three participants in the discussion. I

regret that more of you did not feel tempted to

discuss this question, because I know every one of

you has seen cases of bronchial asthma, either in

a child or in an adult, and that all you have done

is to give them, in the latter years, a dose of adre-

nalin, or before that you have given them a dose

of morphine, which should never be done again.
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Dr. Overall’s admonition in regard to taking

a thorough history in those children who are born

into allergic families is certainly most timely. If

we could get all of these cases during their early

childhood and could straighten them out, then, we
wouldn’t have so many cases of adult bronchial

asthma with which to deal. That is certainly a

very, very important phase of the question.

Referring to Dr. Zemp’s few remarks, I want to

take great exception to practically everything

that he said. It is true that occasionally some
doses of sodium iodide will apparently cure a case

of bronchial asthma. It has also been reported

that calcium has cured some of them, but I have
yet to see one so cured. They may get some tem-

porary relief from almost anything you do for

them, but the relief is only temporary.

Dr. Zemp says he doesn’t see why we should

have to take a three or four months’ course to

learn how to do this thing. He took a three or

four years’ course to attempt to study medicine

and to learn how to do something for his patients.

What is a three or four months’ course compared
to three or four years? Aren’t patients who suffer

from bronchial asthma entitled to the same intelli-

gent treatment and effort on the part of their

physician to give them relief as the patient who
has appendicitis or nephritis or anything else that

may be the matter with them? What is wrong
with attempting to find out why a patient has
broncial asthma? Suppose he does have to go out

and do a little extra work to find out, isn’t it his

business to relieve his patient as much as he can?

Why ignore or deride this question? He doesn’t

have to go out with a step-ladder and study every

plant and tree and weed that grows in his com-

munity; that has already been done for him. The
large biological houses that prepare these extracts

have already made a survey, a very complete

botanical survey, of every part of the United

States and Canada and down into Mexico, and all

he has to do is to take about five minutes to read

one of their pamphlets to find out what grows in

his community. It doesn’t take so very milch

time, if he has a very specific case, to go into the

question if he wants to do it; he has sense enough,

and so has every one of you. It doesn’t take some
super-human being to work out this thing. What
it does take is what I said in the beginning of my
paper—time, and if you are not willing to give the

time to it, don’t mess up the case, but please send

it to somebody who is willing to take the time, and

you will get -results.

Dr. Zemp doesn’t think that any patient ever

died of bronchial asthma. Well, they do die, and

they die right in the midst of a very acute attack.

There are ample cases of post mortems that have

been reported in the last ten years all over the

world supporting this fact, and there are com-

plete protocols upon the investigation of the

tissues from every part and organ of the body,

from which the conclusions have been drawn and
verified that bronchial asthma and nothing else

was the cause of the death.
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THE PROBLEM CHILD — AS CONCERNS ESPECIALLY MENTAL
HYGIENE*

W. E. Van Order, M.D., Chattanooga

Mental health problems are

coming more and more into the

daily experiences of the pediatri-

cian. So much has been said and written in

the past decade that mothers are frantically

demanding a psychological explanation to

this and that which little Willie is doing.

With so many articles published in readily

accessible magazines they are confused with
many conflicting explanations. There is

only one course open to the family physi-

cian or pediatrician—he must offer a satis-

factory explanation that is not besmirched
with the complex propaganda now so diffi-

cult for the already perplexed and over-

worried parents to understand. This can
best be done by a more complete under-
standing of the home environment and by
sympathetic, painstaking efforts to get at

details.

The term psychological or psychiatrist a
few years ago was a bugaboo which might
be analogous to our present day under-
standing of Einstein’s theory. A wholesale
dispensation of knowledge under these

heads has allowed parents to be able to

speak only vaguely of behaviorism. Various
diseases have periodic manifestation of

popularity,—something to be talked about
with a slight thrill because of the novelty
at the time. The psychologic child is now
in the limelight. There seems to be a re-

bellion against traditionalism in the ways
and means of raising a family. New
mothers are content with having but one
child, and worrying enough over that to
make up for a dozen. They are demanding
books and the right to experiment in the
many bizarre idealistic ways of raising a
child to be just right. They are in a fog
and know not where to seek guidance.

What has caused this confusing change?
I believe it is due to sociological changes in

*Read before the Tennessee State Pediatric As-
sociation, Nashville, April 10, 1933.

quick succession which have caused a great
change in the mode of living,—the World
War, the rapidly moving machine age, the

period of inflated values, and then the de-

pression with so many bank failures (this

last is no longer existent, thanks to Roose-

velt) . Such a turmoil would naturally

breed a bad case of “nerves,” if one had
much sense of responsibility. All this,

coupled with the growing economic inde-

pendence of women, has left the child in an
environment of tension and uncertainty of

his position in the family circle. It has

necessitated the absence of many mothers

from the natural intimacy with their off-

spring,—who most frequently is turned

over to a disinterested attendant. A child

wants freedom, he does not want to be

cooped up behind a gate, or under the re-

straining surveillance of a maid o^ a

governess. Yet this is necessary oftentimes,

particularly in the crowded way we live in

cities—with automobiles killing thousands

yearly. Or if he is kept indoors (as many
are to the detriment of their physical

health)
,
and made to follow a routine with

constant inhibitions and disciplining, a dis-

regard eventually develops which is a

natural reaction to the nervous environ-

ment—the parent irks the child, and the

child the parents— (and it’s dog eat dog).

Thus we see some of the influences creat-

ing a problem in the control of mental

health. Some one in whom the parent has

confidence should lend an oar to help steer

the way. The pediatrician is closest in

considering the welfare of the child, and
it is from him that advice should be sought,

if there is no specialist in psychiatry.

In approaching any problem in health one

considers the symptoms and the causes.

For the prevention one considers particular-

ly the etiological factors. Mental health is

to be thought of in the same light as physi-

cal in this respect. It is more important to
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prevent than to cure—so one considers what
goes to create decreased resistance, other

than physical afflictions, and what control-

lable influences tend to increase resistance.

In considering this, one knows that children
are very sensitive to suggestion and en-
vironment. One knows, also, that mental
growth is particularly rapid in the develop-
ment during the first few years of life. A
child sees more new things and tries to ac-

complish more complex undertakings in 12
hours as a child of 5 years, than an average
adult does in 12 weeks. As a consequence,
the person chief in attendance during these
early years of growth will be a model after
whom the child copies. The domestic atmos-
phere, in other words, can safely be thought
of as being the most important factor in
tho etiology of abnormal mental health.
This idea was first transferred to me while
I was still interning. A Boston pediatrician
was to deliver a lecture on the care of chil-

dren. My thought of this subject was
synonymous with the others—that we would
have portrayed perhaps more picturesquely
how to feed babies, or treat infectious dis-
eases. We were very much amazed when
he left the thought that proper care of in-

fants and children was not what might be
recommended in foods and medicines alone,
but was the vastly more important subject
of the proper technique in instructing
mothers in everyday routine such as would
eventualize in proper disciplinary manage-
ment. Considering all this, I have naturally
concluded that juvenile mental hygiene
should be taught where the soil was most
fertile, where one does not have to undo
abnormal habits to propagate normal ones.
This time is shortly after birth of the child,

while the mother is still in the hospital con-
valescing and while the enthusiasm of want-
ing to learn all that is practically possible

augments the receptive mind. These ten or
twelve days are spent in thinking, eating,

and sleeping—and advice given here is free

from the worry which usually eventualizes

following the assuming of entire responsi-

bility of the child without proper knowl-
edge.

The mother is visited at a time when she

is sure to be well rested and not encumbered
with company. No less than one whole hour

is devoted to the discussion of the care of

the child, and with questions asked and
answered freely. The importance of her

great responsibility might be pictured by
suggesting the failure of a parent producing

such undesirable characters as our political

crooks, bootleggers, and other unscrupulous

personages. The carrying out of a well

ordered existence is suggested as being of

most vital importance in beginning dis-

ciplinary training of a child. An abnormal
routine makes the parent responsive to the

requests of the infant—requests evidenced

by loud wahing usually at most inopportune

times. A child is by nature endowed with

the unfortunate faculty of egotism. The
more attention he gets, the more he wants.

This quality of dictatorship (crying) if

allowed to take root, often is utilized

throughout childhood, and into adolescence.

And how easily it could have been prevented

had the parent known the importance of a

routine, and how harmful overindulgence

in sympathy from crying has so often

proven to be.

The nervous mother is shown to.be detri- I

mental. Incidentally, I have been struck

with the frequency of admissions when
asked if a mother believes herself nervous.

I feel sure that at least 75 per cent state that

they are naturally so—yet I have no doubt

the majority have reached such a state by

virtue of concentration. As an infant

grows into childhood in such an environ-

ment, it is sure to retain some of these

nervous characteristics. We know that he

is most likely to copy what he sees done,

rather than to do what he is told. The

mother, therefore, should have pointed out

such fallacies influencing the child.

Another rather personal request which

has a distinct bearing on the disciplining of

the child is that the grandparents be re-

stricted from attempting disciplinary pro-

cedures. The contrasting differences in

ideas of discipline usually sees the grand-

parents too lenient, often differing in front

of the child. No child can well serve two

masters—and it must have one, definitely.
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The mother should have nothing to do with

i the care of the child the first month, the

nurse or grandparent should assume re-

I sponsibility. After this the mother should

! take no directions from any one except the

j

doctor, some one who will take the respon-

j

sibilities. I tell well parents that if they

! are old enough to have a baby, they are old

j

enough to take entire care of the child.

A child’s first manifestation of rebellion

I usually comes to the surface about the time

he begins to assert himself verbally,—and

I
at mealtime. He readily learns of the great

concern created by refusal to eat—he has

I

won a moral victory at least, for he cannot

i be made to eat. The same is true at nap

i time, or bedtime. Immediately he starts in

on new fields by saying no to every request,

j

The mother usually is inconsistent in cor-

i recting the child, resulting in an uncer-

i
tainty in the child’s mind of what is to be

obeyed and what is not. In respect to the

eating and sleeping problems particularly,

|

too much attention is the cause, and the

! remedy is obvious.

Indirectly these impediments could all be

listed as resultant of the unusual strain the

new mother is experiencing. It is true that

few of our mothers had this handicap in

;

raising us—the reason probably being that

|

she had two or more children, with probably

little help, and no time for “pampering.”

Is it not fair to presume, therefore, that a

j

remedy for the present day situation might

j

be having two or more children if some of

!
the many pressing economic contingencies

!. could be thrown off the mental load and

purse? Perhaps with more children would

have less time to devote in worry for each.

In this respect, too, I am sure that the world

would be better if the middle class and rich

would have more children, and the poor and
uneducated less.

Those problems most frequently con-

fronted by runabouts (or the more recently

I coined pre-school child) as seen in everyday

j

practice might be listed in the following

order of frequency—anorexia, temper tan-

trums, will not go to sleep at night, bites

I

fingernails, shy, and will not cooperate with

the mother or nurse. In the consideration

of these problems, one realizes that reac-

tions to stimuli vary according to the physi-

cal state, or physiological state—such as

hungry, tired, thirsty, or other neglected

body functions. Concern need not be taken

seriously without prolonged or excessive

manifestation, regression to a less mature

stage, or an emotional over-reaction. In the

treatment of such problems, no situation is

considered alone, but always in relation to

environment, to the child’s nature, needs,

activities, age, and other factors. Each

problem is to be considered as a signpost or

symptom pointing the way to a study of

underlying causes. Direct action, which is

thought by parents to be so expedient

—

punishing or rewarding— is emergency

treatment, not educative.

The pediatric consideration of these

“trivialities” just mentioned has been gen-

erally of little concern, yet through neces-

sity we are having to learn what to do. It

seems to be just a case of “necessity being

the mother of invention,” for few of us

have had any training in psychology. One

naturally presumes, as a novice in attempt-

ing to map out a routine, that the experi-

ences greatest in constancy are most likely

to have effect on the formation of habits.

Since eating, drinking, sleeping, and elimi-

nation constitute daily routine a working

basis can be organized. Concentration on

disciplinary procedures pertaining to these

four vital functions will create a founda-

tion for proper behaviorism which may be

broadened to constitute the entire structure

of reactional behaviorism. A pediatrist

finds it necessary to point out, in respect to

these routine experiences, a great, many

do’s and don’ts. One finds it true that this

is frequently overindulged in by too en-

thusiastic would-be psychiatrists, yet the

good that can be done in a normal jurisdic-

tion makes to create a desirable mental

health, as well as physical. Recently P.-T.

A. and other organizations have gathered

for the purpose of discussing such factors

as above mentioned. I do not sanction such

means of dispensation of vital programs for

children’s developments without the princi-

pal speaker being a person who knows

I
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whereof he speaks. No layman or nurse is

equipped to do this. Doctors should feel it

a privilege when asked to help out in this

respect—and they only can fill such an im-

portant vacancy. One must remember that

our future citizens are helped most through

intelligent parents.

The variety of problems otherwise en-

countered in childhood are really too numer-

ous to mention. Let it suffice to realize the

most important consideration in the treat-

ment is the prevention. My effort has been

in this paper to bring to the attention of the

August, 1933

attendant physician, who may find it expe-

dient to care for the child physically

throughout infancy and childhood, that it

is for the best welfare of the patient to

have impressed thoroughly the value of

laying a foundation early in life which will

withstand the storms assailing the mental

health the rest of one’s life. The parents

and home environment must be studied, and

recommendations made according to the

individual case — never to a theoretical

routine.

1
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EDITORIAL

State Medicine

The term “state medicine” occurs with in-

creasing frequency in medical literature and
in conversations between medical men. It

is used many times as if it conveyed one
definite meaning.

A little conversation with doctors will

soon bring out the fact that there is a

variety of opinions as to what state medi-
cine really is. As a result of this lack of

uniformity of opinion some confusion has
grown up concerning the whole idea.

One doctor I know has been accused of

being willing to sponsor or support a move-
ment alleged to be in the direction of state

medicine, when the facts are the movement
was inaugurated for the purpose of combat-
ting state medicine.

Some of this confusion of opinion is doing

harm and should be cleared away. The
term is not easy to define. There are many
practices which one doctor may regard as

state medicine and another not as state

medicine. For example, organized medi-

cine has sponsored the creation of state,

county, and municipal departments of

health for the purpose of carrying on cer-

tain medical activities in the interest of

public health. These activities and practices

constitute state medicine in a sense but they

are not state medicine in another sense

when their activities are kept within the

proper bounds.

Organized medicine hasj sponsored the

creation of municipal hospitals in which in-

digent patients receive free medical and
hospital care. The plan, or system, under
which these institutions operate varies. In

some instances doctors who take care of

patients receive remuneration. In others,

the interne staff receives some remunera-
tion and the attending staff from the out-

side receives no pay whatever. When
properly run such institutions are not en-

gaged in state medicine, though they are

financed by the government.

Medical organizations have sponsored the

creation of tuberculosis hospitals which care

for and treat tuberculosis patients free of

charge, or at small cost. In most of these

institutions the doctors in attendance are

resident in the institution and devote their

entire time to the care of such patients and
draw a salary from the state, county, or

municipality, as the case may be.

One might continue the enumeration of

examples of medical activities on the part

of government which no one regards as

state medicine, but the above will suffice to

show that every one recognizes that there

are certain activities which are medical in

nature which must be performed by the

state or some unit of it. For the state or

some unit of it to engage in a medical ac-

tivity does not of itself constitute state

medicine.

We propose the following as a definition

:

State medicine is a system of medical prac-

tice in which the physician renders services

as an employee of the state and in which
the patient has no voice in the selection of

his physician and which practice places the

physician so engaged in unfair competition

with practitioners.

There are several elements in state medi-

cine. In the first place, an essential rela-

tionship between doctor and patient is de-

stroyed. That is to say, the patient gives up
his liberty of choosing his doctor and the

doctor has no liberty in choosing his pa-

tient. The destruction of this relationship

is of vital importance not only for the mo-
ment but for all times to come. It is the

most destructive phase of the whole subject.

In the second place, an unethical practice

is engaged in. It is unethical for the simple

reason that it is unfair. Ethics is fairness.

It is around this sense of fairness and sound

good policy that the whole code of ethics is

constructed.
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From the examples above cited it is ob-

vious that it is possible for the state to

render aid to sick people under such con-

ditions and circumstances as not to consti-

tute an unfair practice. For example,

when a health department engages in ac-

tivities which were never intended, it places

the physicians of that department in direct

and unfair competition with private physi-

cians and they therefore become engaged in

unethical and unfair practice. If a munici-

pal hospital should inaugurate the practice

of admitting and caring for patients who

are not indigent then that institution would

be engaging in unethical and unfair prac-

tice.

All these elements must be taken into con-

sideration in determining whether or not a

certain practice constitutes state medicine

in the vicious form which organized medi-

cine seeks to combat. There are two ele-

ments ordinarily which stand out. One is

the destruction of freedom of both the doc-

tor and the patient, and the other element is

the element of gross unfairness. As in the

case of contract practice, elements which

enter into the practice constitute the menac-

ing feature. It is perfectly possible for a

unit of the government to render medical

service without violating ethical principles.

When these institutions, however, engage in

practices which are in violation of funda-

mental ethical principles then they become

destructive to the best that is in people, in

government and the medical profession.

Medical activities on the part of the state

become vicious and menacing state medicine

when fundamental ethical principles are

violated.

Contract Practice

As in the case of state medicine, the term

“contract practice” is rather loosely used.

Recently the Judicial Council of the

American Medical Association sought to de-

fine the term “contract practice” and to set

out the conditions under which the practice

becomes unethical. Every one should read

this definition and the discussion with the

greatest of care,

“By the term ‘contract practice,’ as

applied to medicine, is meant the carry-

ing out of an agreement between a physi-

cian or a group of physicians as princi-

pals or agents and a corporation, organi-

zation or individual, to furnish partial or

full medical services to a group or class

of individuals for a definite sum or for a

fixed rate per capita.

Contract practice per se is not unethical.

However, certain features or conditions

if present make a contract unethical,

among which are: (1) When there is a

solicitation of patients, directly or indi-

rectly. (2) When there is underbidding

to secure contracts. (3) When the com-

pensation is inadequate to assure good

medical service. (4) When there is in-

terference with reasonable competition in

a community. (5) When free choice of a

physician is prevented. (6) When the

conditions of his employment make it im-

possible to render adequate service to his

patients. (7) When the contract because

of any of its provisions or practical re-

sults is contrary to sound public policy.

Each contract, should be considered on

its own merits and in the light of sur-

rounding conditions. Judgment should

not be obscured by immediate, temporary
or local results. The decision as to its

ethical or unethical nature must be based

on the ultimate effect, for good or ill, on

the people as a whole.”

It will be observed that it is possible to

practice under contract and still observe

high ethical principles. It is also possible to

engage in contract practice and violate

every ethical principle.

Recently the subject of contract practice

has been examined very carefully by the

Committee on Medical Economics of the

American Medical Association. The wide

diversion of opinion on the subject of con-

tract practice called for this definition by

the Judicial Council of the American Medi-

cal Association.

In this connection it is appropriate to

state that in a discussion before the House

of Delegates of the Association it was as-

serted that few medical schools today teach

the subject of medical ethics at all. Medi-

cal students are graduated and enter prac-
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tice and at times engage in unethical con-

duct by reason of ignorance rather than

viciousness. There doubtless are many
graduates who have never read the princi-

ples of the code of medical ethics. Their

scientific knowledge and equipment are well

up to standard but their ethical concepts

are lacking and it cannot be too strongly

emphasized that scientific achievement alone

will not cure the ills of the world. Human
practices of all sorts must be governed by
ethical principles or all our efforts toward

scientific achievement will end in confusion.

At this very moment the government of

the United States is engaged in the prosecu-

tion of a movement which seeks to establish

ethical practices by industries. All the

science on earth applied to the economic

and industrial conditions as they are would

do little good. It may be that science and

invention have gone a little too far. They

certainly have made more progress than has

been made along ethical lines. Codes of

practice are being written. Let us hope that

codes of ethical practices will lead us out.

We may point with pride to the fact that

medicine has had a code of ethics for more

than two thousand years and that the code

was written not in the interest of doctors

but primarily in the interest of patients,

and that it is effective to the extent it is in

promoting and preserving fair practices on

the part of doctors.

DEATHS
Dr. Henry N. Pulliam, Memphis

;
Univer-

sity of Tennessee Medical School, 1919;

aged 45 ;
died July 10, the victim of a heart

attack.

Dr. John M. Maury, Sr., Memphis; Uni-

versity of Pennsylvania School of Medicine,

1890; aged 65; died July 10 of a heart at-

tack.

Dr. C. T. Carroll, Morristown; Lincoln

Memorial University, Medical Department,
Knoxville, 1898; aged 60; died July 27, fol-

lowing an illness of several months.

Dr. James B. Cox, Huntingdon; Univer-
sity of Tennessee School of Medicine, 1878

;

aged 77 ; died July 10, after a long illness.

Dr. J. L. Edwards, Brownsville
; Memphis

Hospital Medical College, 1889; aged 70;
died July 7, after a long illness.

Dr. R. M. Graham, Clarksville; St. Louis
College of Physicians and Surgeons, 1918;
aged 51 ; died July 31.

RESOLUTION
Brownsville, Tenn.—Dr. J. L. Edwards

died at his home here July 7, 1933. Age,
69 years.

Coming here from Tipton County he prac-
ticed medicine here for 40 years. Was sec-

retary of the County Medical Society for

30 years, and was at one time Mayor of the
town.

All of those who knew him feel that they
have lost a friend. Those of us who are en-

gaged in the same kind of work know that
they have lost a kind and considerate friend.

We will miss his wise counsel, his helpful

assistance, and above all the example he set

up by doing careful conscientious work.
Be it resolved that a copy of these resolu-

tions be sent to The Journal of the Ten-
nessee State Medical Association, a copy to

the family, to the county paper, and a copy
spread on the minutes of the County Medi-
cal Society.

A. H. SORRELLE,

John C. Thornton,
John M. Chambers,

Committee.

NEWS NOTES AND COMMENTS

Dr. Hale E. Cullom, after graduating
from the Vanderbilt University Medical

School in 1930, has returned to Nashville to

practice ophthalmology in association with

his father, Dr. M. M. Cullom.

Dr. Cullom spent a year at the Grant
Hospital at Columbus, Ohio. The following

year he was on the house staff of the Bil-

lings Memorial Hospital, University of
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Chicago in the eye department under Dr.

E. V. L. Brown. He spent the next year as

first assistant to Dr. A. D. Ruedemann,
Chief of Eye Service, at Dr. Crile’s Clinic

in Cleveland, Ohio. He has offices with his

father in the Bennie-Dillon Building.

Dr. Philip C. Elliott announces the open-

ing of his office at 2629 Gallatin Road, Nash-
ville. Practice limited to children.

The Bulletin of the Southern Medical As-

sociation announces the next meeting at

Richmond, Virginia, November 14-17, and a

Post-Meeting Day in Washington, Novem-
ber 18.

Dr. B. D. Caldwell of Milan, is reported

to be improving after a serious illness.

Dr. A. L. Proffitt of Newport, recently

was a patient at a Knoxville hospital.

Dr. J. B. Bond, formerly Registrar of

Vital Statistics, has returned to Martin and

opened his office.

Drs. S. B. and S. Boyd McClary, Jr., of

Etowah, have opened new offices on Ten-

nessee Avenue.

Dr. 0. S. Hauk of Kingsport, recently

returned home after being a patient at the

Vanderbilt Hospital, Nashville.

Dr. R. L. Sanders of Memphis, is on his

way to attend the International Goiter Con-

gress at Berne, Switzerland. About seventy-

five American physicians are expected to be

in attendance.

Dr. Russell Moore of Dyersburg, recently

spent a month at the Mayo Postgraduate

Clinic.

In his will, Dr. Max Goltman, who recent-

ly died in Memphis, left a substantial sum
of money to the students’ loan fund. This

fund was started by Dr. Goltman a number
of years ago and is administered by Dr. 0.

W. Hyman.

Dr. Jesse Armstrong, for years connect-

ed with the Newell Sanitarium, Chattanoo-

ga, has opened his office in the Medical Arts

Building.
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Dr. J. 0. Barker and T. C. Rice have

opened their offices in Trenton.

Dr. J. H. Gammon, after more than three

years as assistant superintendent of the

Eastern State Hospital, at Knoxville, has

opened his office at 315 Ogle Street.

Dr. Zaven M. Seron after completing his

term as resident at the Children’s Hospital,

Chattanooga, has opened his office in Cleve-

land. Dr. Seron will confine his practice

to Pediatrics.

Dr. D. B. Andrews, after three years at

St. Joseph’s Hospital, Memphis, has opened

his office in Lewisburg.

Dr. W. S. Leathers, Dean of the Vander-
bilt University School of Medicine, was the

honor guest of a dinner Wednesday evening.

May 17, given by the Medical faculty, the

Board of Trust and a group of friends at the

Belle Meade Country Club. The affair, which
was in observance of the fifth anniversary

of Dr. Leathers’ appointment as Dean, was
attended by one hundred and seventy-five

guests.

Dr. R. Neil Brown of Dayton, Ohio, has

returned to his former home in Johnson

City and has opened his office for the prac-

tice of medicine.

Dr. B. L. Simmons of Nashville, was
elected president of the Tennessee State

Board of Medical Examiners for the next

two years at an all-day session of the board

held Tuesday at the Maxwell House, Nash-

ville. Other officers elected for the same
term are Dr. J. K. Blackburn, of Pulaski,

vice-president and Dr. H. W.
(

Qualls of

Memphis, secretary and treasurer.

MEDICAL SOCIETIES

Benton, Carroll, Henry, Weakley Counties:

Five Memphis doctors conducted a Goiter

Symposium at the July session of this so-

ciety. As usual, a good attendance was.

NEWS NOTES AND COMMENTS—MEDICAL SOCIETIES
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:
present. The program covered various

phases of the goiter problem. Papers and

lectures were given by Drs. Conley H. San-

ford, Lyle Motley, Richard C. Bunting,

Eustace Semmes and J. L. McGehee.

Carter County:

Dr. J. Shelton Horsley of Richmond, Vir-

ginia, addressed this society at the July

meeting. Dr. Horsley’s subject was “Indi-

gestion.” The meeting was perhaps the

largest in point of attendance, ever held in

the county. A banquet preceded the ad-

i
dress.

Hamilton County:

The following programs are scheduled for

the beginning of the autumn activities of

the society:

September 7—“Postoperative Thrombo-

phlebitis and Embolism,” by Dr. B. L.

Jacobs.

September 14—“Local Anesthesia in the

i Treatment of Fractures,” by Dr. Edward T.

;

Newell.

“A Study of End Results in Fractures of

! the Hip,” by Dr. Robert C. Robertson.

Hardin, Lawrence, Lewis, Perry and Wayne
Counties

:

The Five-County Medical Society met in

Waynesboro ori July 25. The following

papers were read:

“Neurotic Habits in Infancy and Child-

hood,” by Dr. 0. H. Williams, Savannah.

Discussion opened by Dr. J. V. Hughes,

Savannah.

“Diabetes Mellitus,” by Dr. Jacob Al-

perin, Memphis. Discussion opened by Dr.

W. E. Boyce, Flatwoods.

“Collapse Therapy in Pulmonary Tuber-

culosis,” by Dr. Hollis E. Johnson. Discus-

sion opened by Dr. J. H. Tilley, Lawrence-

burg.

“Chemistry of Barbituric Acid and its

Derivatives,” by Dr. W. E. Boyce, Flat-

woods. Discussion opened by Dr. H. C.

Boyd, Waynesboro.

Knox County:

On July 11, Dr. James Cottrell of Phila-

delphia, addressed the society.

Dr. Pope spoke on “Enuresis” on July

25. Dr. Joe T. Smith opened the discussion.

On July 18 Dr. H. B. Everett of Memphis,
President of the Tennessee State Medical

Association, addressed the Society.

Madison County:

On July 11, this society enjoyed its annual

picnic. A large crowd was present and en-

gaged in the sports program arranged by
the committee.

McMinn, Monroe, Loudon, Roane Counties:

The monthly meeting was held at Sweet-

water July 13. Doctors from Maryville and
Knoxville were the guests of the society.

The doctors were guests at the James Mon-
roe Hotel at the lunch hour.

Dr. R. B. Wood of Knoxville, was the

principal speaker. His subject was “Cor-

onary Heart Disease.” Dr. W. S. Moore of

Etowah, spoke on “Modern Hypnotics and

Usage,” and further discussion was by Dr.

Roy Epperson of Athens.

Dr. Thomas L. Bowman of Harriman, and

Dr. John Roberts of Kingston, discussed

“Colitis.”

Roane County:

On July 18, the regular meeting was held

at the Harriman City Hall. Those in at-

tendance were: Dr. J. J. Waller, Oliver

Springs; Drs. Roberts and Fly, Kingston;

Dr. G. E. Wilson, Rockwood; Drs. Neer-

gaard and Hill, Harriman.

Dr. G. P. Zirkle, the essayist for the meet-

ing was sick and unable to attend, so the

time was occupied very interestingly and

profitably with report of cases, and informal

discussions.

The next meeting will be in Harriman the

third Tuesday in August.

Sullivan-Johnson Counties:

The July meeting was held at Kingsport

Inn, on the 5th. Dr. W. K. Vance, Jr., read

a paper on “The Study of Female Endo-

crines.” Dinner was served and a business

session of the society was held.
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Washington County:

The September meeting will be held on

Thursday, the 7th. The program is as fol-

lows : “X-Ray Therapy/’ by Dr. J. L. Han-
kins. “Clinical Use of Radium,” by Dr.

H. D. Miller and Dr. J. G. Moss. Discussion

to be opened by Drs. Cass and Gibson.

Wilson County:

On September 7, Dr. R. B. Gaston will

read a paper on “Management of Prostatic

Obstruction.”

OTHER MEDICAL SOCIETIES

The Lawrence County (Arkansas) Medi-

cal Society was the host at an all-day meet-

ing on July 12. About fifty Eastern Arkan-

sas and Memphis physicians were present.

Both lunch and barbecue supper were

served and between these two events ad-

dresses were made by Drs. R. A. Hennes-

sey, W. T. Black, J. A. Crisler, Jr., John C.

Ayers, J. L. Jelks and Paul Paden.

Dr. Maxwell E. Lapham of Philadelphia,

delivered the first of a series of ten lectures

on “Pre-Natal Care,” on July 12, at the

King’s Mountain Memorial Hospital.

The lectures to be given each Wednesday
night for ten weeks, are being sponsored by

the University of Virginia, the Medical So-

ciety of Virginia and the Medical College

of Virginia.

They are made possible through contribu-

tion of the Commonwealth Fund of New
York, which furnished a large part of the

money for the Sullivan County, Tennessee

health unit.

GLEANINGS

The Long Rise of Medical Science

Since the dawn of civilization, mankind
has been trying to increase its ability to

fend off death and restore ailing bodies to

health. This effort began slowly, pro-

gressed along an almost imperceptible rise

for many centuries — and finally took a

sharp turn upward. Medical science has

made more progress in the last 130 years

than in all of recorded history before the

nineteenth century.

So says Dr. Morris Fishbein, the widely-

read editor of the Journal of the American
Medical Association, in “Frontiers of Medi-

cine,” a readable little handbook in the new
Century of Progress series.

This book is simply an outline of medi-

cal history, an exposition of the develop-

ment by mankind of the art of healing from
the primitive hocus-pocus of the medicine

man to the scientific technique of the mod-
ern hospital.

Medical history, says Dr. Fishbein, really

begins with Hippocrates, about 300 B.C.

Some four centuries later Galen became
medical science’s dominating figure, re-

maining such for 1,200 years. Then, as

people began to emerge from the supersti-

tion and tradition of the middle ages, came
the development of anatomy, of physiology,

of more exact knowledge about the body
and its secrets, leading up to the great era

which began in the nineteenth century and
is not yet ended .—Jackson (Tenn.) Sun.

ABSTRACTS OF CURRENT UTERATURE

ANESTHESIA
By Hugh Barr, M.D.

Medical Arts Building, Nashville

General Spinal Anesthesia—Report of a Case. Geo.

M. Saunders, M.D., The New England Journal of

Medicine. June 1, 1933.

The author during six months as active head of

the Firestone Hospital at Gedatarba, Liberia, ad-

ministered approximately one hundred spinal anes-

thesias without a fatality. The height of anesthe-

sia was controlled by the method of Stout and his

coworkers. Three factors are depended upon for

its success: the amount of the anesthetic agent,

the amount of spinal fluid withdrawn to be rein-

jected, and the length of time taken for reinjection.

The author describes a case of a native boy ten

years of age with extensive bilateral tuberculous

glands of the neck. 3.5 cc. of spinal fluid were
withdrawn into a syringe, 250 mg. of procaine dis-

solved in the fluid and then reinjected, taking fif-

teen seconds for reinjection. Patient was placed

on back with hips raised six inches higher than

head. 0.5 cc. of 1:1000 of adrenalin solution was
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then given subcutaneously. Anesthesia gradually

moved upward. In about twenty minutes the pa-

tient was deeply unconscious and remained so about

an hour. Glands were removed from one side of

neck.

The procedure was repeated about a month later

for removal of the glands on the other side of the

neck with identical results. During sleep the pa-

tient’s condition was good. Corneal reflex was

present, pupils were equal and regular, respira-

tions were twenty-five to thirty a minute and some-

what stertorous, pulse about 100.

DERMATOLOGY
By E. E. Brown, M.D.

Doctors Building, Nashville

Are X-rays of Value in the Treatment of Ringworm of

the Hands and Feet? By Richard J. Kelly, M.D.,

New York, N. Y., New York State Journal of Medi-

cine, July, 1933.

Each patient was carefully instructed to use

nothing except boric acid solution on all of the

affected members. A photograph was taken of the

part involved. Then one affected member was

given X-ray treatment and the other was given no

X-ray treatment, being used as a control. The

member chosen for X-ray therapy was always the

more involved, where differences in the severity of

the involvement were present. After an interval

of one week the patient was seen again, and an-

other photograph was taken of the involved parts.

The second dose of X-ray was applied to the pre-

viously exposed hand or foot. Following the origi-

nal plan, the other member was not treated by X-

rays. Another week was allowed to elapse, and

the patient in the meantime continued the boric

acid locally. At the end of two weeks all of the

involved parts were once more photographed. No
X-ray treatment was given at this point. A total

of seventy-six cases was seen since the beginning of

this work. Of these, twenty were acceptable to

treatment with X-rays. These were chosen because

of their history, physical, microscopic and cultural

qualities. Each case treated was definitely proven

to be positive for fungus microscopically and

culturally. The majority were new and untreated

cases. None had had any X-ray therapy applied

in any form previously. No case was acceptable

if any form of dermatitis venenata from local

treatment was evidenced.

Of the twenty cases subjected to the foregoing

form of X-ray treatment, four were found to be

positive for fungus on the hands and feet. Three

were positive on the hands, with none on the feet.

Nine were positive on the feet, with none on the

hands. Four were positive on the feet, with

trichophytid on their hands. Those treated in-

cluded objectively scaling, oozing, vesticulation, in-

duration and erythema.

At the date of the first consultation a careful

history of symptoms was taken. This usually in-

cluded complaints of itching, burning, oozing, red-

ness and blisters. Upon questioning the patients

on their second visit, the uniform reply was that

the member treated with boric acid ointment was
comfortable from twenty-four to forty-eight hours

following the first application. However, during

succeeding days with constant use of the ointment

the relief of symptoms did not continue, but rather

there was a return to the original state of irrita-

tion.

Contrasted to this, the patients stated that the

member treated with X-rays was decidedly more
comfortable. When reviewed objectively, the same
was true from the standpoint of clearing up the

lesions. This was so noticeable to the patients that

they requested that X-rays be used on all members.

OPHTHALMOLOGY
By Robert J. Warner, M.D.

Doctors Building, Nashville

Etiology and Treatment of Iridocyclitis. S. Kahoun,
American Journal of Ophthalmology, July, 1933.

At the Brunn Clinic in the years 1927 to 1931,

233 cases of endogenous iridocyclitis were treated.

According to etiology, they were classified as fol-

lows: tuberculosis with positive finding, 61, or 26.4

per cent; tuberculosis with probable finding, 54, or

23.4 per cent; rheumatism, 42, or 18.1 per cent;

gonorrhea, 16, or 6.9 per cent; lues, 15, or 6.4 per

cent; hypertony and nephrosclerosis, 7, or 2.8 per
cent; diabetes, 6, or 2.6 per cent; nephritis, 3, or

1.2 per cent; suppurative inflammation of adjacent

cavities, 2, or 0.8 per cent; chronic appendicitis, 1,

or 0.4 per cent; gout, 1, or 0.4 per cent; without
etiology, 25, or 10.7 per cent. The greatest inci-

dence was between the ages of thirty and forty

years.

In general, the tuberculosis cases were treated

with old tuberculin, emulsion of bacilli, or nonspe-
cific proteins. The best results were obtained in

those cases in which specific therapy was combined
with injections of milk in small doses. Nonspecific

treatment was used in cases in which specific treat-

ment was contraindicated on account of the phys-
ical condition.

SURGERY— GENERAL AND
ABDOMINAL

By John L. Dies, M.D.
1213 Exchange Building, Memphis

Some Observations of the Treatment of Pilonidal Sinus.

Edward J. Ottenheimer, M.D., F.A.C.S., The American

Journal of Surgery, New Series, Volume XXI, July,

1933, Number 1. Pages 120 to 121.

A consideration of the causes of both delayed

healing and recurrences leads us first to the meth-

ods now in use in the treatment of pilonidal sinus.

In general it may be said that all methods begin
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with complete extirpation of the sinus and all its

ramifications. A hollow cavity is then left, which

has as its base the sacrum and coccyx with their

fascial covering, and at times the proximal por-

tions of the gluteus maximus with its fascia, and

side walls of fat. This cavity is customarily

treated in one of five ways:

1. It may be left wide open and allowed to gran-

ulate.

2. It may be left open and closed later by sec-

ondary suture.

3. It may be closed around a drain.

4. It may be closed by mobilizing a flap from the

buttocks and drained through the secondary in-

cision.

5. It may be closed tightly.

Having in mind these five possible ways of deal-

ing with the cavity, let us consider some of the

problems of delayed healing. It is obvious that

a cavity which is allowed to granulate will not

heal so quickly as one that is treated by any one

of the other methods. Yet I have been amazed to

find that by and large there is very little difference

in the actual healing time between any two of the

foregoing methods. If occasionally we succeed in

getting primary union in the wound that is closed

tightly, it is the exception rather than the rule,

and the next few cases will prove it to our own
chagrin. Certainly it has been proved to my sat-

isfaction that the surgeon may choose any one of

the foregoing operations to suit the individual case

and then inquire further into the cause of delayed

healing.

These further inquiries will reveal the following

possible reasons for tardy healing:

1. Type of patient who has pilanidal sinus.

2. Ill-chosen time for operation.

3. Unavoidably unfavorable location of wound.

4. Imperfect hemostasis at the time of operation.

5. Incomplete excision of the sinus tract and its

secondary branches.

It is a well-known, though not readily explain-

able, fact that the majority of patients with piloni-

dal sinus are young, obese and hairy individuals,

many of whom suggest some endocrine imbalance.

From the surgical standpoint this is important in

that the layer of fat over the sacrum and coccyx

is therefore greatly increased in amount. The re-

sistance to infection in this area is thus reduced

to a minimum, and I believe this definitely con-

tributes to the slow healing.

UROLOGY
By Tom R. Barry, M.D., F.A.C.S.

Medical Building, Knoxville

Hematuria. N. P. Rathburn, Journal of Urology,

July, 1933.

A study was made of a group of cases to deter-

mine the incidence of hematuria as a prominent

symptom in urological lesions and also its relative

incidence in the various pathological conditions as

they presented themselves. Fifteen hundred case

histories presented were reviewed. Hematuria was
noted as an outstanding symptom in 203, or 13.5

j

per cent. In many cases it was the chief complaint. 3

In more than 50 per cent of cases the bleeding

could be traced to a neoplasm in the urinary tract.
,

;

He cites one case of especial interest. A man of

sixty was referred because of hematuria. Eight

years previously he had passed blood for three or

four days. He consulted his family physician, who
]

prescribed a medicine that promptly stopped the
j

bleeding. He again had hematuria several months

later that was controlled by his physician’s pills.

This bleeding has recurred every three or four

months for the past eight years. His last attack

did not respond. Examination revealed an emaci- 1

ated old man, with a tumor filling his whole abdo- I

m?n. He states that “we still have a lot of mission-

ary work to do with the general practitioners.”

In a group of 106 tumors, 88 were malignant and

22 as benign. Eighty-seven per cent of renal tu-

mors had hematuria as an outstanding feature.

There was one carcinoma of ureter, eighty-one car-
'

cinoma of bladder, and of these, 75 per cent had

hematuria. There were sixty-one carcinomas of

prostate with hermaturia as a prominent symp-

tom in 11.4 per cent. There were thirty-three
J

papilloma of bladder, 66.6 per cent of which bled.

Hematuria was a symptom in 16 per cent of

renal stones; 5.8 per cent of ureteral stones had

hematuria. All of his renal and ureteral stones
|

were demonstrated by X-ray. Vesical calculus had

hematuria in 36.7 per cent. Calculi somewhere in

urinary tract accounted for 22.1 per cent of the

hematurias. In eighteen cases hematuria was ac-

counted for by ureteral stricture. Benign hyper-

trophy of prostate was represented by seventeen

cases, or 6.1 per cent.

The remainder of the group were represented by

various lesions, as constitutional diseases, acute

alcoholism, purpura, trauma, urethral stricture,

acute prostatitis, ulcer of bladder, etc.

Renal tuberculosis did not appear in his group,

which is most unusual, as hematuria may be the

only symptom of this disease.

In this group of 203 hematurias there were eight

diagnosed as idopatic on first examination; of these

eight, three were re-examined and positive diagno-

sis made.

This article is worthy of thought and demon-

strated in a clear way the pernicious habit of neg-

lecting to investigate the source of all hematurias.
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CONSIDERATIONS OF THE SURGICAL TREATMENT OF GOITER
BASED ON ONE THOUSAND OPERATIONS*

William D. Haggard, M.D., F.A.C.S., D.C.L., and Carl R. Crutchfield, M.D., F.A.C.S.,

Nashville

There have been well over a thousand

operations for goiter in The Haggard Clinic,

of which we have accurate records of 930

cases suitable for study. While the bulk

of the operations have been done by one

of us (W.D.H.), a considerable number
have been done by our associate, Dr. W. 0.

Floyd, and one of us (C.R.C.). In 825 of

them, done in St. Thomas Hospital, there

were 17 deaths, or 2.06 per cent mortality.

285 were exophthalmic goiter, with a mor-

tality of 4.55 per cent, and 231 were toxic

adenoma, with a mortality of 3.46 per cent.

Of the 309 non-toxic cases there was no mor-

tality. In the last 300 cases of all varieties

there have been only two deaths, a mortality

of .66 per cent. We attribute the lowered

mortality rate to increased experience, im-

proved technic, local anesthesia, and pre-

operative iodin administration. During

this period of 300 operations (298 recover-

ies)
,

five medical deaths occurred which

when admitted were too far advanced to be

operated upon.

In 1872 Samuel D. Gross, in his monu-
mental work on surgery, said: “Can a

thyroid gland, when in a state of enlarge-

ment, be removed with a reasonable hope of

saving the patient? Such an undertaking

may occasionally be accomplished under

*Read before the Tennessee State Medical Asso-

ciation, Nashville, April 11, 12, 13, 1933.

circumstances apparently most desperate,

but no sensible man on the slightest consid-

eration should attempt to extirpate a goit-

rous thyroid gland. . . . Every stroke of

his knife will, if he is not perfectly self-

possessed and most cautious, be followed

by a torrent of blood, and lucky will it be

for him if the victim lives long enough to

enable him to finish his operation.” The
use of the artery forcep, not invented

until 1807, was not used as freely as it is

today. European surgeons, even now, make
no such universal use of it as the American
surgeons. They laboriously tie with an an-

eurysm needle each artery and process of

tissue, which seems wholly contrary to the

more rapid and dexterous practice which

we are accustomed to see in this country.

The continental surgeons, with Kocher as

the leader, were the pioneers in the surgery

of goiter and taught the important princi-

ples upon which this branch of surgery has

developed.

Since the day of Samuel Gross, opera-

tions for goiter have been done in greatly

increasing number with improvement in

the results obtained and an increasing sav-

ing of life and prevention of invalidism and

early death from damaged thyroid hearts.

In America C. H. Mayo was the pioneer and,

with his enormous experience, established

the technics of its present successful treat-

ment.
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FUNCTION OF THE THYROID GLAND
The peculiar function of the thyroid ap-

pears to be the splitting up of the iodin

containing molecule of any compound of

iodin which enters the organism (Marine)

(ferrous iodid, sodium iodid, potassium

iodid) and the conversion of the iodin into

the specific thyroid product, thyro-iodin or

thyroxin (discovered by Kendall) . The ac-

tive principle, thyroxin, increases the ex-

citability of the patient’s nervous system.

If the nervous system has been sensitized

to this iodinol principle, the reaction will be

very acute and very severe. The nervous

Fig. 1. Exophthalmic Goiter, 9 mo. duration.

B.M.R. increased from +54 per cent to +66 per

cent in 3 mo. in spite of Lugol’s, rest, and X-ray.

After gain of 7 lbs. thyroidectomy was successful.

system initiates the stimulation of thyroid

activity and in turn the nervous system

will be stepped up by the thyroid

secretion, causing a vicious circle. One or

the other will be exhausted unless the pro-

cess is stopped by some commanding in-

fluence, such as thyroidectomy. With ex-

cessive thyroid activity, life is dramatic,

tense and responsive to every stimulus.

With depressed thyroid activity the brain is

dull, slow and stupid. Its activity is inti-

mately associated with that of the liver

and the adrenals, and together they furnish

the driving power of the brain, and it in

turn drives the entire organism of man and
animals responsive to the change in envir-

onment (Crile). With special activities of
the organism of man, emotional responses,

to varied environment, such as infections,

certain changes in other endocrine glands,

bearing offspring, and with hyperthyroid-

ism, the volume of the thyroid gland in-

creases. Thus with puberty, menstruation,,

and gestation and the emotional strains

acting through the sympathetic, the female
is more prone to enlargements at various

times. At puberty the ratio of goiter in

females to males is 6 to 1.

It appears that the study of the thyroid

begins and ends with iodin. Marine states

that the thyroid has to do in some important

way with internal respiration or the utili-

zation of oxygen by the tissues. It is the

only known function of the gland.

It is presumed that the internal secretion

of the thyroid has the characteristics of a

hormone as opposed to the enzymes of

glands of external secretion.

The thyroid, like only a few other struc-

tures in the body, such as the liver, when
partially removed has the capacity for re-

generation (Wagner). Clinically we know
that this regeneration sometimes causes re-

currence after the goiter has been removed.

If only a small portion is removed, no ap-

preciable change occurs. If a considerable

amount of the gland is resected, colloid is

stored in the follicles; when very little re-

mains after the resection, active hyperpla-

sia occurs. The routine administration of

ten drops of iodin every night for ten weeks

after thyroidectomy is to prevent any ex-

cessive regeneration, but if more than

three-fourths of the gland is removed, it

would require thyroid extract. This can be

determined and regulated by repeated basal

metabolic tests.

ETIOLOGY
Goiter is believed to be an iodin defi-

ciency disease. It has been shown that in

goitrous women the iodin contents of the

urine and milk is much lower than in nor-
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mal women. Many other factors must enter

into the causation of goiter. Whatever these

causes that interfere with the metabolism

of iodin are, such as intestinal microorgan-

isms, vitamin deficiency, etc., de Quervain

of Berne, who has seen so much goiter, feels

that iodin is an antidote to other noxious

influences.

Heredity plays a definite part. Children

of goiter bearers are more prone to have

it than those where only one parent is goit-

rous. It was endemic along the Struma
River. Struma is one of the synonyms
given to goiter. In America, the Pacific

northwest, extending to the Cascade Moun-
tains, is the area of the greatest prev-

alence, and also the Great Lakes region,

presumably due to the deficiency of iodin in

the soil. The southern part of the United

States has the least goiter. This is not true

of exophthalmic goiter, which occurs

everywhere. In the capital of Switzerland

scarcely a normal thyroid gland could be

found amongst all the autopsies.

Prevention: In pupils in Switzerland the

administration of iodin for two weeks each

spring and autumn caused the disappear-

ance of large goiters from the incidence of

36.4 per cent to .5 per cent.

IODIN ADMINISTRATION
It has been established that the way iodin

acts in exophthalmic goiter to decrease hy-

perthyroidism is to fill the acini with nor-

mal colloid, which makes pressure against

the cell lining and decreases the activity of

the cells for a period. In a reasonably

short time, however, the cells become swol-

len and cuboidal and re-activate the hyper-

thyroidism. The continued administration

of iodin, therefore, becomes ineffective, not

to say harmful.

It is just as dangerous to administer iodin

indiscriminately to a goiter patient as it

is to give morphin to the patient with an

acute abdomen. We have restricted iodin

administration to pre-operative preparation

and post-operative management of goiter

only. It is not a curative treatment. Unfor-

tunately, when administered for a long

period of time it produces a condition that

might be described as partly due to iodism

and partly to the unbridled activity of the

thyroid gland, 1 because after iodin has been

used for a short period it ceases to be bene-

ficial and the hyperthyroid crisis may come
on. It is then difficult to control as one is

deprived of the employment of the very
thing which would have been helpful in the

beginning, and the condition does not yield

to ordinary bed rest, sedatives, etc. Some
of the gravest cases we have had to con-

tend with have been those where iodin was
used in a misguided manner for many
weeks, months, or sometimes a whole year.

One such case required an entire year to

get her in condition and to perform the

operation in three stages and cure her,

whereas, if she had been originally given
iodin for not over two weeks, she could have
had her operation and been well in another
two weeks.

In 1923 Plummer reported from the Mayo
Clinic on the use of iodin, especially in the

crisis of exophthalmic goiter, in which fifty

to one hundred drops per day for a short

period of time enabled those cases to be
rescued from the crisis of hyperthyroidism,

which formerly was so often fatal. He also

demonstrated that by the administration of

iodin over a short period (10 days to 2

weeks) the exophthalmic goiter patient

could be prepared for a fairly safe opera-

tion, with or without rest in bed. Iodin

reduced the mortality rate at the Mayo
Clinic from 4.1 per cent to .9 per cent.

For the purpose of this report we will

confine the discussion to: (1) diffuse col-

loid goiter, (2) adenomatous goiter without

hyperthyroidism, (3) adenomatous goiter

with hyperthyroidism, (4) exophthalmic
goiter, (5) malignant disease of the thyroid.

DIFFUSE COLLOID GOITER
Diffuse colloid goiter and parenchyma-

tous goiter are spoken of as simple, non-
toxic goiter and are in the same group. The
small, smooth, soft goiter occurs mostly in

children, whereas the cystic, nodular va-

riety is found in mature years. There is

little or no iodin present. The follicles are

*Haggard and Floyd: The Danger of the Indis-

criminate Use of Iodin in Goiter, J. Tenn. Med.
Assn., July, 1928.
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greatly increased and the epithelial lining

is sometimes buckled up. It is the goiter of

youth; its iodin is greatly diminished, as

contrasted with the colloid goiter in which
the amount of iodin is generally increased,

although the function is good. It is the

goiter appearing at adolescence and rarely

ever requires operation, although it may
reach considerable size. In the Congo the

diseased thyroid glands are said to weigh

at times as much as ten pounds in adults.

They present a pale, pink color on section;

colloid, which is sticky and honey-like as it

oozes out, makes the glands more or less

translucent.

The modern goiter is smaller, but more
prone to be toxic than formerly. Most salt

used commercially has been rendered free of

iodin. Iodized salt is healthful, as are green

vegetables, because cooking destroys three-

fourths of the iodin value.

ADENOMATOUS GOITER
Multiple adenoma is the nodular form of

goiter, and most often occurs after 30. It

sometimes becomes intrathoracic. It is

irregular in size. The nodules may be very

small or several inches in diameter, and

calcification sometimes occurs. The nodules

originate probably from a fibrous contrac-

tion of their limiting membrane. A num-
ber of examples of these immense growths,

sometimes spoken of as colossal, were de-

scribed by one of us previously.2 In goiter

of this type, the superior thyroid artery

appears as large as the common carotid, and
the veins are correspondingly enlarged.

The central portion from lack of nourish-

ment often undergoes degeneration, such as

hemorrhagic, cystic, hyaline, calcareous,

etc. They contain a number of small cysts

or large coalescent cysts.

The adenomatous goiter grows relatively

slow and may become large and multinodu-

lar. The effect of pressure on the trachea

in these large growths gives rise to cough,

alterations in the voice, and dysphagia, to-

gether with pressure on the blood vessels

and veins. Bruits and thrills over the tor-

tuous superior thyroid arteries often occur.

2W. D. Haggard, Colossal Goiter, J. Term. Med.
Assn., Sept., 1915.

Fig. 2. Adenomatous Goiter with beginning Hy-
perthyroidism. Left hospital 5 days after Thy-
roidectomy.

We have had a number of cases in which
pressure on the nerves gave rise to inter-

ference with phonation before operation.

The recurrent laryngeal nerve is sometimes

impinged upon by nodular goiters under-

going calcareous degeneration, and malig-

nant growths giving a harsh brassy voice.

Interference with the sympathetic from
pressure, sometimes of the upper thoracic

and less frequently of the cervical plexus

occurs. Examples of intrathoracic goiter

pressing upon the phrenic nerve have been

observed.

The fetal type of adenoma is usually

single, smooth, round, and globular.

What does it profit a patient to carry

an adenoma for an indefinite period

with a 20 per cent likelihood that it will

undergo toxic changes and better than a 1

per cent likelihood of cancer? It is not

the operation that is dangerous, it is the

disease that is dangerous. These are the

patients who are treated for heart disease

without due consideration of an old goiter
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as the insidious cause, and comprise the

type of cases that Lahey described so beau-

tifully as the thyrocardiacs. Auricular fib-

rillation may be the first danger signal and

its detection should be an indication for a

thorough search and investigation of the

thyroid and its hyperactivity as a cause;

otherwise, it may become permanent and
finally the patient may die a congestive

cardiac death (heart failure), or become a

chronic cardiac sufferer, for whom there is

little relief except a thyroidectomy. Myo-
cardial degeneration prevents them from
doing their accustomed work, and some-

times they may be practically invalided.

INTRATHORACIC GOITER
This condition is much less frequent than

the goiter which goes down behind the

clavicle and sternum, but sometimes it

occupies a large portion of the upper tho-

racic cavity .
3 They give rise to dyspnea on

exertion and at night cause coughing spells

and other pressure symptoms. When the

inferior surface or border of the goiter

cannot be felt during the rise of the larynx

and trachea during deglutition, then one

can, by percussion, sometimes identify the

goiter below the thoracic strait, and an

X-ray frequently demonstrates it very ac-

. curately. Adenomatous goiters when intra-

thoracic and not suspected may become
toxic and take on symptoms of hyperthy-

roidism without exophthalmos. They are

most insidious. The metabolic rate will

attest to their toxicity.

EXOPHTHALMIC GOITER
Of the many theories of exophthalmic

goiter none seem to be definite and solely

responsible. Many think that there is an
imbalance between the sympathetic and the

parasympathetic in the vegetative nervous

system. This is accentuated by worry,

anxiety, traumatic, and psychic shocks.

Foci of infection, especially in the head,

have been suggested and the Australians

refer to the causes under “sex and sepsis.”

Hyperthyroidism is said by Crile to be
due to hyperpermeability of all of the cellu-

3W. D. Haggard: Intrathoracic goiter. Surg. Cl.

of N. A., Vol. 10, No. 4, pp. 695-723.

lar elements of the body. The entire bodily

functions are stepped up—-nerves and mus-
cles. All of the responses of the muscles

are increased. The nervous excitability is

manifested by tremors. There is great

restlessness and ceaseless motion. Even the

intestines have increased peristalsis and the

barium meal is hurried to the colon within

two and a half to three hours.

Pathological examination of the hyper-

thyroid gland shows only hyperplasia.

Fig. 3. Multinodular Adenomatous Goiter, aet

48. No toxicity. Successful Thyroidectomy.

It is generally believed that the thyroid

does not initiate the disease but has it im-

posed upon it and is a part of a general

glandular and cellular stimulation.

Glands and functions interact. In hyper-

thyroidism adrenalin gives a strikingly

swift response (Goetsch). With hyper-

thyroidism every function, every organ,

every cell is “in high gear.” There is mental

excitation which adds to the difficulties.

The hyperthyroid victim is preternaturally

alert. The gland, no matter what its type,

often has increased vascularity with bruits,

thrills, and pulsations. The four cardinal

symptoms are tachycardia, exophthalmos,

goiter, and tremor. There is muscular inco-

ordination and weakness and nervousness.
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There is a noticeable alteration in dispo-

sition, sometimes the mental changes end
in delirium. There are vasomotor changes.

These include profuse perspiration and sen-

sation of excessive warmth. The basal

metabolism is always increased. It usually

subsides temporarily under iodin
;
it can be

reduced somewhat by X-ray or radium.

The central and peripheral nervous sys-

tems show intense response, great activity,

and mental irritability is particularly

marked and noted by the family. In the

acute full-blown cases, the patient is in in-

cessant motion, excited, perspiring freely

and with great intolerance to heat.

Fig. 4. Exophthalmic Goiter, aet 11. B.M.R.

+62 per cent. I. for 2 wk. reduced to +4 per cent.

Thyroidectomy.

The tremor is of the intention type with

very fine oscillations as is regularly present

in, the fingers of the outstretched hand.

Hyperthyroidism was thought by Dieula-

foy to be a bulbar neurosis. The tachy-

cardia, he believed, to be due to a paralysis

of the nucleus of the vagus.

The hyperthyroid patient will often be

breathless, probably due to an increased

basal metabolism or to actual diminution in

lung capacity. Increased pulse pressure is

striking. The excessive vis a tergo distends

the peripheral veins of the various organs
and tissues of the body and skin, thus caus-

ing the increased pulse pressure. There is

sometimes vasomotor relaxation added to

the increase in pulse pressure. Anginal
attacks may be caused by sclerosis of the

coronary artery with the added burden of

the increased cardiac load imposed upon it.

The sympathetic and parasympathetic

systems are highly sensitized in hyperthy-

roidism. Indeed the reactions to all of the

ductless glands are increased. A child with

hyperthyroidism, of which we have had a

number of examples, is estimated to be two
years further advanced mentally.

Digestive symptoms, due to the increased

excitation of the glandular elements preyed

upon by the emotions, if taken by them-

selves, would make one think of a serious

gastric instability. In one of our fatal

medically treated cases vomiting was the

most conspicuous symptom, and continuous

with high temperature. Delirium closed the

scene in two weeks.

The diarrhea is only an expression of the

increased hypermotility. Abdominal symp-
toms, vague in character, may sometimes be

explained from the forcibly pulsating aorta

due to Graves’s disease. One of us (W.D.H.)

was once called one hundred miles to see a

case of exophthalmic goiter with a throb-

bing abdominal aorta that had been diag-

nosed as an aneurysm.

The delayed cases in which fibrillation has

occurred are the most dangerous. The
disease reaches its zenith within a year;

after that time the seriousness is aggra-

vated. Recent loss of weight down to one

hundred pounds or less is a red light signal.

Severe nervous and mental symptoms, some-

times amounting to ideas of persecution and

mania, are most forbidding cases, often die

in the mental crisis, and saddest of all in one

of our cases this grave terminal symptom
was the occasion for the first surgical con-

|

sultation the patient had ever had.

BASAL METABOLISM
Basal metabolic rate in exophthalmic

goiter is usually increased. It may fluctuate

widely. The average is +56 per cent. We
have had it recorded at +100 per cent. In
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myxedema it is universally low, no matter

what the psychic stimulation or provoca-

tion. The basal metabolic rate is only of

value when made with a reliable machine,

by an accurate technician and under proper

conditions. It does not give an absolute

index of the risk of operability, but is

only indicative of hyperthyroidism.

It furnishes a very valuable aid in the

diagnosis of toxic adenomatous goiter; it

is by no means infallible and should be in-

terpreted with due regard to all other clini-

cal and laboratory findings. It is a guide in

the preparation of the very toxic patient

for operation.

It is of special value in those border-line

thyroid cases in which a true basal meta-

bolic rate is secured and where certain well

recognized causes for an increased metabo-

lism, such as fever, acromegaly and leuke-

mia, are excluded.

Other diseases causing high basal meta-

bolic rates are carcinoma, particularly of

the liver, polycythemia, leukemia, acrome-

galia, encephalitis, and even pernicious

anemia.

THYROID HEART
A thyroid heart is a functional disturb-

ance primarily that cannot be cured unless

the thyroid disease is eliminated and if

neglected the thyroid heart eventually be-

comes pathologic and decompensates. The

palpitation, fast heart, difficult breathing

and general muscular weakness are not a

sign of heart disease, but evidences of

sympathetic neurosis accompanying thyroid

disease. The decompensated thyroid heart

presents the same problems as any other

decompensated heart. Digitalis is of value

only in the presence of decompensation and

is not used otherwise. Digitalization should

be quick and complete, but operation must

not be delayed after compensation has been

restored.

Hertzler,4 who practiced in one commun-
ity in Kansas for thirty odd years, said all

patients who carried goiters for an. in-

definite period of years died a cardiac death

unless they were intercurrently carried

away.

4Diseases of the Thyroid Gland. C. V. Mosby
and Co., 1922.

If one can overcome the operative risk

of a large adenoma, cardiac damage will be

greatly ameliorated.

Cardiac failure is often due to adenoma-
tous goiter.

Lahey says, “The occurrence of parox-

ysmal auricular fibrillation, or the presence

of established auricular fibrillation, should

always lead one to suspect hyperthyroidism

regardless of the associated heart disease

present.” Aortic regurgitation some-

times so simulates hyperthyroidism, es-

pecially if there is a goiter, as to make one

Fig. 5. Exophthalmic Goiter 4+. Lugol’s 180

drops daily elsewhere for 4 mo. B.M.R. +90.6 per

cent. Double ligation thyroid arteries preceded

thyroidectomy. 2^4 yrs. after operation.

think the goiter is the cause and a thyroidec-

tomy which is unavailing may be advised.

One falls into this error on account of a high

basal metabolic rate and high pulse pres-

sure and bruits and thrills about the thyroid

arteries.

If there is essential hypertension or car-

dio-renal disease, the diastolic pressure is

usually above 100.

Even though the heart disease is a result

of rheumatism, if there is an adenoma of

the thyroid and it can be easily removed,
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it is the part of wisdom to do so because the

hyperthyroidism will add to the crippling

of an already damaged heart and it will do

it insiduously. The advent of cardiac fail-

ure may be the first and last danger signal.

Cardiac cases are the worst risks but the

worst mistake we make is to neglect a goiter

and give it years in which to produce the

goiter heart.

Large adenomas even though not attend-

ed with toxic symptoms will raise the blood

pressure, damage the myocardium and
sometimes cause fibrillation. Is this due to

the obstruction to the blood flow in the neck

or is it due to absorption of degenerating

processes?

DIFFERENTIAL DIAGNOSIS
In differentiating neurocirculatory asthe-

nia, which with its nervousness and fast

pulse mimics hyperthyroidism, it must be

remembered that its victims are apathetic,

timid, frail. The hyperthyroid is “nervy,”

more than nervous, does not complain, is

not afraid, will try to surmount anything

even though they fail physically. Iodin has

no benefit in the neurocirculatory cases.

They have palpitation, whether they are

overstimulated or at rest
;
the hyperthyroid

has it only on exertion or upon unwonted
activity. There is also an absence of the

ocular cardiac reflex. In the asthenic

habitus the pulse rate may be slowed by
pressure over the eyeball. Forceful bend-

ing of the body on the trunk in neurocir-

culatory asthenia will often make the pulse

slow down from great rapidity to normal.

This phenomenon of Erben is not present

in hyperthyroidism. In neurocirculatory

asthenia there is no elevation of the pulse

pressure and a lowering, if anything, of the

systolic pressure. Also there will be pupil-

lary dilatation. One should not consider

that patients are suffering from hyperthy-

roidism just because they have a fast pulse

even if they have goiter if they complain

and have no appetite, are easily exhausted,

have cold hands, changeable pulse, and are

always tired. Neurocirculatory asthenics

may even imitate the hyperthyroid patient

by a little elevation of the basal rate. This

may be inordinately high if taken by an in-

expert person when it is associated with
weight loss and if a goiter by chance is

present it is easy to make the error of

diagnosing hyperthyroidism. Moreover
both conditions may exist in the same pa-

tient. However, the neuropath will likely

show a reduction in the basal metabolic rate

but a real toxic goiter patient will, unless

actively treated, show no decrease.

Tuberculosis gives tachycardia and if a

goiter is present requires careful physical

and roentgenographic differentiation.5

Paroxysmal tachycardia may be attended

with a moist skin, tremor, flushing, anxious-

ness and elevation of the basal metabolic

rate during an attack but the tachycardia

and the whole picture may change in the

twinkling of an eye.

Whenever one encounters auricular fibril-

lation, hyperthyroidism should not be for-

gotten as a possibility. If it fails to slow

down after digitalis but is helped by iodin,

that is significant.

CANCEROUS GOITERS
About 1 per cent of all goiters removed

are cancerous. In our series there were
twelve cases, although all goiters were not s

examined histologically. Nine cancers of

the thyroid gland were operated on, three

of whom are still living. One, a sarcoma

(round celled), is living and well fifteen

years after operation. There was a single

nodule in the left lobe. It was very hard.

She had post-operative X-ray. The other

two are living, three and three and one-half

years after operation. The average five

year cures are said to be about 10 per cent.
J

Of the three non-operative cases, one is 1

alive fifteen months after radium treatment

alone.

Where a goiter has grown rapidly and

interferes with breathing or with degluti-

tion or is pressing upon the nerve and is

rock-like in its hardness, it is probably can-

cer.

Dunhill, in St. Bartholomew’s Hospital,

found thirty-eight cancers in 2127 opera-

tions. The way to prevent cancer is to be

5Floyd, W. O. : Differential Diagnoses and Surgi-

cal Management of Hyperthyroidism, Vol. XXVI,
No. 3, J. Tenn. Med. Assn., March, 1933.
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on the lookout for small adenomata, as nine

out of ten come from the so-called fetal

adenoma. The question arises, what does

it profit persons to carry goiters around

with them that will become malignant in 1

per cent when operation for all of the group

before malignancy is less than 1 per cent.

END RESULTS
Approximately 90 per cent of our cases

are entirely and completely cured. The re-

currences in exophthalmic goiters have been

relatively few. Only two of them have come
to reoperation at our hands, and so far as

we know, only two others elsewhere. We
have been able to control recurrent hyper-

thyroidism after operation in practically

all cases by X-ray therapy. It is not a pri-

mary treatment however. In the mild re-

currences iodin is often curative.

There have only been three cases of

tetany and all of them responded to lactate

of calcium and parathyroid extract for a
short period. We have had only one death

from hemorrhage. In 1914 following the

removal of a large bilateral adenomatous
goiter, weighing five pounds, the superficial

veins of which were as large as fingers,

death occurred from shock. Today, with
better hemostasis and blood transfusion,

she probably could have been saved. We
had two cases in which we have had to open
the wound for secondary hemorrhage. The
mortality attending the medical treatment
of goiter surpasses the surgical mortality:

Thirty-eight and five-tenths per cent of pa-

tients with toxic goiters treated by Fraser
in Edinburg (1930) without operation

died. Hale White treated 161 cases medi-
cally in Guy’s Hospital from 1888 to 1907;
eighteen died in the hospital, a mortality

of 11 per cent.

The operative mortality at Payr’s Clinic

is 4 per cent. The mortality in Petren’s

Clinic in 436 cases, 46 deaths, was about

11 per cent.

The two fatal cases in our last 300 opera-

tions are as follows

:

Case I. A woman of sixty-five, who had
an enormous adenomatous goiter with hy-

perthyroidism, complained of choking, pres-

sure around the throat, very fast heart and

extreme nervousness. She had possessed

the goiter for twenty years and had been

given many forms of medical treatment.

She had been getting more and more ner-

vous, particularly in the last two years. Her
heart beat so fast that she had to lie down
in a dark room and be quiet. When her

heart was fast she had nausea. There was
a feeling of a band surrounding the neck

and pressure on her chest. She was kept in

the hospital nearly a week on digitalis, with

bed rest. Her basal rate was plus twenty-

six. The operation was very satisfactory

under local anesthesia. The goiter on each

side was larger than a man’s fist. The right

inferior thyroid artery was ligated in con-

tinuity with a ligature carrier. Her pulse

on the table was very weak and irregular,

from 132 to 160, for which she was given

caffein. Much to our gratification she

made a very satisfactory post-operative re-

covery and was sitting up on the sixth day.

The husband, who had just left her was
talking to< one of us (W. D. H.) when the

nurse summoned us, but when we reached

her room she had expired. This was ap-

parently a cardiac death from her myocar-

dial degeneration from long toxicity. It

was not a surgical death, but a death from
her lack of cardiac capacity and failure

from unwarranted delay.

Case II. Exophthalmic goiter — white

male—age 56.

He had not been well for three years, but

for over a year he felt weak and unable

to do his regular work as a mechanist with

ease. Six months afterwards he went to a

throat specialist, who X-rayed his chest and

sinuses and took out his tonsils. Imme-
diately afterwards he noticed for the first

time a sudden and considerable enlarge-

ment of the thyroid and his wife noticed a

bulging of his eyes. He said he had always

been somewhat pop-eyed. The gland con-

tinued to increase in size, as did his heart

rate and it had been very fast even before

he had his tonsils taken out. Any exertion

required lying down for an hour or two to

quiet his palpitation. He was very short

of breath, especially in the last few months.

He slept well, but kept his wife awake by

thrashing around
;
he was nervous and rest-
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less during the day; appetite almost unap-
peasable; he could not sleep without food
before bedtime

; lost twenty pounds in

weight. His son had died from an opera-

tion for exophthalmic goiter elsewhere

years before. His basal metabolic rate was
+68 per cent, pulse 140. The goiter was
very large, 3>^+. He had a chronic myo-
carditis with irregular heart. After six

days’ rest in bed with iodin he withstood
the operation under local anesthesia satis-

factorily, but failed to improve and died on
the third day (66 hours) of acute thyrotoxic

fever with cardiac decompensation. If he
had been given a little more preparation
over a little longer time he might not have
had a fatal issue.

Tracheotomy—For increasing dyspnea
we have had to resort to tracheotomy in

four cases ; three recovered
; one was really

cardiac and ended fatally, but to make sure

that there was no interference with the

breathing space a tracheotomy was done on
the table, but without avail. In desperate

cases, however, there is no reason why a

tracheotomy should not be done and where
dyspnea is continued it is probably the most
important safeguard. In one case, one

member of our staff stayed up three nights

with a patient with dyspnea before resort-

ing to tracheotomy which was successful.

Nerve Injuries—The danger of section

of recurrent laryngeal was first pointed out

by Guy of Chuliac in 1363 A.D. While we
have had no cases of voicelessness we have

had instances of injury or involvement of

one recurrent laryngeal with hoarseness,

which persisted for a number of months.

Aside from avoiding this anatomically and

by leaving an area of the mesial and pos-

terior portion of the gland, together with

its capsule, one should talk with the patient

while the operation is being performed un-

der local anesthesia and determine the

normal voice sound. At the slightest evi-

dence of hoarseness the wound can be rein-

spected. If the nerve has been caught in a

ligature or traumatized by forceps, it can

be loosened. Under anesthesia, it is wise

to wake the patient up before the second

lobe is attacked in order to make sure that

nothing has happened to the nerve on the

first side removed. If so, it makes the

operation on the second side even more
delicate as injury to both nerves would
cause complete voicelessness.

SUMMARY
1. Prevention of endemic goiter by ad-

ministration of iodin to school children for

two weeks each spring and fall is a com-
mendable public health measure.

2. Iodin should not be used in the man-
agement of the goiter patient except (a) as

prevention of endemic goiter; (b) in select-

ed colloid goiter, especially under 20; (c)

to prepare exophthalmic goiter and toxic

adenomat patients for operation and in

their post-operative management.
3. All adenomata should be removed to

prevent cancer in 1 per cent; and toxicity

in 20 per cent. After 20 years of age they ;

do not respond to iodin and operation is

indicated.

4. In exophthalmic goiter 90 per cent are

cured by operation with a mortality of less 1

than 1 per cent.

5. In adenomatous goiter with and with-

out hyperthyroidism, early removal will

prevent ultimate cardiac complications with
]

morbidity and mortality.

6. With a basal anesthesia, as amytal by
]

mouth and local anesthesia and morphia,

supplemented in some cases by gas anesthe-

sia, and with team work on the part of ex-

perienced surgeons, the mortality can now
be said to be better than that of any other <

major surgical procedure.

7. The operating time has been lessened

one-third by electro-coagulation hemostasis,
j

8. Results in over 1000 goiter operations
: j

(a) Accurate records on 930 cases, all

types, 17 deaths with a mortality of 2.06

per cent.

(b) Last 300 cases, all types, 2 deaths ]

with a mortality of 0.66 per cent.

(c) 309 cases, non-toxic adenomata, no

deaths.

DISCUSSION
DR. J. A. CRISLER (Memphis) : Mr. Chairman

and Gentlemen: Master linguist as he is and

master surgeon as we all know him to be, he cannot

tell us very much about goiter in twenty minutes,

nor can one intelligently discuss it in twenty

minutes or in five minutes or in five hours, the

i
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subject is so very broad and far-reaching, so I will

hurry through and say just a few words.

I should like to call your attention to the fact

that these massive goiters which he has so gener-

ously shown us, while very impressive on the screen,

have not concerned the essayist and surgeon nearly

so much as those smaller types known as the

hyperplastic type of goiter which kills more quickly

and requires more real surgical acumen in handling

them.

Iodine has been both a blessing and a curse.

It has been a blessing not in curing goiters but in

preparing them for these master surgeons at the

operating table. It has been a curse because it

has many times driven a simple adenomatous goiter

into a bad active hyperthyroidism. Physicians as

a rule have been too careless in their interpretation

of the use of iodine. A patient will frequently meet
his doctor on the street and say, “Doctor, look at

me, I’ve got a goiter here.”

“Yes, so you have. Go in there and tell the drug-

gist to give you a bottle of Lugol’s solution of

iodine, take ten drops three times a day and let

me hear from you.”

The hyperplastic type is frequently benefited

for a period of time and then made worse, but
when they are benefited they continue the use

of it until it becomes actually detrimental to them

—

all due to the carelessness of the doctor in giving

them advice.

A specialist in another line of endeavor said to

me yesterday in the City of Memphis: “You are

holding a meeting in May in Memphis.” (Referring
to the American Association for the Study of

Goiter.) “What’s the use of a meeting like that?

You either operate or you don’t, don’t you?”

It so impressed me that I copied a short state-

ment from the preface or the foreword of a book
recently gotten out by a very noted American
surgeon, a man who probably does as much as any
living man since the death of Kocher. I just read
this to show you his impression of whether or not

the subject is important and whether or not it

can be disregarded or rather regarded very lightly

with respect to whether to operate or not.

He says: “In the prevention of goiter and in

the diagnosis and treatment of hyper and hypo-
thyroidism and of the benign and malignant tumors
of the thyroid gland, most of the science and the

practice of medicine with all of its specialties is

involved. Thus in the presence of disorders of the

thyroid gland the biochemist finds many changes
in the blood, in the urine, in the activity of the
stomach and of the intestines, and in the consump-
tion of oxygen and the elimination of carbon
dioxide; the' biophysicist finds many changes in

the conductivity, the capacity and the potentiality

of the cells and the organs of the body. In hyper-
thyroidism the physiologist sees all the normal
functions exalted as if viewed through a physi-
ologic microscope. The pathologist is puzzled by
the ever-changing cells of the acini which change
in winter as well as summer as the result of in-

fection, of pregnancy, of emotion, of fatigue, of

age, of tumors, of the swiftly moving cycles of

hyperthyroidism, of the use of iodine, of rest, of

ligation of the thyroid artery.
' “Graham has shown that in the same gland

every morphological picture may be found, a

puzzle picture that has baffled dogma. The derma-
tologist copes with the loss of hair and with the

many skin conditions such as furuncles, leuko-

plakia; the dentist searches for focal infection and
finds the structures of the teeth altered

;
the

oculist is puzzled by the mechanism which pro-

duces exophthalmos and the weakness of the

ocular muscles and so forth; the laryngologist has

the difficult task of deciding the relation of in-

fected tonsils to hyperthyroidism and of over-

coming the problem of disturbed innervation of

the vocal cord muscles; the cardiologist must cope

with the myocardial failures, with the auriculo-

fibrillation and general anasarca; the orthopedist

finds changes in the joints; the gynecologist and
the obstetrician fi/nds menstrual disorders and
sterility and at times must deal with the compli-

cations of pregnancy; the gastroenterologist finds

duodenal ulcer and hypermotility and diarrhea and
gastric disturbances associated with hyperthyroid-

ism. In the diabetic condition are seen many cases

in which glycosuria and diabetes are associated

with hyperthyroidism. The psychiatrist in some
degree finds almost the entire gamut of the

specialty in the psychoses associated with hyper-

thyroidism. The X-ray man identifies intrathoracic

goiter and the deformities and displacements of

the trachea and changes in the structure of the

joints. The internist often finds difficulty in dif-

ferentiating mild forms of hyperthyroidism from
psychoneuroses, incipient tuberculosis, neuroeir-

culatory asthenia, chronic fatigue and endocarditis.

The surgeon finds his judgment, his technical skill

and his hospital organization taxed to the utmost

in the treatment of hyperthyroidism. Thus with

one or another phase of hyperthyroidism or hypo-

thyroidism the entire clinic is concerned.

“The thyroid gland controls the permeability of

every cell of the organism and it is the state of

permeability of the cells that governs the func-

tional activity. Therefore, the work of the thyroid

gland is essential to the maintenance of normal

activity of all of the cells of the body. This body-

wide influence of the thyroid is solely through

the effect of the organic iodine, that is to say the

element iodine is responsible for the evolution of

the thyroid or, more properly, the iodine gland.

Attention, therefore, is focused upon the function

of the thyroid gland as a controller of energy

transformation in the organism as a whole, for

thus only can we arrive at a proper understanding

of the problems presented by diseases of the

thyroid gland and their treatment.”

DR. LEE K. GIBSON (Johnson City) : I should

like first to thank Dr. Haggard for his report on

such a large series of skillfully and successfully
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handled goiters. The story is not complete by
giving his mortality rate. If we could see all

these patients afterwards and see the marvelous
results that are obtained by surgery, we would
get a different picture; it is more than a mortality

basis. These patients come in supercharged, ner-

vous, life isn’t worth while to them in any respect,

and a few months after their operation, particu-

larly in the toxic cases, they are different humans,
life is quiet and tranquil and they enjoy life. The
basis upon which such a large series should be
judged is not the mortality rate but the difference

in the way those patients live after their surgery.

The surgical treatment is pretty well standard-

ized. The preoperative treatment Dr. Haggard
did not have time to go into, but most of the in-

stitutions and clinics follow about the same pro-

cedure of preparing their patients. Those that

they get who have not been mutilated by iodine

are easy to prepare. They are given high quanti-

ties of fluid; they are given a proper dose of

Lugol’s solution, most commonly, and it doesn’t

seem to make much difference whether you give

them five, ten or fifteen drops three times a day.

In a period varying from seven to twelve days

their pulse becomes quieter, they are sleeping bet-

ter, they are not flouncing in bed, their appetite

is maintained and they are prepared to a state

where they are safe operative risks.

We have abandoned the use of digitalis following

the advice of Dr. Plummer, and we believe our

patients do better if we do not digitalize them.

While there is a definite standardization among
the surgeons who are doing thyroid surgery and
their results certainly point to the fact that thyroid

dysfunction is a surgical condition, that uniformity

of opinion does not exist among the rest of the

profession apparently. Dr. Means recently

brought out a point rather emphatically that a

patient, a young girl, goes to see a doctor; she

has an enlarged thyroid. It doesn’t make any
difference whether it is a colloid goiter or physi-

ological congestion, ah adenoma or a toxic diffuse

gland, she is told that she has a goiter and that is

a good deal like telling a patient she has a cancer;

she is frightened, she hasn’t the slightest idea of

what to do, and in all probability she is not told.

Finally somebody suggests iodine for her. It

may be a case of a quiet adenoma, and a case of

hyperthyroidism is precipitated, although that has

not occurred in my experience. Dr. Jackson, how-
ever, reports quite a series.

I recently had a thyroglossal cyst, that had been

given iodine for over a year. I think the profes-

sion should get together and when they see an

enlarged thyroid or suspect dysfunction of the

thyroid, before they tell that patient he has a

goiter put some classification to it. There are some

types of goiters that are not surgical; there are

some types of goiters that should have no mor-

tality connected with them; they are very mild

and easy to handle and they should not disturb the

patient. Just to tell an individual that he has a
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goiter is a good deal like telling him he has a can-

cer; that is psychic trauma to start with.

The classification that the American Association

for the Study of Goiter has recommended is to

divide goiter into four groups. There is the diffuse »

non-toxic goiter that we are prone to call simple

goiter or colloid goiter, that should be explained to
j

1

the individual patient. The type of goiter she has
jj

and the treatment she needs; the diffuse toxic 1

goiter that is called Graves’ disease, Basedow’s
j

disease, exophthalmic goiter, which is a type of ]

goiter that is a little less common but a great deal

more toxic. Then we have the nodular goiter with

which people sometimes die at ninety-five. It isn’t
;

very toxic, particularly in our locality where goiter

is endemic. We see a lot of very old individuals
<

with nodular goiters with probably a hypometab-

olism. Then we have the nodular toxic goiter
,

which unfortunately the patient has been told to •

;

leave alone, “It is not bothering you now, don’t
\

have it treated.” In other words you are saying

to that patient, “You are just walking along by

the side of the fire. Wait until you walk into it.” H

DR. L. W. EDWARDS (Nashville) : I have en-

joyed Dr. Haggard’s presentation of these goiter

cases. I just want to call attention to one group

of cases that is of extreme interest to the surgeon.

I have reference to the type of case of extreme

hyperthyroidism where the circulatory apparatus,

the heart, has been affected. We do not believe that

any case of hyperthyroidism, no matter how badly 1

the heart has been damaged, should be denied the 1

benefits of surgery. Since the advent of iodine

for the preoperative preparation of these cases, it
j

is remarkable how the extreme cases, with broken

compensation, can be properly prepared and really

cured by surgery.

During the past twelve months on the teaching
j

service of Vanderbilt Hospital, we have had three

cases of this type, women who were brought to the

hospital from their beds, with edema of the lower

extremities, fluid in the peritoneal and pleural 1

cavities. In some of these cases it is difficult to j

get the basal rate down and get the patient pre-
j

pared for surgery. We used to think that two *

weeks with iodine would prepare all cases, but in

this type of case we have found that you have to 1

increase Lugol’s solution up to twenty-five minims

three times a day and in some we give it for three
j

weeks, with frequent check-ups of basal rates until I

the rate is down below thirty. These cases will •!

almost invariably come down to thirty or below

within three weeks’ time. It is remarkable how
they will stand a subtotal bilateral thyroidectomy

and the extreme good health that will come to these

patients following removal of the gland. In fact,

there is no primary disease of the heart, but the

heart has been driven to the extent that it is not

doing its work due to the extreme toxemia of the

hyperthyroidism. I don’t think any of these

cases should be denied surgery because of their

extreme condition.
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THE SURGICAL TREATMENT OF PULMONARY TUBERCULOSIS*

Herbert Acuff, M.D., F.A.C.S., Knoxville

I
N THIS PAPER, consideration will

largely be given to only two types of

pulmonary compression, namely, phre-

nico-exeresis, or phrenicectomy, and pa-

ravertebral extrapleural thoracoplasty.

Pneumothorax, multiple intercostal neurec-

tomy, apicolysis, intra-pleural pneumolysis,

and operations upon the scalene muscles, all

of lesser significance, yet all indicated in

certain types of cases, will be purposely

omitted, because of lack of time.

Since the discovery of tuberculosis as a

disease, rest has been the one outstanding,

and dominant element in the treatment of

this malady. Associated with rest have
been its auxiliaries, sunshine, fresh air, and
good wholesome food, high in nutritive

value.

Surgeons and clinicians have vied with
each other, throughout the ages, in an effort

to best secure complete physiological rest

for the diseased lung. Imbued with the
idea of the value of complete rest for the
lesion, however it might be better obtained,

Freiderich and Brauer, in 1907, performed
the first extrapleural thoracoplasty upon a
Belgian patient, using extensive incisions,

and removing long sections of the ribs. The
mortality was frightful, most all of their

patients died. It therefore remained for

Sauerbruch, who was at that time an as-

sistant to Freiderich, to perfect a technique
in which smaller sections of the ribs were
removed, and multiple stages were used.

The mortality was less, the operation was
more promising, and thus began the collapse

therapy for pulmonary tuberculosis. It

was the writer’s privilege to see Sauerbruch

doing this work in his clinic in 1914, and it

is rather remarkable that the technique has

varied but little since that date.

In 1911, Stertz of Cologne, Germany, first

advocated paralysis of one-half the dia-

phragm, as a means of rest, by cutting the

*Read before the Tennessee State Medical Asso-

ciation, Nashville, April 11, 12, 13, 1933.

phrenic nerve. He encountered difficulties,

and disappointments, because it was soon

discovered that 20 per cent of cases have
an accessory nerve to the phrenic, which
furnishes additional motor innervation to

the diaphragm, so it remained for Felix to

devise an operation, which literally evulsed

the nerve from its attachment to the dia-

phragm, or the procedure referred . to as

phrenico-exeresis.

It is stated by Alexander, when as

much as 12 cm. of the nerve can be evulsed,

that the branches of the accessory nerves

will be severed, and a satisfactory paralysis

of the diaphragm will result.

Intra-abdominal pressure forces the de-

nervated diaphragm into the chest cavity

for 2 to 5 inches, the maximum rise being

noted at the end of about 3 months.

True enough, when a patient is put to bed

a minimum of oxygen is required, breathing

becomes less, and more shallow, but the

diseased lung is not truly at rest. Eighteen

times a minute, a thousand times per hour,

and twenty-four thousand times per day,

the lung is forced to expand, and contract,

with each respiration. This intrapulmo-

nary pressure constantly changes the lung

volume, forcing some of the toxic products

of the tuberculous lesion into the bronchii,

to be coughed up, and expectorated. Other

particles are forced into the lymph channels,

and blood stream, resulting in temperature,

anorexia, loss of weight, night sweats, and

general toxemia. The constant movement,

or churning of the diaphragm, the increased

cough, due to irritability, tends to spread

the tuberculosis bacilli through the avenues

of the blood vessels and lymph channels,

and indeed by the spasmodic aspiration of

bacilli-laden sputum, may be carried to

hitherto uninvaded portions of the lung, and

kindle anew another area of infection.

It is therefore obvious that any procedure

which restricts respiratory movements will

prevent, in direct ratio to such fixation, the

harmful effects as outlined above.
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When a tubercular lesion is healed, it is

the result of scar tissue formation, much
the same as the scar tissue healing of a

burn. In the lung the contraction of the

scar tissue, which tends to fuse the affected

areas together, is many times impeded by
the unyielding chest wall, and the fibrous

bands of adhesions attached thereto.

One has only to recall a tubercular patient

with the sunken supra and infra-clavicular

fossae, the narrowing of the intercostal

spaces, the increased downward slant of

the ribs, and the shifting of the mediastinal

structures toward the affected side, due to

chronic fibroid changes, in order to be con-

vinced of the absolute necessity, for not only

rest of the lung, but the permanent elimina-

tion of any factor, which retards or inter-

feres with the contraction of the lung, and

the coalescence of tubercular cavities, or

areas, of tubercular involvement, which are

attempting to undergo fibrosis, and healing.

Such a clinical picture is perfectly famil-

iar to all of us, and irrefutably justifies the

surgical intervention procedures designed to

assist nature in the contracting and healing

of the diseased lung tissue.

Whatever procedure of collapse is decided

upon, must be sufficiently adequate to insure

results.

Tuberculous pulmonary cavities vary in

size from zero to the size of a silver dollar,

or larger. They usually become secondarily

infected with pyogenic organisms. The ab-

sorption of these pyogenic toxic products

adds to the virulency of the tubercular pro-

cess. The absorption is increased by the

stagnation of pus, so apt to occur in these

rigid non-yielding cavities.

The harassing cough inci-

dent to incomplete evacua-

tion fatigues the patient,

often is the added requisite

for the rupture of a small

and possibly eroded artery,

exposed on the wall of the

cavity, with its attendant

exsanguinating, if not fatal

hemorrhage.

These cavities can only

be obliterated by an ap-

proximation of their walls.

Such approximation by

whatever method, is the one

and only sure control of re-

peated hemorrhages.

Again it is obvious that

the collapse therapy must

be thoroughly adequate.

Granted the efficacy of

surgical collapse therapy,

in the management of pul-

monary tuberculosis, one is

confronted with the ques-

tion of who may, and who
may not, be surgically

treated. The results in the

ideally suited cases are so

truly spectacular that the

inexperienced, or over am-

bitious surgeon may adviseFig. 1 . Showing detailed anatomy surrounding phrenic nerve.
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*

surgical collapse to the patient’s sorrow, and

his own regret. It is my own opinion that

whenever effective results can be obtained

by pneumothorax, that it should be the pro-

cedure of choice for the following reasons

:

It is more flexible, may be given in the

home or office.

It is practically free from reaction or

danger.

May be given to patients with acute pneu-

monic tuberculosis when unilateral.

May be given for immediate control of

pulmonary hemorrhage.

May be given when the contra-lateral

lung shows slight involvement.

In bilateral disease only when any occa-

sion might arise for quick collapse, e.g.

—

hemorrhage, etc.

Patients beginning pneumothorax must

be made to understand, that while it is

a rather simple procedure, it must be

given repeatedly for a considerable time,

with refills every few days at first, and later

at increasing intervals of 3, 4 and 12 weeks.

Once instituted, it should be continued for

at least two to three years.

PHRENICECTOMY
The second form of surgical collapse,

which has justly merited its rapid popular-

ity is that of phrenico-exeresis, or phrenic-

ectomy. This procedure consists in liter-

ally evulsing the phrenic nerve, from the

point, where it crosses the scalenus anticus

muscles in the neck, to its distribution to

the diaphragm. The phrenic is a motor

nerve, arising as it does from the 4th cervi-

cal and occasionally receiving some

branches from the 3rd and 5th cervical

nerves. It often obtains fibers from the

nerve supplying the subclavius muscle, from

the hypoglossal, the spinal accessory, the

vagus and suprascapular nerves.

The nerve to the subclavius, in many in-

stances, is the chief enervation to the dia-

phragm. When we realize that surgical

collapse is not available to more than 25

per cent of all cases, as we see them, we
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Fig. 3. The above patient, female, age 46, duration of disease 2 years. Large cavity in right hilum,

and lower lobe. Considerable surrounding activity. Positive sputum, left lung clear. Phrenicectomy

performed 1-14-1930 with 11 centimeters elevation of diaphragm. Cavities promptly disappeared, pa-

tient gained 13 pounds. Sputum was negative, was discharged from the Sanatorium 5-16-1930, and
has remained perfectly well since.

can better appreciate the gravity of the de-

cision as to whether any form of surgery is

indicated, and furthermore, we must under-

stand, that the condition of the contra-later-

al lung is quite as important, as the diseased

lung. This is of paramount importance,

and is equally significant, in the mild pneu-

mothorax collapse, as well as in the paraver-

tebral extrapleural thoracoplasty.

It is well known to students of pulmo^

nary disease, that anatomical unilateral pul-

monary tuberculosis is indeed rare. This

coupled with the contraindication of bilat-

eral lesions diminishes the percentage of

available cases for surgical collapse, of

whatever method elected, and serves to put

the surgeon on guard, lest an irreparable

harm be done to the patient.

To this end, the internist who knows pul-

monary pathology should pave the way,

and be closely associated with every surgi-

cal decision and procedure.

Ringer of Asheville places proper empha-
sis on the fact, that it is not so much a ques-

tion of whether the contra-lateral lung is

free from disease, but just how much dis-

ease exists in that lung, and whether it is

active or inactive. He further states that

determination of disease is relatively sim-

ple, but the determination of the degree of

activity is indeed difficult, sometimes requir-

ing weeks of observation, repeated X-rays,

etc., to definitely determine the progression

of quiescence, of the lesions, upon which

absolutely depends the question of surgical

collapse. Granted the case is one in which

surgical collapse is indicated, the next ques-

tion to be decided is which operation shall

be used.

The generally accepted indications for

phrenicectomy are:

(1) Supplementary to pneumothorax and

to decrease the number of refills.

(2) When adhesions or other factors ren-

der pneumothorax unsatisfactory.
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Fig. 4. The above patient, white, male, age 29, duration of disease 2 months. Marked cavitation,

widespread involvement, right upper lobe, unsuccessful pneumothorax. Marked retraction of the lung

tissue due to fibrosis. Sputum positive for tubercle bacilli. Phrenicectomy performed 4-4-1931 with

six centimeters elevation of the diaphragm. Re-exa nination on 2-1-1932 shows right lung healed, left

still clear, splendid results.

(3) To control profuse or repeated pul-

monary hemorrhage.

(4) To collapse cavities in basal tuber-

culosis.

(5) To insure rest to lesions of base

without cavity formation.

(6) To assist collapse when adhesions

exist between base and diaphragm.

(7) To sustain partial immobilization

when pneumothorax has been discontinued.

(8) As a preliminary to thoracoplasty.

(9) As a supplement to thoracoplasty to

increase collapse and immobilization.

(10) To aid in controlling basal bron-

chiectasis.

While phrenicectomy is most usually

thought of as a procedure of choice in basal

tuberculosis, yet Wolf states that apical

cavities are as definite an indication for the

operation as are basal ones.

The operation by allowing an elevation of

the diaphragm reduces the lung volume

about 20 to 30 per cent. Immediately after-

wards there is usually an increase in the

amount of expectoration, probably due to

the squeezing out of toxic products from the

cavity and hilum. This, however, is soon

markedly reduced, the cough made much
easier, the temperature becomes less, the

appetite better, and the patient gains in

weight and strength.

Doctor E. J. O’Brien, of Detroit, in a re-

view of his first 500 cases of phrenicec-

tomy, frankly states that in 50.5 per cent

of the cases in which cavities existed prior

to operation, the cavities definitely closed;

in 31.3 per cent the cavities were made
smaller, thus in 81.7 per cent of the cavity

cases, the cavity either disappeared, or was
made smaller. Two hundred eighty-eight of

his cases had bilateral lesions. In 75 of

these, or 26 per cent, the lesion in the con-

tra-lateral lung healed completely. In 152

or 52.7 per cent the lesion in the contra-
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Fig. 5. The above patient, white, female, age 27, duration of disease one year. Cavity with advanced
activity in the right upper lobe. Pneumothorax unsuccessful. Phrenicectomy was performed 6-19-1930

with 6.5 centimeters elevation of the diaphragm. She also suffered from renal tuberculosis, and it

became necessary to do a nephrectomy. However, she rapidly cleared up, gained 13 pounds weight, the

sputum became negative, the lung well healed except the extreme apex. The patient is markedly im-

proved.

lateral lung showed marked improvement.

In only 45 or 10.7 per cent of his cases a

spread occurred to the good lung, or an

existing lesion was activated. Of the 500

cases, 329 or 87 per cent had positive spu-

tum before operation, and of these, 178 or

52.2 per cent had negative sputum within

sixty to ninety days after operation.

In our own series consisting of 112 cases,

extending over three years’ time, we have

noted the following results : Fifty-two, cases

have been discharged as cured with no evi-

dence of recurrence to date.

One case, 52 years of age, widespread

and far advanced, showed no particular

gain, but a reduction in cough, was not im-

proved, and died some eight months later.

Two cases were unimproved for the rea-

son there was no fixation of the diaphragm.

A secondary operation later being per-

formed. Five others showed no definite im-

provement. Forty-eight patients remain

under observation, show definite improve-

ment, markedly less or no cough, and have

gained from ten to forty pounds in weight,

while 3 left the hospital of their own accord,

and no record of them is available.

There were no immediate deaths, one

other recurrence due to pregnancy, and no

serious post-operative sequelae.

While this series does not compare with

some of the larger centers throughout the

country, it serves to show that much can be

accomplished by a partial surgical collapse,

if the case is adaptable to this form of treat-

ment.

The operation of phrenicectomy is made
all the more easy in direct proportion to

one’s intimate* knowledge of the anatomy of

the neck, and also to the careful and pains-

taking approach to the nerve. The phrenic

nerve does not always elect to conform to

definite and fixed anatomical planes. In-

stead of running obliquely across the seal-
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enus anticus muscle and forward to it, I

have many times seen it coming down me-

sial to the muscle, on the front or back sur-

face, or even buried in the fibres of the

muscle. Its identity is recognized as a rule,

by sharp pains radiating toward the shoul-

der, and chest, the spasmodic contraction of

the diaphragm when the nerve is grasped.

! This is due to the close association of supra

clavicular, and supra acromion branches of

|

the cervical plexus. The point of election

I'

for the incision is two fingers breadths

j

above the clavicle on the affected side, and

at the posterior sheath of the sterno-cleido-

mastoid muscle. The skin and platysma

being divided horizontally the muscle planes

are freed by blunt dissection, the sterno-

cleido-mastoid retracted forward, the in-

ferior belly of the omo hyoid elevated, the

fat and connective tissue carefully opened,

the scalenus anticus identified, upon which

is most usually seen, the white glistening

phrenic nerve, crossing obliquely from be-

hind forward.

After assuring one’s self of the absolute

identity of the phrenic, a small amount of

1 per cent Novocaine solution is injected

into the sheath. It is freed from the over^

lying membrane, severed, the distal end be-

ing caught in a Proctor’s phrenicectomy

forcep, and slowly evulsed; if it breaks

it is usually either due to too rapid evulsion,

or because a larger accessory branch is join-

ing it below the clavicle. Sometimes these

accessory branches form a triangle, with

the subclavian or internal mammary vessels

in the apex, and undue tension during evul-

sion might result in a troublesome hemor-

rhage. If as stated above, as much as 12

cm. of the nerve has been removed, the

paralysis to the diaphragm will be satisfac-

tory, if not, one should identify the fifth

root of the cervical plexus, and search for

other innervation. In two of my early cases,

I failed to get fixation of the diaphragm, al-

though what appeared to be the phrenic

nerve was removed. At a secondary opera-

tion in the one case, a large branch was

found posteriorly to the scalene muscle com-

ing from the fifth root. In the other case,

the true nerve was found underneath the

belly of the scalene, and was 13 cm. long,

when evulsed, showing clearly that the first

operation only removed an accessory nerve.

Among other dangers, and complications

following phrenicectomy are injury to the

sympathetic nerves. These nerves are fre-

quently very large, may run in the same di-

rection as a phrenic, give a similar pain in

the shoulder when grasped, and often show
numerous communications with the phrenic

nerve, which adds to the operative danger.

Doctor O’Brien, of Detroit, reported this

injury to the sympathetic nerves four times.

A mild Horner’s syndrome, which is a par-

alysis of the cervical sympathetic pathways
resulting in miosis, excessive contraction of

the pupils, enophthalmus, was present in all

four patients. In three of these the symp-
toms disappeared in a few weeks and the

eyes became normal, while in one, more
than a year elapsed before the eyes returned

to normal.

THORACOPLASTY
When pneumothorax and phrenicectomy

have failed, or are inapplicable, thoraco-

plasty should be considered. This operation

was first performed by de Cerenville of

Switzerland, in 1885, but in a rather con-

servative manner, as compared to present-

day procedures. Brauer later proposed re-

moving all of the 2nd to 9th ribs inclusive,

with periosteum and intercostal muscles,

and Freiderich performed the first of these

operations in 1907. Subsequent modifica-

tions have of course wisely preserved the

intercostal muscles, and periosteum, in or-

der to prevent lung hernia, but have also

taken more ribs, including 1st to 11th in-

clusive. The operation of choice, for most

surgeons now, is the Wilms-Sauerbruch

paravertebral extrapleural thoracoplasty.

Whether upper stage, consisting of the re-

moval of the 5 or 6 upper ribs, or the re-

moval of the lower 5 or 6 ribs be done first,

is a somewhat debated question, with the

preponderance of favor leaning, I believe,

to the upper stage first.

The indications for thoracoplasty grouped

according to Hedbloom, and others are

:

1. To arrest chronic unilateral disease.

2. To close chronic empyema of the pleura

or cavities in the lung.

3. Where adhesions prevent pneumotho-
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rax or phrenicectomy collapse of diseased

area.

4. Where definite and permanent fixation

of the lung is desired.

5. Infected tuberculous empyema.
6. Where excessive displacement of the

mediastinal structures occur following con-

traction during the healing process.

7. Where sterile effusions persistently

recur.

8. In severe and repeated hemorrhages
where adhesions prevent artificial pneumo-
thorax.

It is fundamental in deciding in favor of

thoracoplasty that the disease should have
reached a chronic stage, and the contra-

lateral lung should be healed or free from
disease.

Technique .—The patient should be placed

face downward with special arm rests. Gas-

oxygen anaesthesia should be used. The
incision for upper stage thoracoplasty

should begin opposite the 7th cervical spin-

ous process, about 6 to 8 cm. from the mid-

line and near the upper border of the trape-

zius muscle. It is carried downward and
slightly inward along the angles of the ribs,

to the sixth rib, where it curves outward
around the inferior angle of the scapula,

thus allowing adequate scapular elevation,

a point most necessary for the first rib re-

moval.

This incision severs a good portion of

the trapezius, the rhomboid muscle, the ser-

ratus posticus, the levator scapulae, and the

latissimus dorsi. The erector spinae mus-
cles are separated from the ribs and re-

tracted toward the midline. The periosteum

is then split parallel to the rib, pushed well

back with an Alexander periosteal stripper

;

the ribs are then severed in series as far

laterally as possible, and up to the tips of

the transverse processes, of the vertebrae.

A twisting manipulation may easily disar-

ticulate the tip areas, but if not easily done

should not be done at all. Four, or five, or

even six ribs may be removed at one stage,

depending upon the condition of the patient.

The length of bone removed from each rib

has been averaged at 2-3 cm. for the 1st

rib, 4-5 cm. for the 2nd, and 6-12 cm.

for each succeeding rib to the 8th, when

the length begins to decrease. The first rib

is obviously the most difficult and danger-
ous to remove, because of its proximity to

the subclavian vessels, however, with high
scapular elevation, the arm pulled well over

and down, and with careful freeing of peri-

osteum of the first rib, from back toward
the front, one is able to carefully apply a

Sauerbruch, first rib forcep, or a Lilien-

thal guillotine, both of which cut while the

blade moves toward the surgeon, thus avoid-

ing what could easily be a fatal hemorrhage.

If any elongations remain on the ribs, these

must be removed, by biting rongeur for-

ceps, otherwise they will prevent the proper

and adequate dropping in, and subsequent

fixation, of the chest wall.

Careful hemostasis, the correct apposi-

tion, and suture of muscle layers, rubber tis-

sue drain for 24 hours, large fixation pres-

sure pads, with adequate strapping, and

splinting of the collapsed wall to the good

side, constitute the remaining steps of the

operation.

For the second stage, it is ordinarily per-

formed in ten days to two weeks. The in-

cision is extended along the spine to the

tenth rib, the same technique followed as

above, described in removing the lower

ribs.

Shock is to be reckoned with in many of

these post-operative cases, because of the

low resistance of the patient, incident to a

long continued illness, and when present

should be treated in the same way as shock

from any other cause.

The proper evaluation of results to be ob-

tained from surgical collapse therapy can

best be arrived at by taking a correlation of

statistics and end results of different groups

throughout the country, and compare then,

with the problem of incidence of the dis-

ease.

The consensus of opinion is that there

are 100,000 cases of active pulmonary tuber-

culosis in the United States, and that about

3 per cent of these are suitable for surgical

collapse by thoracoplasty, and about 30 per

cent are definitely improved by some one of

the various surgical procedures including

pneumothorax.

Of properly selected cases, approximately
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33-35 per cent are eured and another 35

per cent are definitely improved. There is

approximately 7 per cent immediate mortal-

ity, with 23 per cent late deaths. These

figures are taken from 1,024 cases collected

from fourteen different surgeons by Bailey,

and serve as a representative cross section

I

of results being obtained in this work at the

present time. Granted that 23 per cent die,

this figure would be equalled by the natural

progression of the disease if no treatment

had been instituted, because the tubercu-

lous death rate in this country is approxi-

mately 1,000 per week.

That the advent of surgery into the treat-

ment of tuberculosis has been able to re-

turn one out of three patients to their homes

and families, into avenues of production, in

much shorter time than previously done

by rest and medicinal treatment, certainly

convinces one of its genuine merit, its tre-

mendous economic advantage in not only

the care of the patient, but many times the

family which have become a public charge

upon the community.

To this end, and supported by results ob-

tained, we should strive harder to find cases

early, and give them the advantage of com-

pression therapy while only one lung is

involved.

In closing, I want to express my thanks

and appreciation to Doctor J. B. Naive,

Medical Director of Beverly Hills Sanato-

rium, for his splendid cooperation, and as-

sistance in this work.

Doctor Naive has made the statement,

that the surgical treatment has been worth

to him at least 25 beds in that Institution.

If that be true, it obviously gives more peo
pie an opportunity to seek sanatorium care,

and at the same time offers a greater oppor-

tunity for restoration to health, of the pre-

viously doomed tubercular.

Finally, I want to emphasize that no sur-

geon should take the responsibility of carry-

ing on this work without the assistance, and

advice of a competent chest clinician, both

assuming equal responsibility and both

sharing alike in the success, or failure, of

the results obtained.
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DISCUSSION
DR. J. W. BODLEY (Memphis) : It has been

really a pleasure to read Dr. Acuff’s paper. I

have hunted for omissions that might possibly have
been made, and I can find none.

I believe that with tubercular conditions of the

chest, more and more we are going to come to

surgery to correct them. Undoubtedly the resec-

tion of the phrenic nerve is a simple operation that

gives us marvelous results; it is easy to do, and
the results, as far as mortality is concerned, are

negligible.

Whenever we have a failure of artificial pneu-
mothorax in controlling or curing a tubercular

condition or where we find that we have too fre-

quently to allow the air to enter the thorax, then
the resection of the phrenic nerve is an adjunct
which should not be put off.

The more radical surgery, that of resection of

the ribs and allowing the collapse of the chest wall,

the so-called thoracoplasty, has to have the case

so carefully selected and studied over such a long
period of time that I believe we do not get the

benefits as promptly or as thoroughly as we should

;

therefore I do not think that it is an operation of

choice, but rather of forced necessity.

These cases have to be so carefully selected,

in other words a one-sided infection, which is rare,

or one in which the opposite side is not active, and
it takes so much time to determine that fact that

there is another operation that I personally have
done twice. I hesitate to mention it because I
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don’t expect to get such results again in tubercular

conditions. That is the one that is often used in

bronchiectasis—lobectomy. I mention it simply be-

cause I believe that lobectomy may be done where
you have large tubercular cavities and possibly

preserve more of the lung tissue for expansion than

you do under the other method. It is rather radi-

cal, so radical that I do not ever expect to keep

the mortality where it is. I bring that up not for

discussion but just as a suggestion.

I want to thank Dr. Acuff for this privilege, for

I consider it such.

DR. ALFRED BLALOCK (Nashville) : I have

enjoyed very much this thorough, comprehensive

paper by Dr. Acuff. The importance of this sub-

ject, I think, is emphasized by the fact that the

most frequent cause of death between the ages of

fifteen and forty-five is tuberculosis. Sanatorium

treatment, meaning by that rest in bed, has ac-

complished wonders, as all of you know, but it is

rather helpless in the patients with far advanced

tuberculosis, with chronic disease, and particularly

the cases with large thick-walled cavities.

The attitude toward the surgical treatment of

tuberculosis has changed recently, that is in the

past few years. During the eight years prior to

1925 there were reported in this country only 300

operations on patients with tuberculosis. During

the years since 192'5 there have probably been

thousands of such operations performed in the

United States alone. In one large sanatorium in

this country in which sixty-six per cent of the

patients have far advanced tuberculosis and in

which twenty-six per cent of the cases have mod-

erately advanced tuberculosis, some form of

collapse therapy has been carried out in seventy-

seven per cent of those cases.

In 1927 in the Trudeau Sanatorium at Saranac

Lake, New York, only about five per cent of the

patients had some form of collapse therapy carried

out, and in that I include pneumothorax treatments.

Today, this percentage has increased very greatly.

There is no particular reason for this recent

enthusiasm for these procedures; that is, most of

the procedures are old but the medical profession

has just begun to realize their value.

As regards pneumothorax treatments, without in

the least wishing to discredit the procedure (I am
an ardent advocate of it), I think that there is more

danger attached to it than that Dr. Acuff has in-

dicated. Something like forty-five per cent of the

patients who have pneumothorax treatments de-

velop fluid in the chest at some time, and ap-

proximately five per cent of those cases develop

a secondarily infected empyema.

As regards the radical operation on the phrenic

nerve, the phrenic evulsion or exeresis, I think

too that there is a moderate amount of danger

attached to that, and quite a few deaths have been

reported as the result of hemorrhage during this

operation. I believe that the radical operation has

been used too frequently, and particularly when
it is used in conjunction with pneumothorax treat-

ments. It is quite true that if a lung is hopelessly

diseased one might as well go ahead and evulse

the nerve, but if one is using it in association with
pneumothorax treatments I think it is better to do

a temporary paralysis, simply dividing the nerve,

together with some of its branches, but without

pulling the nerve out, so that if infection in the

opposite lung becomes active, one then can use the

diaphragm again.

As regards thoracoplasty, of course the most
important thing is the selection of the case, which

Dr. Acuff has mentioned. I think the most im-

portant points concerning the operative procedure

are : First, to be sure to include the posterior

portions of the rib, taking the angle, and to do

the operation in multiple stages. Most of the

deaths are due to the fact that too many ribs

are taken at one operation.

It is a matter of personal opinion, but I prefer

not to drain the incision, and we have run into some
trouble when we have used pressure dressings,

getting some sloughs of the skin.

I wil not discuss Dr. Bodley’s really marvelous

success with his two cases. I simply would like to

congratulate him on the results.

I should like to mention an experimental pro-

cedure which may be exceedingly important in

the future in the treatment of tuberculosis. It is

still in the experimental stage. It was devised

by Adams of Chicago. It consists of the applica-

tion of thirty-five per cent silver nitrate to the

bronchus through a bronchoscope, and in the
j

experimental animal with tuberculosis it results

in a complete atelectasis of the lung. I do not know :

whether that will be applicable clinically or not.

The medical profession has at least received

these contributions of collapse therapy, including

pneumothorax, and I think they are the most im-

portant advances made in the treatment of this

disease since sanatorium treatment was instituted

fifty years ago.

I wish again to compliment Dr. Acuff upon his

excellent paper.

DR. J. B. NAIVE (Knoxville) : I want to pay

tribute to what I consider the very great value of

Dr. Acuff’s paper, because it seems to me that the i

combination of the organization of the material

and the care with which he delivered it would allow

anybody to get a clear comprehension of what it

all means. I am sure when he finishes you will get

a clear idea of the very great value attached to the

whole procedure. I also enjoyed the discussion

by Dr. Bodley and Dr. Blalock.

I want to say that in the work over in Knoxville,

in which work I have had the very great pleasure

and privilege of assisting Dr. Acuff somewhat, we
got much of our inspiration from the work done

j

here in Nashville by Dr. Brooks and his asso- ©
ciates, Dr. Bigger and Dr. Blalock, which work was
so fine that we couldn’t have felt otherwise than

inspired to do the best that we could.

I feel that this work can best be done with the

cooperation in every sense of the word between
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the medical man who is not surgically ambitious

and the surgical man who is willing to take sug-

gestions on the part of the medical man who is in

charge of the tuberculosis case as such. In that

particular Dr. Acuff has been most cooperative,

and I think the results which he brings to you

bear witness to the fact that there has been agree-

ment and conservatism in selecting the cases and

in doing the work.

We can’t present a list of thoracoplasties. I am
going to tell you very frankly why that is true.

As a matter of fact, most of the cases are far

advanced and bilateral, so that a thoracoplasty

would be out of the question, or else, so early, that

a thoracoplasty is not needed.

I want in this immediate connection to pay trib-

ute to the work of the medical profession up in

Knox County because those men are getting the

cases diagnosed so early that we can do a great

deal for them without resorting to radical pro-

cedures such as thoracoplasty.

I am coming to believe, different therein just

a little from Dr. Blalock’s opinion, that a mighty

fine idea is to do phrenicectomy early in these

cases and get the benefit of it and not do anything

else. I have found repeatedly that we have been

able to eliminate pneumothorax from our treat-

ment. One big advantage of that is to eliminate

a long course of treatment; another big advantage

is that if you have their phrenic nerve you have

that much on them; if you use the pneumothorax

treatment you may have gone only so far and
they can walk out on you, leaving the course of

treatment incomplete.

We have had no sign of any operative complica-

tion. I must say that Dr. Acuff does his work
very, very carefully in pulling out that nerve,

making the evulsion extremely gradual. No com-

plications of immediate or delayed nature have
resulted. I feel that if you select the cases wisely

and don’t try to do heroic things, don’t let your
sympathy get away with you, you probably will

avoid those complications which are so very
grievous.

Finally, I want to say that I feel that all over
this state of ours, which is so horribly under-
provided with sanatorium facilities, if we can get

little groups working together, the medical men
here and surgeons there, fighting this tuberculosis

problem as tuberculosis is being fought in Nash-
ville and as we are trying to fight it in Knoxville,

we will do a great deal toward keeping down our
tuberculosis mortality and will save a lot of lives

that otherwise would be lost.

DR. HERBERT ACUFF (Closing) : Gentlemen,
I appreciate very much indeed the discussion of

this paper, and I am only sorry that the time
allotted does not give us an opportunity for greater

discussion upon the subject of thoracoplasty. In

our own work in Knoxville, including Beverly Hills

Sanatorium, Doctor Naive has very happily

summed up our conclusions, when he said, “we just

do not see the proper indication for a great many
radical thoracoplasties.” We feel that if we get

the case early, that either pneumothorax or phrenic-

ectomy will go a long ways toward solving the

problem.

One must always keep in mind, that thoraco-

plasty carries a great deal of shock, that the pro-

tracted involvement making thoracoplasty an indi-

cation, has of necessity, produced very low re-

sistance. This is a type of work, which to my
mind, offers new hope to the tubercular, and the

results, which our limited experience has already

shown, prove conclusively that it is worth while.
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THE USE OF SODIUM AMYTAL IN THE TREATMENT OF
ECLAMPSIA*

Milton Smith Lewis,** M.D., Nashville

T HIS preliminary report deals with a

series of forty-five cases of eclampsia

that were studied in the wards of the

Nashville General Hospital and in consul-

tation practice during the past three years.

Although the primary purpose of this

paper is to illustrate the importance of the

use of sodium amytal in the control of con-

vulsions during the treatment of patients

with eclampsia, opportunity will be taken

to present and to discuss the clinical data

of this series of cases.

TABLE 1

Number of patients treated 45

Patients receiving prenatal care 1

Primipara 22

Multipara 23

Ages 17 to 36 years

White 37

Colored 8

Antepartum cases 41

Full term 26

Eight months 12

Seven months 2

Six months 1

Postpartum cases 4

Full term 2

Eight months 2

All the patients in this group except one

gave a history of either headaches or edema
lasting over periods of from two days to two

months. On physical examination, seven-

teen showed extreme generalized edema,

twelve had only moderate edema, eleven had

slight edema, and five showed no demon-

strable edema. From the group, twenty-

four showed four plus albumen, nineteen

two plus, and two showed no albuminuria.

All had marked elevation of blood pressure

except two cases of the postpartum type.

*Read before the Tennessee State Medical Asso-

ciation, Nashville, April 11, 12, 13, 1933.

**From the Obstetrical Service, Nashville Gen-

eral Hospital, Department of Obstetrics, Vanderbilt

University.

The systolic blood pressure ranged from 110
to 220 on admission and in ten cases it was
over 200. The diastolic pressure varied

from 60 to 140 and in forty cases it was
over 100.

The majority of patients had convulsions

prior to admission. The number of convul-

sions prior to treatment are shown in table

2 .

TABLE 2
Antepartum cases 41

1 patient had 10 convulsions.

24 patients had 6 or more convulsions.

16 patients had 3 or more convulsions.

Postpartum cases 4

1 convulsion each.

Twenty patients had a total nonprotein

nitrogen in the blood of 38 or less. The blood

sugar in all but one case was below 100

milligrams. The determinations were all

taken soon after admission.

Forty-one of the forty-five patients re-

covered. The details of the four fatal cases

are as follows:

Case No. 1. White, age 24, para II, eight

months pregnant, no prenatal care. Ad-
mitted to hospital with history of headache

and edema for past two days. Blood pres-

sure 165/120, urine, albumen one plus, blood

chloride 180, blood sugar 100, NPN 38,

blood calcium 7.5 milligrams. Fetal heart

RLQ, 140. One hour after admission had
a convulsion and continued to have convul-

sions in rapid succession. Sodium amytal

seven and one-half grains was given intra-

venously, the entire amount given in two
minutes. Eight minutes later patient had
another slight convulsion, became cyanotic,

blood pressure dropped to 70/30, pulmo-

nary edema was evident. With heroic treat-

ment patient recovered from cardiac and

pulmonary collapse in five hours, blood

pressure 110/70. Twelve hours later, labor

was induced with Voorhees bag. Sponta-

neous delivery eight and one-half hours

after induction, stillborn baby, weight five
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pounds and fifteen ounces. Blood pressure

after delivery 110/50. Patient’s condition

seemed satisfactory until twenty-four hours

postpartum when she died suddenly. Cere-

bral embolus was possible but there was no
autopsy.

In the treatment of this case it is now
felt that the sodium amytal was given too

rapidly contrary to all rules and also induc-

tion was performed entirely too soon after

the apparent recovery from the cardiac col-

lapse and that a considerable sacrifice of

conservatism was made, although the blood

pressure had returned to normal, the pa-

tient seemed to be in good condition and
remained so until twenty-four hours after

delivery. It is felt that if induction had
been delayed for a longer time after the

amytal administration, the chances for a

more favorable outcome would have been

certain.

Case No. 2. White, primipara, age 18,

seven and one-half months pregnant, no
prenatal care. Admitted to hospital com-
plaining of severe headache and visual dis-

turbances, marked edema for past week.

Urine, one plus albumen, NPN 30, blood

chloride 485, blood sugar 100 milligrams,

blood pressure 200/130, fetal heart RLQ
Twelve hours after admission she had a

convulsion. Sodium amytal seven and one-

half grains was given intravenously imme-
diately after convulsion. Blood pressure

after amytal 150/110. Two hours later

sodium amytal seven and one-half grains

was given intramuscularly, blood pressure

188/146. Was actively treated by the elim-

inative method. Patient did not improve,

impossible to promote diuresis. Patient

died twelve hours after last amytal injec-

tion, undelivered. This death was due sole-

ly to the fulminating type of toxemia. When
patient showed no improvement with medi-

cal treatment, possibly a Caesarean section

earlier would have been better, but who
knows ?

Case No. 3. Colored, para II, age 17, six

and one-half months pregnant, no prenatal

care. Admitted to the hospital in convul-

sions, blood pressure 200/120, fetal heart

not heard. No edema, urine, four plus al-

bumen, many hyaline and granular casts.

NPN 35, blood sugar 90. Seven and one-

half grains of sodium amytal given intra-

muscularly due to inability to enter vein

from sclerosis of veins from previous glu-

cose injections in her first pregnancy. Un-
der eliminative treatment patient failed to

improve. Induced with Voorhees bag but
died undelivered twelve hours after induc-

tion of labor. Cause of death, no doubt, due
to fulminating type of toxemia.

Case No. 4. White, age 33, para II, seven
months pregnant. History of eclampsia
with first pregnancy ten years ago. Had
prenatal care by a competent physician.

Five weeks prior to admission to hospital

presented symptoms of toxemia of preg-
nancy, blood pressure 162/110, with a rapid
gain in weight, urine negative. Under re-

stricted diet patient responded promptly
and blood pressure returned to normal and
continued so until two days prior to admis-

sion to hospital when blood pressure rose to

198/120 and urine showed two plus al-

bumen. Patient refused hospitalization be-

lieving that the doctor exaggerated her con-

dition. Admitted to the hospital after much
persuasion, with blood pressure 210/120, al-

bumen two plus, hyaline and granular casts,

no edema, NPN 30 milligrams, urea 30 mill-

igrams. Wassermann and Kahn four plus.

Soon after admission had a convulsion and
was given sodium amytal seven and one-

half grains with no further convulsions,

not in labor. Treated actively for two days

with no improvement. Cervix three fingers

dilated, membranes ruptured artificially.

Did not go into active labor. Died of edema
of lungs and cardiac collapse two days after

admission, undelivered. There was some
doubt about the diagnosis of eclampsia in

this case, death was due to uremia.

Maternal mortality was 8.8 per cent.

TABLE 3

Fetal Mortality
Total number of infants delivered 45

Live births 31

Stillbirths 14

Twin deliveries 2

Fetal mortality 31.1%
Of the 31 live births

:

5 infants were premature.

26 infants were full term.
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Of the 14 stillbirths:

12 infants were premature.

2 infants were full term.

MANAGEMENT
One

The prime object was the immediate con-

trol of convulsions which consisted of the

intravenous use of sodium amytal as soon

as possible after the convulsions.

The drug is prepared in a white crystal-

line form and is sealed in pyrex ampoules.

A ten per cent solution has been found sat-

isfactory for intravenous use. Ten cubic

centimeters of sterile distilled water is

mixed with the sodium amytal by gentle

agitation, and as a rule, in one to three

minutes a clear solution results. If the

solution is opaque, it should be discarded as

a clear solution is desirable. For the in-

jection a ten cubic centimeter syringe is used

with a twenty-two gauge intravenous nee-

dle, and the solution is injected at the rate

of one cubic centimeter per minute. Our
initial dose varied between seven and one-

half grains to fifteen grains. This is re-

peated in one to two hours if the patient

becomes restless, or a convulsion seems im-

minent. It is seldom necessary to give more
than two or three doses, and usually we
give the second or third dose intramuscu-

larly after the control of the primary con-

vulsion. We feel that the intramuscular in-

jection repeated at intervals as desired will

sufficiently prevent the patient from any

further convulsions, at least that has been

our experience. Although we use sodium

amytal freely and do not fear to give seven

and one-half grains as many times as neces-

sary, our largest dose for any one case was
fifty-eight and one-half grains over a pe-

riod of three days. We have been guided

entirely by the restlessness and the general

condition of the patient. In only one case

was there a respiratory disturbance, due

to introduction of the drug too rapidly by
one of the internes on the service not being

accustomed to dealing with eclampsia.

It has been noted that the action of the

drug is extremely rapid, in one to three

minutes after its use the patient relaxes and
drops off into a deep sleep.

In every instance except one the blood

pressure declined after the drug was ad-

ministered, the decline in systolic pressure

varied from twenty-one to ninety milli-

meters of mercury and the decline in dias-

tolic pressure varied from five to sixty milli-

meters of mercury, the average decline of

the systolic pressure was forty-three points,

the diastolic pressure, twenty-six points.

The time required for the lowest decline

varied from ten to fifty minutes, the aver-

age being twenty-seven minutes. It has

been our experience that the higher the

original systolic blood pressure, the greater

would be the decline following the adminis-

tration of amytal. In case No. 1, who suf-

fered the severe pulmonary edema and

shock, the time for the return to its normal
height was eight and one-half hours.

There seemed to be a tendency of the

systolic pressure not to reach the original

levels, only three returning to the original

level or above. This suggests the possibility

that sodium amytal may permanently lower

blood pressure. However, four of the dias-

tolic pressures returned to a higher level

than when first noted. The average time

for the approximate recuperation of the

blood pressures, including case No. 1, was
three and one-third hours.

The results in this series of cases in the

control of eclamptic convulsions have been

so uniformly good, that in the intravenous

use of sodium amytal we have found it to

be an agent which yields results far better

than any other drug we have made use of

thus far, and in no case have we been un-

able to control the convulsions. That it will

have a very definite place in the control of

convulsions in eclampsia in the future

seems assured, for until now the control of

convulsions has been most unsatisfactory,

sometimes controlled and sometimes not,

and if it has such virtues we believe that it

should be given a thorough trial in cases of

almost all convulsions.

It is not claimed that it has any other

curative feature in eclampsia, but certainly

one of the most important steps in the treat-

ment of eclampsia is to control the convul-

sions, thereby enabling one to go ahead with

the other important measures in the treat-

ment without any disturbance or interfer-

ence while doing so. This is of paramount
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importance when one realizes how difficult

it is to treat the patient intelligently when
continually being interfered with by repe-

titions of the convulsions. It must be dis-

tinctly understood that all cases of eclamp-

tics are considered primarily as medical

ones and are treated as such and not until

we have the case under control do we think

of the case as an obstetrical one, but realiz-

ing that delivery of the patient has a very

marked influence on the toxemia we are of

the opinion that delivery should not be

hastened until the patient is under control.

Two
As soon as the full effect of the amytal

is obtained, gastric lavage is done through

a nasal tube with soda water, and four to

six ounces of fifty per cent magnesium sul-

phate are left in the stomach. Although

there is some controversy in the literature

on the rationale of gastric lavage in eclamp-

tic patients in that it may initiate a convul-

sion, we can say from experience that under

amytal sedation the procedure is without

this danger and believe that any objection

is outweighed by the beneficial effects of in-

troducing fluids and purgatives to the un-

conscious patient.

Three
S S enema or colonic irrigation is con-

tinued Until the flow is clear.

Four
500 to 1000 cubic centimeters of a twenty-

five per cent dextrose in freshly distilled

water is given intravenously and is repeated

every eight hours until a diuresis is estab-

lished and maintained, this is best detected

when the specific gravity of the urine

reaches 1.010. In regard to the adminis-

tration of large amounts of fluids to pro-

mote diuresis and elimination, we would

like to emphasize the importance of restrict-

ing fluids in those cases that have marked
edema. We have felt that in several cases

we have overstepped their tolerance es-

pecially when the output was much less

than the intake, and firmly believe that in

these cases a reduction of the fluid intake

is indicated.

Five
Eight ounces of water or fruit juice

sweetened with one teaspoon of sugar is

given through the nasal tube every two
hours until the patient is conscious and able

to take fluids by mouth. This is continued

for two days after delivery.

Six

If edema of the lungs or acute cardiac

collapse is imminent, we administer Digi-

folin, one cubic centimeter intravenously or
intramuscularly every two hours until the
desired effect.

Seven
The method to be employed in terminat-

ing pregnancy is our chief concern. If the

patient is in labor we permit her to con-

tinue naturally. If not, we feel that labor

should be induced, but only after the con-

vulsions have ceased and the patient is out

of shock. If at, or near term, rupturing
the membranes is probably the procedure
of choice. In regard to the use of the bag
in inducing labor, we are at present greatly

disappointed and believe that it is too slow
and uncertain in its action both in eclampsia

and pre-eclamptic toxemia. Table number
four shows the method used in terminating

pregnancy.

TABLE 4

Membranes ruptured 26

Voorhees bag 16

Cesarean section 1

Undelivered 2

In either method used, inhalation anes-

thesia, other than gas oxygen, is discour-

aged, for in the majority of cases we have

been able to use sodium amytal and local

infiltration most successfully.

Eight
Labor, as a rule, is allowed to terminate

spontaneously. Table number five shows
method of delivery used.

TABLE 5

Spontaneous delivery 33

Low forceps delivery 10

Version and breech 1

CAESAREAN SECTION
In regard to Caesarean section in the

treatment of eclampsia, we approach this

subject with an open mind and believe that

there is a small but definite group of cases

in which section has a very distinct though

sharply restricted field; I have in mind
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those rare cases, usually in a primipara, ad-

mitted to the hospital apparently in good
condition but who rapidly fail under the

most careful medical regime and in whom
vaginal delivery would entail delay. In such
cases when improvement does not occur in

six to twelve hours, manifested by unsatis-

factory diuresis, coma not lessening, pulse,

temperature and blood pressure increasing,

we believe the prompt termination of preg-

nancy by section under local anesthesia of-

fers the greatest possibility for success. It is

of interest to report that in only one case

was Caesarean section resorted to. This was
in a primipara in which Caesarean section

was performed under amytal anesthesia aft-

er the patient had been sufficiently treated

medically.

We would like to emphasize in closing:

that mild cases will recover regardless, if of

conservative nature, also that certain severe

cases must be handled by early delivery, but
all will recover if the disease has not per-

sisted too long and the damage has not been
too great, and that the favorable or un-
favorable results based on the conservative

methods suggest that each case must be in-

dividualized and experience and judgment
are necessary.

CONCLUSIONS
Study of the results obtained in this series

of cases appear to justify the following
conclusions :

1. Sodium amytal seven and one-half
grains to fifteen grains intravenously and
repeated at necessary intervals will abso-
lutely control the convulsions of eclampsia.

2. Sodium amytal permits one to treat

the patient intelligently without re-occur-

rence of the convulsions.

3. Immediate delivery in eclampsia by
radical operative procedures is unnecessary
in both the mild and severe types.

4. Rupturing the membranes seems to be
the procedure of choice in inducing labor.

5. Labor, as a rule, is allowed to termin-
ate spontaneously.

6. Inhalation anesthesia, other than gas
oxygen, should be discouraged.

7. Caesarean section, under local anesthe-

sia, is indicated in a few cases that do not
respond to adequate medical treatment
within six to twelve hours.

8.

Favorable or unfavorable results sug-
gest that each case must be individualized.
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DISCUSSION
DR. ANDREW SMITH (Knoxville) : It appears

to me that Dr. Lewis has covered the subject very
thoroughly and has answered every question of
importance that we could think of asking.

I have been of the opinion for some time that
the use of sodium amytal in eclampsia was rational
and perhaps in the field of its greatest usefulness.
This series of Dr. Lewis’ cases is the largest num-
ber of cases that I have seen reported, and his
success with the drug in these cases proves to me
without a doubt that it is our most valuable drug
in the treatment of eclampsia.

I have used sodium amytal in eclampsia in some
cases in the Knoxville General Hospital, not as
many as Dr. Lewis, but with substantially the same
results. Our cases in the main were like those
reported here, cases that had had no prenatal care.
The convulsions were easily controlled in most
cases by the first dose. The intravenous method
was used. I believe the 7 grain dose should be
the one of choice and repeated according to the
indications which he mentions. We used intra-
venous glucose too, but only in ten per cent solu-

tions. Stomach lavage was practiced, and a large
dose of magnesium sulphate was left in the
stomach. Colonic flushings were used according to
the same principle as outlined in the paper.

Our results were satisfactory. We have had
two deaths following eclampsia since January 1st

of this year, one dying of catarrhal pneumonia,
and the other of pulmonary edema. Just in this

connection I am wondering if the barbiturates
could be responsible for the pulmonary edema.

I am a strong supporter of the idea that there

should be a good wide gap between the shock of
convulsions and the induction of labor. I believe

the observance of this rule will improve our mor-
tality.

We were not quick to induce labor, but instead

after convulsions were controlled we took plenty of

time in allowing the patients to recover from their

eclamptic shock. In taking this time we were
busy in our efforts to improve their elimination.

In taking this time also a great many went into

labor and delivered normally.

Dr. Lewis’ paper is a great contribution along

this line, and I want to thank him for his efforts

in preparing so complete and such a helpful paper..
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INFECTIONS OF THE FLOOR OF THE MOUTH, OR LUDWIG’S
ANGINA*

G. H. Berryhill, M.D., Jackson

A
mong the early medical
WRITERS, Aretaeus (1) in his

L chapter on Angina and Quinsy, clear-

ly describes a pathological condition which

modern writers consider to be the same

affection that is now called Ludwig’s

Angina.

Wells (2) in 1809 and Gregory (3) in

1822 each reported a case with necropsy

findings that was unquestionably a Ludwig’s

Angina.

In 1836 D. Ludwig (4) described in de-

tail the “gangrenous induration of the

neck” so completely that little was left to be

added by succeeding writers except to

emphasize what he had already said. Im-

mediately following this report by Ludwig
considerable publicity was given to this

malady, and in 1892 it was brought before

the French Surgical Society where there

was an interesting discussion. From this

discussion two schools of thought were born.

One, headed by Delorne (5), considered the

disease as a definite entity while Nelaton

(6) and others were opposed to this view.

This discussion by the French surgeons,

together with the discussion in Philadelphia,

with the reports from Davis (7) (1906),

Thomas (8) (1908) , and Price (9) (1908),

caused Ludwig’s Angina to receive general

recognition so that now almost every text-

book describes it accurately and completely.

Different definitions have been given to

Ludwig’s Angina. Davis (7) said “it is

an acute inflammatory process involving the

cellular tissues beneath the tongue and jaw
around the submaxillary gland and upper

part of the neck.”

Ashhurst (10) said “It is an acute inflam-

matory process involving the cellular tissues

of the floor of the mouth and the sub-

maxillary regions on one or both sides of

the neck.”

*Read before the Tennessee Academy of Oph-
thalmology and Otolaryngology, Nashville, April

10, 1933.

Blassengame (11) said it was “a phleg-

manous process arising from infections

within the floor of the mouth and localized

in a definite anatomic space.”

Fetterolf (12) referred to it as “a phleg-

mon in the floor of the mouth above the

mylchyoid muscle.”

Ashhurst (10) claims it is a true Ludwig’s

Angina only when it involves the sub-

maxillary and sublingual tissues in a con-

fluent septic cellulitis. He claims it may
begin in either place but must spread to the

other before it constitutes a Ludwig’s

Angina.

All of these writers seem to agree on one

thing, that is, that the sublingual space

must be involved to be called a true Lud-
wig’s Angina.

Thomas (8) and others have contended

that it is a lymphangitis and lymphadenitis

and not a cellulitis. They thought the infec-

tion invaded the floor of the mouth from
the submaxillary and sublingual glands

through their ducts. This view however
has been more or less disproved by the in-

jection methods of Ashhurst (10) and
Blassengame (11). Ashhurst (10) using a

cadaver injected 40-45 c.c. of Chinese Ink

under the mucosa of the floor of the mouth.

Immediately the tongue was pushed up

against the palate and the dye appeared in

the submaxillary region but the gland itself

was not stained. The under surface of the

mylohyoid muscle was not stained except

at the posterior border.

Blassengame (11) with his work on dogs

showed that: First. Ink injected in the

peritonsillar region passed to the deep cer-

vical glands and did not enter the floor of

the mouth. Second. Material injected un-

der the mucosa in the posterior part of the

mouth passed through the floor down to

the deep cervical lymph glands. Third. Ink

injected into the anterior floor of the mouth
and the mylohyoid muscle did not pass back-

ward but ran into the lymphatics superficial
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to the mylohyoid muscle, finally going to the

superficial nodes around the submaxillary

gland. From this work he concluded : First.

That infection from the posterior teeth or

that part of the jaw, might extend into the

sublingual space or pass through to the

deep cervical glands and involve both of

these areas. Second. That the tonsils and

anterior teeth are not likely to cause a Lud-

wig’s Angina.

To further prove that it is a cellulitus and
not a lymphangitis or lymphadenitis we
might refer to the works of our modern
histologists. Most of them agree with

Sappey’s (13) original statement to the

effect that the lymphatic system is entirely

separate from the connective tissue spaces.

Sappey said that lymphatic capillaries arise

in tiny closed vessels on the surface of the

skin and mucosa : that in the deep layers of

the skin or mucosa or subcutaneous or sub-

mucous connective tissue, no such channels

exist. This distribution of lymphatic capil-

laries largely explains the clinical difference

in lymphangitis and cellulitus.

The disease itself is not so very common,

as evidenced by the fact that, in a five-year

period at the hospital of the University of

Pennsylvania, only twelve cases were found

out of approximately twenty thousand ad-

mittances to the surgical department.

Reports of various writers show that no

age is immune but that there is more fre-

quency between the ages of twenty and

thirty and that males are more often at-

tacked than females.

Almost every known infection of the

mouth and throat has been mentioned as a

cause of Ludwig’s Angina. Thomas (8)

reported cases from trauma of the interior

of the mouth, one from a gun shot wound

and one from a horse kick. He reported

cases from operation for tongue-tie, injec-

tion of cocaine and from extractions of

carious teeth. Dental caries, involving the

molar and premolar teeth is the most com-

mon of all mentioned. Thomas (8) reported

tonsillitis and peritonsillitis as a cause.

Muckleston (14) adds Vincent’s Angina to

the list of causes. Cases have been reported

as being due to facial erysipelas, otitis

media and externa, ulcers of the lip and
nose and conjunctivitis.

After taking into consideration Sappey’s

(13) histological statement and the work
of Ashhurst (10) and Blassengame (11), it

seems that we will have to discredit some of

these etiological factors. From the reports

of various writers it seems that the only

definite proven cause is that of dental

origin, to which might be added deep septic

trauma of the tissues of the floor of the

mouth.

The spread of the infection from a tooth

was explained by Moty (15) in 1892, in

which he said “the pus seldom works its

way between the alveolus and the neck of

the tooth because the latter is united to the

gingival mucosa by resistant fascia: so it

points toward the skin or toward places in

the buccal mucosa.”

The bacteriology of the disease does not

follow the line of a single infection, how-
ever streptococci are almost invariably

found. Various other organisms are found

as staphylococci, bacillus coli, diplococcus,

diphtheroids and oftentimes the gas pro-

ducing organisms (bacillus septicus).

To understand the course of the disease

it is essential to have an understanding of

the anatomy of the floor of the mouth. The
muscular floor of the mouth is formed by

the two mylohyoid muscles which fuse with

each other at the anterior median raphe and

are attached laterally and in front to the

inner surface of the mandible along the

mylohyoid ridge, going back to the last

molar tooth. The muscles are attached

posterially to the hyoid bone. External to

this muscle is a deep cervical fascia which

is attached to the inferior edge of the man-

dible and spreads to envelop the anterior

bellies of the digastrics, giving additional

firmness to the floor. An inward partition

from the fascia completes the capsule of

the submaxillary gland and parotid gland,

which are separated by the stylomandibular

ligament. From the posterior border of

the mylohyoid on each side extends back-

ward the constrictor muscles of the

pharynx, separating the pharynx from the

neck. The muscles of the two sides fuse

at the posterior median raphe. The three
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constrictors overlap each other so that the

submucuous tissues of the pharynx is not

continuous with the connective tissue of the

neck through these muscles. Between the

posterior edge of the mylohyoid and the an-

terior border of the middle constrictor is a

considerable deficiency in the bucco-pharyn-

geal muscular wall. This gap has a path-

way of infection which has been strongly

emphasized by Thomas (8). It is princi-

pally filled by the hyoglossus muscle and

submaxillary gland. Additional structures

passing through are glossopharyngeal and

hypoglossal nerves, lingual artery, and vein

and styloglossus muscle.

The submaxillary gland lies in a groove on

the inner surface of the mandible below

the mylohyoid region, passes backward and

bends around the posterior border of that

muscle and then forward into the floor of

the mouth on the upper surface of the

muscle, where it is in close proximity to

the sublingual gland.

Extension of infection from tissues

around the submaxillary gland may, by
contiguity, take place along fascia layers or

as Davis (7) states, along lingual and facial

arteries to the sheath of the great vessels.

The fascial routes may be along the bucco-

pharyngeal fascia covering the middle and

inferior constrictors of the pharynx, which

is a pathway to the connective tissue spaces

in which lie the great vessels of the neck.

Once the infection reaches here there is a

ready way of descent to the lower levels of

the neck and mediastinum.

The superior boundaries of the sub-

lingual space are simply the tongue and

mucosa.

In consideration of the anatomic details

it is not strange that Ludwig’s Angina acts

as it does : that it gives a redness and edema
of sublingual mucosa and at times a great

elevation of the tongue, with a board-like

swelling under the mandible, which may be

limited at first, but soon spreads over the

neck, with no fluctuation, but with marked
tenderness. There is considerable discom-

fort, swallowing is painful and finally be-

comes practically impossible. After a time

speech is difficult. There is a marked
dribbling of saliva and breathing becomes

embarrassed. The temperature varies from

a small amount to 104 or more. There is

also a moderate leucocytosis.

In the prognosis, the greatest factor is

allowing the infection to break through the

barrier at the posterior limitation of the

sublingual space. Two courses may follow.

It may go through the lymphatics to the

carotid sheath where we get a general septi-

cemia, or it may become a descending ab-

scess of the neck, following muscle and
fascia planes downward to the mediastinum.

After a definite diagnosis has been made
an early and complete drainage should be

done before the infection has passed beyond

the posterior barrier. A patient with Lud-

wig’s Angina is threatened with suffocation.

His tongue is pushed up against the roof of

the mouth, and he has to keep his mouth
open as far as possible to allow the access

of air by way of the nose through the

narrow chink which will still persist be-

tween the root of the tongue and soft palate

in front and the posterior wall of the

pharynx behind. Tracheotomy may be

necessary at times but only when the patient

is already almost moribund. Ashhurst (10)

says that the suffocation is not due to edema
of the glottis, but to a blockage of the air

by the elevated and swollen tongue.

The question of location and type of

drainage may vary in different cases. Ash-

hurst (10) advises through and through

drainage in two locations. One in the mid
line between the chin and hyoid bone, with

a perforated rubber tube placed in the tract

and transfixed with safety pins. Another,

well below the angle of the jaw, going

through the skin and platysma only with a

knife, and with long curved forceps inserted

and passed through the submaxillary space

and brought out at the side of the tongue

opposite the molar teeth. A perforated

rubber tube is also inserted and transfixed

in this tract. This procedure was first sys-

tematized by Davis (7).

Other men have advised the external

route without going through the mucosa.

The majority of the cases reported have
been drained by the external route.

It is remarkable that more attention has
not been given to relief of this condition by
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intra-oral operation. One explanation of

the few attempts to evacuate by the oral

route may be that many of the patients go

to the general surgeon who often has little

practice in surgical manipulations inside

the mouth and in the use of head mirrors for

illumination.

It may be that some of the cases will re-

quire external drainage, but it is certain

that a great number of these cases of cellu-

litis of the floor of the mouth can be drained

intra-orally. This can be done by an incis-

ion through the mucosa and with a blunt

forcep spreading the connective tissue

mesial to the deep part of the submaxillary

gland, passing it backward and mesially into

the para-pharyngeal region. Rubber tube

drainage with frequent irrigations, using

saline or some mild antiseptic, will facilitate

drainage.

As said before, there are some cases

which would possibly do better by external

drainage, while others would do better by
intra-oral drainage. I have two cases to

report which I think will give an example

of these two types of cases.

CASE NUMBER 1

A man 27 years old had a submaxillary

swelling of the left side. The condition had
been developing for eight or ten days when
first seen. The temperature was irregular,

swallowing was difficult and breathing was
disturbed, and there was a board-like hard-

ness of the tissues under the chin and left

mandible and there was great tenderness.

There was a sublingual swelling, but not

enough to push the tongue up to any extent.

A general surgeon was called in consulta-

tion and external drainage was done near

the mid line. The tubes were inserted and
the wound was irrigated daily. The patient

made an uneventful recovery. From the

history and findings in this case it seemed

that the cellulitis had its origin in the sub-

maxillary region and was spreading to the

sublingual region. To me this is the type

of case that should have external drainage.

CASE NUMBER 2

A man 23 years old had been having

trouble from an abscessed left molar tooth

for some five or six weeks. The dentist had
been treating the tooth. When he was first

seen there was a marked sublingual swell-

ing of the left side pushing the tongue

toward the palate and toward the right. He
also had the hard board-like swelling under
the mandible. He had the usual symptoms
of this type of trouble. An opening was
made in the mucosa under the tongue and
forceps were passed down mesial to the sub-

maxillary region, and a large quantity of

pus was obtained. Two drainage tubes

were inserted, and repeated irrigations were
done. After four days there was not a

great amount of improvement, so it was
decided that the offending tooth should be

extracted. After the extraction of the

tooth, with the drainage continued the pa-

tient made a rapid recovery.

CONCLUSIONS ARE:
First—Ludwig’s Angina is a definite

clinical entity.

Second—That it is a cellulitis of the floor

of the mouth and neck and not a lymphan-

gitis or lymphadenitis.

Third—That dental caries is the usual

etiological factor.

Fourth—The type of drainage depends

upon the individual case.

Fifth—That the cause of death is usually

sepsis.
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DISCUSSION
DR. STEWART LAWWILL (Chattanooga) : Dr.

Berryhill has given us a very complete and en-

lightening description of Ludwig’s Angina, and his

conclusions agree pretty thoroughly with those of

everybody here, I am sure, except that he states

that the cause of death is usually sepsis. I believe

this is at variance with a good many writers who
will state that where death occurs it is more often

due to pneumonia. Asphyxia alone from edema of

the glottis, and pressure, should not be a cause of

death; however, with the severe impediment to

respiration requiring such exhausting efforts to

breathe, the patient is worn down quickly and sep-

sis may appear more exaggerated than it would

be from an equal amount of toxemia without the

respiratory interference.

I believe with Dr. Berryhill that Ludwig’s Angina
is a definite clinical entity, yet what a catch-all

term this is for many of the infections about the

mouth and tissues of the neck, pharynx and larynx

which bear little or no resemblance to true Lud-

wig’s Angina! One or more or all of the real at-

tributes of the disease as described by Ludwig
may be lacking. The general inclusion of all in-

fections about the tongue under the classification of

Ludwig’s Angina has led to misconception regarding

the clinical course and prognosis, and has resulted

in inadequate standardization of surgical treat-

ment. I may say here that in reviewing the liter-

ature on this subject for the purpose of discussing

Dr. Berryhill’s paper, I find that more has been

written on the subject, and I think incorrectly so,

by the general surgeons than has been written by
the otolaryngologists. The general surgeons’ ideas

about intra-oral treatment are not in accord with

the principles as outlined by Dr. Berryhill, and I

feel sure that it is because they have not the inti-

mate knowledge of the structures of this region.

I think we will all admit that Ludwig’s Angina
is a cellulitis and not a lymphangitis nor lymph-

adenitis. Undoubtedly cellulitis of the submaxil-

lary precedes the sublingual phlegmon. The path

of spread to the sublingual tissues is one which
extends around the posterior border of the mylohyoid

muscle which makes up the muscular “diaphragm”
of the floor of the mouth. There is usually a small

lappet of salivary gland tissue to be found curling

about the posterior edge of the mylohyoid muscle.

A ready guide is thus afforded for the spreading

cellulitis which is “decompressing” itself medially

and upward by extension along the loose cellular

tissue planes. Its spread is limited externally by
the deep cervical fascia. Once inside the mouth, it

may spread with ease to the opposite side by follow-

ing the horse-shaped cellular tissue arrangement

about the anterior part of the tongue. Undoubted-

ly dental caries is the main etiological factor in

these infections. Suppuration deep to the submax-

illary gland requires keen diagnostic acumen. The
swelling of the submaxillary is pronounced and

definite, but the overlying skin, while edematous, is

rarely reddened. Fluctuation is not to be elicited

because the gland with its closely adherent cervical

fascia, strutted by pressure, is hard and unyield-

ing. The mouth can be partially opened with great

difficulty; the tongue is elevated, protruding and

fixed, and the mucous membrane of the floor of the

mouth is brawny, edematous and tender. Degluti-

tion is almost impossible because of pressure on the

lateral pharyngeal wall. Dyspnea is present be-

cause of an edema of the glottis and pressure.

Buccal drainage is applicable when the sublingual

space is solely involved; but since these deep infec-

tions resemble a cellulitis, their spread along the

loose connective tissues of the floor of the mouth
is so rapid that invariably the sublingual, submax-

illary and retromandibular spaces appear simulta-

neously involved. The old external empirical method

of surgical approach—that is, the median incision

extending from the under surface of the chin to the

hyoid bone—should be forgotten. The incision of

choice for the external route, based upon an un-

derstanding of the anatomy involved, has been well

described to you by Dr. Berryhill, and should be-

come a more or less standard method of approach.

In my personal experience I have seen probably

seven cases, one of which died and all the others

having recovered. Three I opened rather exten-

sively externally, and the other three were treated

through the mouth. I believe in each one of these

the infection originated from dental caries. One
of them had a gas-forming bacillus which was not

the true Weichselbaum.

DR. J. W. WILKES (Columbia) : Dr. Berryhill

has given us a splendid paper, complete, from the

christening to the present-day conceptions of the

classifications and treatment of Ludwig’s Angina.

Whether we admit the limiting to the sublingual

space or demand the extension, with the resulting

cellulitis or pus or both, does not materially affect

the treatment; it is distinctly surgical. In the

early stage—I say stage, for later, clinically at

least, the picture is not the same—when pus can

be made out in the floor of the mouth or sublingual

tissues, the intra-oral route is worth a trial, for I

am confident many such cases have been successful-

ly treated by dentist, physician, and surgeon with-

out considering they were dealing with a true Lud-
wig’s Angina. Those are the class of cases we see

reported as rupturing spontaneously. After that

stage, of course the external route and through any
incision you deem best for the individual case.

A point about which there has been much con-

troversy is, when shall we interfere surgically? Im-
mediately after diagnosis or wait until there is dis-
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tinct evidence of pus? Opinions differ and pro-

cedures vary accordingly.

Delay came very near losing a patient for me
recently. Last January I was called to see a case,

giving a history of having two teeth 'extracted

twelve days before. He had all the early, typical

symptoms of Ludwig’s Angina. Failing to find

anything with the needle, and against Dr. Porter’s

opinion, I decided to wait and watch. In forty-

eight hours his condition was critical. The symp-
toms had rapidly progressed, the tongue was pushed

upward and backward, dyspnea and dysphagia

were distressing, speech unintelligible, and trache-

otomy was imminent. Selecting the left side, I

opened it, and found quite a large amount of pus.

After drainage was established, the right side grad-

ually subsided. Unlike the cases reported in the

paper, his recovery was far from uneventful. He
developed a double pneumonia, had a stormy time,

and while seemingly convalescing, a peribronchial

abscess ruptured, and he expectorated it. I only

mention this case because it made a Christian out

of me. I will never advise waiting in another case.

I am fully aware it is contrary to surgical teach-

ings to waltz into a cellulitis, but from now on I

believe the early incision and searching, whether

you find pus or not, to be the best procedure. It

relieves the tension, minimizes the chances of com-

plications, and adds greatly to a successful termi-

nation of the condition.

DR. J. A. HUGHES (Memphis) : I appreciate

Dr. Berryhill’s paper, and it shows he has not only

reviewed the literature, but has given considerable

thought on infections of the floor of the mouth.

I have never had what proved to be a true Lud-

wig’s Angina case. However, I have had two cases

I recall very forcibly that to me had all outward
appearance of Ludwig’s Angina, such as edema of

the mucosa of the floor of the mouth and board-like

swelling externally over the region involved. In

both cases there was difficult breathing and swal-

lowing, with tongue definitely raised and pushed

to opposite side from region involved.

First case: Mrs. G. B. W., white, age 45, came
to my office January 13, 1933, complaining of pain

and fullness under lower right jaw. There was

edema of mucosa in floor of mouth on right side,

and muscles of neck on that side felt hard and pain-

ful on pressure. These symptoms grew rapidly

worse, and four days later patient was sent to hos- I

pital. At this time tongue was pushed to her left

and breathing and swallowing were impaired. On
close inspection, Wharton’s duct was so enlarged .

and edema so marked along floor of the mouth, I

passed a Boman’s probe into the duct, and about
j

two-thirds from outlet I could feel a stopping of
^

the probe, and decided it was due to a concretion 1

blocking the duct. It could not be felt due to

edema. Judging by end of probe, I cut down
through floor of mouth and evacuated about one

]

ounce of pus and a large concretion one-half inch
]

long. Wound was left open, and patient made
]

rapid progress.

Case two: L. E. B., white, age 30, came to my
]

office January 20, 1933, with rigid board-like swell- j

ing on outside of right lower jaw, extending up
under jaw, with a general cellulitis on right side •

.

of neck, and marked edema of mucous membrane in

floor of mouth on right side. His tongue was
swollen, and he could not swallow anything except

liquids. He had been under the care of another

physician for several days before I saw him. His
|

physical condition was good, and he did not appear
to be very sick; so I applied hot fomantations for !

twenty-four hours, and at that time could feel
j

definite fluctuation in swollen mass, about four

inches below jawbone. I made an incision into ab-

scess, then enlarged drainage by introducing hemo-
j

stat and opening while in incision. I kept wound
j

open with wick drainage for several days, and pa-

tient recovered.

I give these two case reports to show how easy

it would be to mistake such cases as Ludwig’s An-
gina, for each had all outward as well as some

]

definite inward symptoms of Ludwig’s Angina

;

but since practically all cases of Ludwig’s Angina
are of dental origin, and my first case that had
practically all the symptoms had no chance of it

]

being of dental origin, as her teeth had been out
j

for several months, I am sure this condition was
j

secondary to the blocking of Wharton’s duct, and,
j

so far as I can find, there has never been a case 1

reported or anything in the literature as blocking
j

of Wharton’s duct causing the condition described \

by Ludwig.
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THE NON-SURGICAL TREATMENT OF CARBUNCLES*

T. R. Ray, M.D., Shelbyville

I
KNOW of no common pathological con-

dition so severe and dangerous in

character with which the general prac-

titioner has to deal that carries so small

amount of space in medical literature, and

receives so limited amount of discussion in

organized medical circles, as does the sub-

ject of “Carbuncle,” and yet we deal with

few conditions that give greater pain, dis-

tress, and anxiety to our patient.

If you will pick up a modern textbook and
turn to this subject, about the clearest point

you will find made is the “differential diag-

nosis.” A thing any doctor can easily do

after a brief experience in the practice of

medicine, and after the differential points

mentioned have made themselves manifest,

the medical treatment is briefly dismissed;

the surgical treatment consisting from a

crucial incision with wet antiseptic packs to

the more modern radical and prevailing

method of complete excision followed by wet

dressings and skin grafting. Like most all

other doctors I have tried all the methods

in treating these unfortunate sufferers with

but little satisfaction to myself and patients

until I began the technique which I will

later describe.

Since this particular infection is prone to

occur in debilitated people and especially in

diabetes it behooves us to give them prompt

and efficient treatment, for even in the ro-

bust if the condition is allowed to progress

it rapidly brings him into a state of physical

bankruptcy; not uncommonly complicated

by heart and kidney involvement but per-

haps the most desperate as well as the most
common is osteomyelitis.

I would like to report here one such case

to emphasize the importance of prompt ac-

tive treatment and to sound a warning
against allowing ourselves to be commer-
cialized by the drug houses of the country

which in recent years has been a growing
tendency.

*Read before the Upper Cumberland Medical

Society, Red Boiling Springs, June 7, 1933.

H. W., farmer, age 55, general health

good, came in with well-developed carbuncle

on back of neck. I was preparing to use my
regular treatment when a detail man from

one of the old and standard houses came in

and insisted I use a specific they were

putting out, offering me a sufficient quanti-

ty to “cure” the case. After going over his

clinical data with much persuasion from

him I consented with the result that, when
the man returned a few days later the en-

tire back of his neck was involved extending

well up into scalp. By the time we had the

carbuncle under control he developed an

osteomyelitis in lower tibia and I had to

resect about two-thirds of this bone, and

after a hard fight the man’s life was saved.

May I insist that should you be tempted to

use such products K. Y. Jelly is equally as

good and a plaii* sterile gauze dressing bet-

ter than either.

When these patients come to your office

their first desire is relief from pain and you

conduct your line of treatment accordingly,

with the view of returning him to work at

earliest possible moment, to avoid danger-

ous complications and to prevent an un-

sightly scarring. Radical surgery does not

meet either of these conditions in a satis-

factory manner and any surgery less than

radical is worse. Since this pathological con-

dition has been thrown over to the surgical

side of the house and to surgical literature

(despite the fact that there are probably

more cases treated by the general practi-

tioner than the surgeon) ,
it is our duty to

develop the safest, surest and simplest line

of treatment we can whether it be surgical

or non-surgical.

About ten years ago I became disgusted

after trying every plan of treatment advo-

cated. I was spending a few days in one

of the largest eastern clinics, which I think

claims the credit for the introduction of the

radical method. They were completely ex-

cising the entire mass and following with

skin graft all of which required a long
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period of hospitalization, which the average

patient in private practice cannot afford. It

was then that I began to try to find some
simple method that any doctor could use in

his own office and meet the conditions men-
tioned above, so I began the method I will

describe and have used it in about 100 cases

without a single bad symptom and securing

the expected results in all cases. Pain is re-

lieved at once and the patient leaves your

office in comfort and remains relieved. The
early cases treated do not quit their work
and are well in ten days to two weeks and
only require one treatment. Those further

developed may require more than one treat-

ment and take longer for complete recovery,

depending entirely on the amount of de-

struction of tissue involved. Like all other

treatments the earlier applied the better the

results.

Technique of procedure: There is noth-

ing new in this treatment except the method
which I have employed in treating this

series of cases and so far as I have been

able to find has not been employed else-

where. With a 2 cc. glass luer syringe filled

with Liquid Phenol carrying a long, small

colliber needle you insert at center of in-

durated dome. If there is one or more per-

forated cells present and there usually is,

enter through one of these. Carry the

needle well into central portion of mass and

turn to an angle of about 45°, and carry it

almost to margin of induration, inject from

three to five minums. Needle is then with-

drawn but not through skin and with the

same procedure another injection is made.

If mass is not too large I make four such in-

jections. Compared with the clock dial

they are made at 9, 12, 3, and 6 in the order

stated. If there is already considerable

breaking down of tissue with a large mass,

the same system of regularity cannot be fol-

lowed and as many areas are treated as may
be required always keeping in mind that in-

jection must be made beyond the columns

that are breaking down, just in the margin

of the surrounding inflammatory zone, al-

ways avoiding going out into the soft fat or

getting up too close under the surface of

skin. At the time of each injection the pa-

tient will experience a rather sharp pain,

which is only momentarily by the time

treatment is complete and a dressing ap-

plied. The patient will express a satisfac-

tion of relief and will remain relieved if

treatment is properly given. A few further

case reports will give a general idea of re- i

suits one may expect from this method of 1

treatment.

Salesman, age 45, came in after having *

suffered intensely and continuously for a

week despite various anodynes he had taken.

The mass was about 2 inches in diameter.

I gave him treatment and in 30 minutes he

left the office in perfect comfort, returning

daily for dressing. He had small central

slough with complete healing and was dis- 1

missed on the 10th day. Just a year later

he developed another one but knowing what
\

he had, came earlier. Injection was made
and in a week’s time induration completely

absorbed and no sloughing.

Banker, age 48, came in with well-de- ;

veloped area 2}4 inches in diameter, three

openings on surface. Injection done, com-

plete comfort given with free movement of

neck, with a normal condition in two weeks.

This patient had a friend who at same time

had the same condition, who went the surgi-

cal route and was off from his work 5 weeks,

while the banker never lost an hour from

his work.

Man, age 55, salesman, came in with car-

buncle involving entire back of neck with

breaking down and complete destruction of

skin 2 inches in diameter. Treatment was

given with considerable relief and same was

repeated on second day. This was a hos-

pital case and it was more convenient for

him to go to another town where he entered

a leading institution and radical operation 1

was advised, which he refused and after ten

days he returned to me for treatment with

extension of trouble well up into scalp.

Repeated injections were given and within

week activity had ceased without further

loss of skin and granutation started. He

had to leave town at the end of third week,

when he was completely relieved with, of

course, some lack of skin reproduction. I

saw him about three months later and he

had but little scarring as a result of the

severe condition he had experienced.
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A recent case, man, age 72, general health

poor, came in with well-developed carbun-

cle on back, had 4 or 5 openings. One
treatment was given with complete relief

and a return to normal in two weeks.

On yesterday a man, age 58, general con-

dition of health fair, came in with well-

developed carbuncle in temporal region, size

of silver dollar. Injection was given and

patient left office in comfort.

I quote this case to call attention to the

fact that carbuncles about face carry an

extra hazard especially those involving the

upper lip. A phlebitis involving the facial

vein and through it the ophthalmic leading

to the cavernous sinus is prone to occur. In

A

these cases early injection should be done to

check further progress and to block off in-

fected area. I offer this simple method for

your consideration with the hope that you
may find in it the same comfort and relief

to you and your patients in the future as

has been my privilege to enjoy with scores

of mine in the past ten years.

<£ ” t c
Fig. 1. Lateral view of carbuncle

—

A.—Skin surface and point needle enters.

B—Base of carbuncle.

C—Infected columns of fat.

D—Surrounding inflammatory area and points of

phenol deposits.

Fig. 2. Cross section of carbuncle showing ends

of infected columns of fat and surrounding inflam-

matory zone and points of phenol deposits.
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EDITORIAL

Physicians and the NRA
There are several reasons why organized

medicine should support the National Re-

covery Administration. First, because it

represents an honest attempt on the part

of constituted authority to improve general

economic conditions. On this ground alone

it merits the support of all patriotic citizens.

There is a very particular reason why or-

ganized medicine should have a keen inter-

est in the success of this movement. The
reason is that the thought and philosophy

back of it, and the things it attempts to

accomplish, are directly opposed to a type of

thinking and a philosophy which was back
of a movement which had gained some head-

way in this country recently.

It will be remembered that a large, well

financed committee of citizens concluded a

five-year study of the costs of medical care

in the year 1932. The study was begun in

a prosperous period and ended in the midst

of a terrible depression. This was most
unfortunate. The report received more at-

tention than would have been the case other-

wise.

The committee began as a fact-finding

body but it broadened its activities and pur-

poses to include the making of recommen-
dations. Of all the facts developed two
very important ones stand out. They are

as follows: First, a large percentage of

people are unable to pay the costs of medi-

cal care out of their earnings. Second,

those engaged in delivering medical care

are not receiving remuneration in excess of

what is reasonable. This situation was
something akin to that which exists with

reference to wheat and other like commod-
ities. There are hungry people and a sur-

plus of wheat.

To correct this situation a majority of

the committee recommended that a new or-

der, or system, of medical practice be estab-

lished. The new system consisted of the

organization of doctors and nurses into

groups in various communities with their

energies and efforts directed by a boss (or

director) . The organization is to be

financed by taxation, assessment, etc. In

brief, it was a semi-socialization of medi-

cine.

Such a recommendation had an appeal to

people in distress, of course. The purpose

of the NRA is to accomplish an entirely

different end. It seeks to create a new
economic order, it is true, but the end sought

is that people who work in productive occu-

pation should earn enough to buy their own
necessities, including their medical care.

If it is successful the number of people who
are unable to provide themselves with medi-

cal care will be relatively small. Those who
earn will enjoy complete liberty in the

spending of their earnings. The relation-

ship between doctors and patient will be

free.

An economic order in which industry is

taxed to support an organization for ren-

dering medical services to the underpaid

employees of the industry is a species of

socialism which, in our opinion, would bring

unhappiness to the employees, the medical

fraternity and the employers alike. The

ordinary evils of political administration

could not be kept out of such a system,

whereas, if an industry is required to pay

wages to employees in an amount sufficient

to enable them to buy their own necessities

the industry will be relieved of the taxation

that would be required in the other system.

The industry would be protected in its com-

petitive relations to other like industries,

and the public as a whole,—employees, doc-

tors, merchants, would all be free in their

relationship to each other.

The thinking back of these two schemes

is in complete opposition to each other.

The medical profession, therefore, in our

opinion, should support the efforts that are
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being made by the administration to estab-

lish a new economic order which is quite

different in plan and purpose from that

with which we have been threatened for the

last few years at least in so far as medicine

is concerned.

Medicine has no sympathy for the laggard

who will not try to earn. It has no sympa-

thy for a movement which penalizes the

thrifty to give services to the thriftless.

It is opposed to socialism in industry and

medicine. It is opposed to the socialization

of one -without the socialization of the

other. It is opposed to the political admin-

istration of personal medical services.

Medicine is for charity whenever and

UNIFIED
COUNTY-WIDE ORGANIZATION

wherever required and daily contributes in

large volume.

We should support a movement which
seeks to correct an economic condition

which is our malady—without resorting to

socialism to do it.

A Review of Bulletin No. 1 of the
Tennessee Conference on Child

Health and Protection

This bulletin came to our desk a few days
ago. Its most interesting feature is the
fact that it portrays a type of thinking that
has been going on now for some time.

A diagram on the front cover is repro-
duced herewith because it effectively illus-

trates the type of thinking.

It will be observed that

the diagram consists of

straight lines, some circles

and a lens. The straight

lines represent benefits and
converge at one point, viz.,

the lens, and then diverge

again. They are all made
to originate in five large

circles at the top. These

circles represent five state

offices. This conveys the

idea that all these benefits

for the children of the state

have their origin in these

offices. Just below the large

circles are five dim circles.

They represent the state

agencies non-official. Just

below these are five clear

circles representing county

officials. Next come five

interlinking circles that are

really not circles at all.

They represent non-official

county agencies. Then the

lens represents the pro-

gram committee. From this

program committee all

these beneficent influences

pass outward to cover the

state like the dew.

There are two commit-

tees : first, a planning com-

mittee consisting of Mr. S.
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L. Smith as general chairman, Mrs. Arch
M. Trawick as secretary, and twenty-four

other members. The executive committee

consists of Mr. S. L. Smith as chairman,

Mrs. Arch Trawick, secretary, and five

other members.

Particular attention is called to the fact

that the offices of chairman and secretary

of both committees are filled by the same
persons, Mr. Smith and Mrs. Trawick.

Mr. Smith is connected with the Julius

Rosenwald Fund.

Mrs. Arch Trawick is connected with the

State Health Department.

The philosophy portrayed by the draw-
ing is to the effect that the state should

raise an enormous sum of money through

taxes and then allow all these taxes to

filter down through this lens, consisting of

the committees above referred to, and from
it drift outward again to the public who
pay the taxes. This is a specimen of a type

of thinking that has brought many of the

tragedies through which we have been pass-

ing. People who do this type of thinking

would tax homes to the point of bankruptcy
to maintain and extend a purely political

organization with the idea that that political

organization would raise children, and give

children better attention than the fathers

and mothers would give. This drawing
should be turned bottom side up to show
that the resources of the committee really

originate in the people. It should also show
the extent to which these resources are
consumed by the mechanism itself.

On the same day this bulletin came to our
desk there was an item in the newspaper
to the effect that Miss Perkins, a member
of President Roosevelt’s Cabinet, is re-

questing a conference of state health offi-

cials*with particular reference to the under-
nourished condition of children.

It is perfectly obvious that such prosaic
affairs as homes, food, clothing, parental
care, and medical attention by the family
physician are not worthy of consideration

by these thinkers.

Certainly any group of people that could

hatch up such a scheme in the midst of the

period through which we are passing are

thinking more about their political organi-

zation than they are of the children of Ten-
nessee. Just now there is under discussion

means by which money can be raised to feed

the hungry and clothe the naked. If the

money spent on and by such officials were
diverted to food we would have fewer un-

der-nourished children.

There is a story to the effect that Nero
played a fiddle while Rome burned. There

are modern Neros who would play the

fiddle while Rome burns, and in addition

expect governmental pay for playing the

fiddle.

Philanthropy

In the years immediately preceding the

onset of the depression many large fortunes

were accumulated and in some instances a

portion of these fortunes have been set apart

for the establishment and endowment of

some so-called philanthropic institutions.

The donors, no doubt, are entitled to

commendation for the spirit which actuated

them in their generosity but there is serious

question as to whether some of them may
have done harm rather than good, because

people with socialistic notions and ideas have

sought and obtained directorships and other

positions in the administration of these

funds. As a result of such directorship the

activities of some of these institutions have

served to disturb, aggravate and annoy and

do little or no permanent good. Take for

example, the instance of a man who has

accumulated a large fortune in mercantile

business. At least a substantial portion of

his fortune is attributable to the fact that

he is able to buy goods at such a low figure

from manufacturers that the laborers en-

gaged in the production of the goods could

not be paid a living wage. As a result of

this economic situation poverty, misery and

disease are mingled together in these em-

ployee groups even when they are at work.

For a person then to undertake to spend

a fortune thus made in doing philanthropy

which makes no attempt to correct the very

evils thus created is not philanthropy at

all. No permanent good is done. Such a

procedure helps to create the tragedies as-

sociated with poverty and then undertakes
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to mitigate the tragedies through philan-

thropy. The vicious circle still exists.

In our opinion, a genuine philanthropist

is one with such a vision and purpose as

will enable him to create a situation in

which the industrious may earn an amount
beyond the mere requirements of existence

and enjoy complete freedom in living their

lives.

A portion of philanthropy that has been
going on in the last few years has been of

the character which creates disturbances
in the existing order without offering a con-

structive contribution to a sound, logical

and permanent improvement of our civiliza-

tion.

Poverty, ignorance, and disease consti-

tute a trio which work together. The phil-

anthropist who attacks poverty makes an
equally vigorous attack on the other two
evils, ignorance and disease, with good
promise of success. The philanthropist

who undertakes to attack disease alone by
the hypodermic route or by the route sug-
gested by socialistic agitators does not im-
prove the situation as to poverty and igno-

rance except to a small degree.

The effort simply to prolong a life in an
unhappy state may not have much merit
in it after all. The effort to improve the
whole state of existence is a contribution to

longevity and happiness both.

We are in need of fundamental con-

structive thinkers today, especially in the

administration of philanthropic bounties.

OTHER MEDICAL SOCIETIES

The Southern Medical Association has
issued a bulletin calling attention to the
Richmond meeting on November 14-17. The
program is most excellent.

The East Tennessee Medical Association

met in Knoxville, September 12, at the An-
drew Johnson Hotel. Eleven papers were
on the program. The two guest speakers
were Dr. Fred Rankin, Lexington, Ken-
tucky, whose subject was, “Cancer of the

Colon,” and Dr. J. C. Pennington, Nash-
ville, whose subject was, “Prostatic Resec-
tion.” The meeting closed with a Dutch
Dinner and entertainment by Dr. Zemp.

WOMAN'S AUXILIARY

President Mrs. W. 0. Floyd, Nashville

President-Elect Mrs. Willis Campbell, Memphis
Press and Publicity

Mrs. W. W. Wilkerson, Jr., Nashville

We take pleasure in printing the follow-

ing message to the members of the Woman’s
Auxiliary to the Tennessee Medical Society

:

“May we at the close of summer time,

turn our thoughts to a new season with a

strong determination to further the ad-

vancement of Auxiliary work and to so

stimulate the development of its committees

that their field of endeavor may be broad-

ened and their achievements fulfilled to a

greater capacity.

I would suggest a few rules by which,

with our combined efforts, we may obtain

this

:

1. Look to your Advisory Council for

helpful assistance and wise guidance at any

time.

2. So educate yourself in Auxiliary work
that you may help others to know the value

of its existence. For self education read

your handbook.

3. Attend regularly all meetings and take

another doctor’s wife with you, perhaps she

is a young doctor’s wife who needs only

your encouragement to become an auxiliary

enthusiast.

4. Increase your roll by helping your

membership chairman. Send her the

names of eligible doctors’ wives who are

not members.

5. Offer constructive criticism by which

the Auxiliary may benefit.

6. Attention : lend a helping hand to your

publicity chairman. It is through her ef-

forts that the National Auxiliary knows of

our work. Answer her letters with newsy

reports of your meetings. The work of your

Auxiliary members merits this recognition

and your publicity chairman urges your

enthusiastic response to her requests.

With best wishes to every one and assur-

ing you that I stand ever ready and willing

to help you, I am,”
Respectfully,

Mrs. W. 0. Floyd.
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Feeling that good citizenship is linked

closely with the ideals for which our Auxil-

iary stands, we would urge each member
to continue her support of the President

of the United States by abiding by the

NRA to the best of her ability. We realize

that although the early and dramatic pub-

licity of this movement already has become

past history, the success of it depends upon

the faithful continuance of each person’s

allegiance. We are proud to note the active

part which the doctors’ wives, along with

other public-minded women, have played

in the recent campaign.

REPORTS OF LOCAL AUXILIARIES
Knox County

Mrs. Carl Martin, President

In June the Auxiliary held a benefit card

party at the Cherokee Country Club to raise

the balance due on their second audiometer

which has been purchased to use in the city

and country schools. Now the members
are continuing to save Octagon Soap
Coupons to buy necessary equipment for the

audiometers. As the East Tennessee Medi-

cal Association will meet in Knoxville, Sep-

tember 12, the Auxiliary will make final

plans at their next meeting to entertain the

visiting ladies.

Shelby County

Mrs. W. T. Black, President

On August 28 and 29 the Auxiliary spon-

sored a moving picture show, “When Ladies

Meet.” The proceeds will go to the Ways
and Means Committee of the State. Mrs.

D. H. James of Memphis is State chairman

of that committee, with Mrs. D. H. Anthony
local chairman in West Tennessee and Mrs.

Herschell Ezell in Middle Tennessee. The
chairman in East Tennessee has not been

appointed to date. The first Auxiliary meet-

ing of the fall season will be the third

Wednesday in September.

Haywood County
Mrs. John Thornton, President

Although small in membership this

Auxiliary is active and interested. Plans

are being made for some interesting fall

meetings.
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Fayette County
Mrs. H. L. Armstrong, President

After organizing last spring this Auxil-

iary found that the men in the county were
no longer organized. The Auxiliary there-

fore has no right to exist. The ladies

promise however that they will try to con-

tinue their organization whenever the men
reorganize their academy.

Tri-County— Weakley, Henry, Carroll
and Benton

Mrs. Collier, President

At the first meeting there were eight

ladies present. They met however, not to

organize, but through courtesy to the visit-

ing ladies from Memphis. At the two meet-

ings since then just two ladies have been

able to attend. Due to the fact that Mrs.

Rhea the president would be unable to at-

tend any more meetings this year she re-

signed, and Mrs. Collier the vice-president

became president.

Davidson County

Mrs. B. F. Byrd, President

The Auxiliary has had no meeting since

the picnic early in the summer. The Board
has made plans for the year’s work, which
will begin officially with a meeting in Octo-

ber.

Personal Items

We are pleased to announce that our

State President, Mrs. W. 0. Floyd, is re-

cuperating nicely from an operation which
was performed recently.

Our sympathy is extended to Mrs. W. S.

Anderson of Memphis, who has for the past

four months been confined to her home be-

cause of illness.

Mrs. W. H. Slaughter of the Marine Hos-

pital in Memphis, has been ill, having un-

dergone a major operation. In September

Dr. Slaughter will be transferred to Texas.

Mrs. D. H. James of Memphis had an

operation in June and reports that she now
is completely recuperated.

If you see no account of your County
Auxiliary and would like to have one pub-

lished on this page next month, will you

please ask your president to send a report

to the State Press and Publicity chairman.

WOMAN’S AUXILIARY
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NEWS NOTES AND COMMENTS

Dr. Alvin J. Webber has opened up an

office in Bearden, doing general practice.

Dr. S. F. Strain has opened up an office in

the Medical Arts Building, Knoxville.

Dr. Owen Moore has opened an office in

the Medical Arts Building, Knoxville.

Dr. J. Lawrence Cockran has opened an

office in the Medical Arts Building, Knox-
ville.

Dr. John D. McCulloch has opened an

office in the Medical Arts Building, Knox-
ville.

The International Assembly of the Inter-

State Postgraduate Medical Association of

North America will be held in the Public

Auditorium, Cleveland, Ohio, October 16-20,

1933. Many distinguished teachers and
clinicians will appear on the program. A
major list of the names of the contributors

to the program, with other information,

appears on page XV of this Journal. All

members of Tennessee State Medical So-

ciety are cordially invited to attend. Regis-

tration fee of $5.00 admits all members of

the profession in good standing.

On August 24, Dr. J. K. Blackburn, of

Pulaski, received a scalp wound and a frac-

tured clavicle when hit by a car.

Memphis doctors have organized a garden

club. This might be used elsewhere as a

means of solving the unemployment prob-

lem.

Dr. Alex Shipley, after his interneship in

Buffalo, N. Y., has begun practice with his

father, Dr. Z. L. Shipley, of Cookeville.

Dr. V. E. Massey, of Huntingdon, recent-

ly purchased the Bank of Huntingdon build-

ing and is remodeling it for his office.

Dr. H. B. Everett, President of the Ten-

nessee State Medical Association, has ap-

pointed Dr. J. R. Thompson, Jr., of Jackson,

Councilor of the Eighth District. This
vacancy was caused by the death of Dr.
A. B. Dancy.

The constitution provides that in case

of death or resignation of a councilor the

president fill the vacancy until the next
session of the House of Delegates.

Dr. Thompson has the endorsement of

the Madison County Medical Society. We
are sure that the action of the President will

meet with the approval of the Association.

Dr. Donald L. Mishler announces the

opening of his office at 2629 Gallatin Road,
Nashville. Practice limited to eye, ear,

nose, and throat.

MEDICAL SOCIETIES

Benton, Carroll, Henry, Weakley Counties:

The August program was of a pediatric

nature. Drs. Gilbert Levy and Thos.

Mitchell, of Memphis, were the guest speak-

ers. The attendance was good and the pro-

gram of great interest.

Blount County:

This society meets every Thursday night

at 8 P.M., First National Bank Building,

Maryville. The next four programs are as

follows

:

September 21—“Cardiac Disease in Preg-

nancy,” by Dr. A. L. Jones. To open dis-

cussion, Dr. G. D. Lequire.

September 28—“The Place of Version in

Obstetrics,” by Dr. H. A. Callaway. To
open discussion, Dr. C. F. Crowder.

October 5—“Causes of and Treatment of

Asthma,” by Dr. D. R. Thomas. To open

discussion, Dr. E. L. Ellis.

October 12—“Responsibilities of the Gen-

eral Practitioner in Rendering First Aid in

Ophthalmic Injuries,” by Dr. K. A. Bryant.

To open discussion, Dr. G. W. Burchfield.

Chester, Henderson, Decatur Counties:

On August 10, the regular meeting was
held at Lexington. Luncheon was served

with a fish fry at Howell’s Park.

Two papers were read by Drs. R. A.
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Hennessey and J. B. McElroy, of Memphis.

Both papers were well discussed.

Those present were Drs. George A. Bran-

don, C. H. Johnston, Wm. I. Howell, W. F.

Huntsman, and Dr. Watson of Lexington;

C. E. Bolen, Wildersville ; R. L. Wylie,

Scotts Hill; W. 0. Baird, Henderson; L. C.

Smith, Henderson; J. E. Ingram, Parsons;

J. L. McMillin, Decaturville. Visitors from

Madison County were Drs. B. C. Arnold,

Geo. W. Brasher, S. T. Parker, and J. E.

Powers.

Davidson County:

On August 8, a called meeting heard a

presentation of the NRA. Mr. Percy Mad-
din was the guest speaker. Action taken at

that time was the appointment of a com-

mittee to draft a code for the doctors under

the National Recovery Act. The report of

this committee was made August 15. This

committee, after investigation, did not

think a separate code should be drafted and

the Secretary of the Academy was instruct-

ed to notify all physicians in Nashville and

Davidson County of the action taken. The

notice of the secretary was as follows:

“At a special meeting of the Nashville

Academy of Medicine and Davidson

County Medical Society on Tuesday eve-

ning, August 15, it was decided that it was

the patriotic duty of all physicians to co-

operate with the President in his National

Recovery Act and a resolution was un-

animously passed by those present that

all physicians should sign the Blanket

Code and put it into effect in regard to

non-professional employees.’’

The regular fall session of the Academy
was opened September 5, with the follow-

ing program:
“Hemorrhage and Diverticulitis of the

Colon,” by Dr. Jack Witherspoon. Discus-

sion by Dr. Joe Alford and Dr. C. M. Hamil-

ton.

September 12—George Seeman, D.D.S.,

“Fractures of Jaw.”

Dyer, Lake, and Crockett Counties:

The meeting on September 6 was held at

the American Legion Home. The program
was as follows:

“The Acute Abdomen,” by Dr. E. H.
Baird, Dyersburg. Discussion, Dr. J. E.

Frazier, Newbern.
“Surgical Mortality,” by Dr. Giles A.

Coors, Memphis. Discussion, Dr. J. G.

Price, Dyersburg.

“Recent Malaria Treatment,” by Dr.

Louis Leroy, Memphis. Discussion, Dr. N.

S. Walker, Dyersburg.

Gibson County:

On August 28, Dr. W. D. Haggard, of

Nashville, addressed the society on the sub-

ject of “Goiter.” A number of visiting

doctors were present in addition to the

members of the society. The annual barbe-

cue supper was served at the fair grounds

after which the meeting was held in the

city hall.

Hamilton County:

Meetings for the coming month will be

as follows:

September 21—-“Discussion of Birth Con-

trol,” by Dr. J. C. Brooks.

“Erosion of the Cervix,” by Dr. Franklin

Johnson.

September 28—-“Some Eye Conditions of

Importance to General Practitioner,” by
Dr. E. White Patton.

“Some Interesting Intraocular Condi-

tions,” by Dr. Chester L. Lassiter.

October 5—“Complications of Cervical

and Perineal Lacerations,” by Dr. E. H.

Magee.

October 12—“Beyond the Surgical Hori-

zon,” by Dr. E. E. Reisman.

“Debility,” by Dr. W. A. Reed.

Knox County:

August 15—Dr. Joe T. Smith read an

excellent paper on “Teething.” Discussion

was opened by Dr. Oliver Hill.

Other essayists were as follows:

August 22—Dr. H. E. Christenberry.

August 29—Dr. Dewey Peters.

September 5—Dr. Tom Barry.

A meeting of the East Tennessee Medical

Association was held on September 12.
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Loudon, McMinn, Monroe, Roane Counties:

The August meeting was held at Lenoir

City. About twenty-five members were

present. Dr. Jarrell Penn, of Knoxville,

was the guest speaker. Luncheon was

served at the Hotel General Lenoir.

Sullivan-Johnson Counties:

“Infections of the Upper Urinary Tract,”

was Dr. Harry W. Bachman’s subject at

the August meeting.

Washington County:

On Thursday, October 5, the following

program is scheduled:

“Granuloma Inguinale,” by Dr. R. C.

Anderson. Discussion to be opened by Dr.

L. K. Gibson.

“Treatment of Gonorrhea,” by Dr. C. H.

Kyker. Discussion to be opened by Dr.

J. G. Moss.

“Treatment of Primary and Secondary

Syphilis,” by Dr. W. L. Poole. Discussion

to be opened by Drs. E. T. Brading and J.

H. Preas.

Wilson County:

On October 5, Dr. L. D. Allen will have

for his subject, “Diarrhoeas in Children.”

DEATHS

Dr. Edwin Brown Anderson, Chatta-

nooga; Vanderbilt University Medical

School, 1898 ;
aged 60 ;

died August 28, from

coronary thrombosis.

Dr. Van H. Coles, Nashville; Vanderbilt

University Medical School, 1900 ;
aged 61

;

died August 11, following a brief illness.

Dr. John R. Green, Nashville; University

of Tennessee Medical School, 1906; died

September 3.

RESOLUTIONS

In Memory of Dr. J. B. Cox

The following resolutions in memory of

Dr. J. B. Cox were passed by the Tri-County

Medical Society at its last meeting at Mc-

Kenzie :

“After nearly 45 years of useful service

had depleted his physical resources to the

extent that there was nothing left except

that indomitable will which said to him,

‘hold on,’ Dr. J. B. Cox, on July 10, 1933,

laid down the burden of a worn body and
entered that higher sphere of usefulness

where we believe he carries on in that Some-
where where neither age nor disease ham-
pers his activities.

“Dr. Cox was known extensively for his

professional ability as well as his loyalty

and good fellowship. He was intensely

human in that he loved life and reflected an

atmosphere of cheer, inspiration, and well-

being wherever he went. He was indus-

trious, enthusiastic, progressive, and no
man ever had a better friend.

“No member of our society ever created

more enthusiasm and interest by his pres-

ence than Dr. Cox.

“The Tri-County Medical Society and the

community at large have lost a most valu-

able friend, and we join his family and all

his friends in lamenting his passing.

“Signed,

“E. W. HILLSMAN, M.D.

“J. H. WILLIAMS, M.D.

“Committee.”

ABSTRACTS OF CURRENT LITERATURE

ANESTHESIA
By Hugh Barr, M.D.

Medical Arts Building, Nashville

Complications of Spinal Anesthesia. F. G. Lindemulder,

M.D., San Diego, Cal. American Medicine, April,

1933.

In articles on spinal anesthesia, in which thous-

ands of cases are reported, few give the clinical

observations of the neurologic examination and
the neurologic complications. The most frequent
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sequelae are pains in the legs and back of head.

The author reports two cases of interest following

spinal anesthesia. The first patient became

drowsy six hours after anesthesia. The neuro-

logical examination showed only diminished re-

flexes. Death occurred suddenly on the third day.

No necropsy was done. The second case com-

plained of severe headache for one week and

during this time developed an ulcerative dendritic

keratitis which healed very slowly.

The following neurological complications have

been reported: paralysis of the sixth nerve, dis-

seminated encephalomyelitis, meningomyelitis, de-

generative myelitis, quadriplegia, meningismus,

purulent meningitis, neuritis, nausea and vomiting,

and one case of severe headache followed by a

syndrome of paranoia with mental confusion. The
author concludes that spinal anesthesia may cause

damage to the spinal cord and spinal nerve roots

which show both clinically and pathologically.

INTERNAL MEDICINE
By R. B. Wood, M.D.

Knoxville

Experimental Coronary Occlusion. F. C. Wood, M.D.;

C. C. Wolferth, M.D. Archives Internal Medicine,

May, 1933.

Experimenting with the exposed hearts of dogs

the writers ligated the descending branch of the

left coronary and found no or little change in the

electrocardiograms. Likewise obstruction of the

right coronary caused little change, but occlusion of

the circumflex persistently caused a striking ele-

vation in the R.S.T. interval. This occurred with-

in two minutes of the occlusion, was not depend-

ent on obstruction of the accompanying veins or on

the size of the infarcted muscle as ligation of the

right coronary simultaneously did not cause any
change in the tracings.

It was then found that if one electrode was
placed on an infarcted area even though very

small a change was noted in the graphs.

If the heart was not exposed to the air it was

found that specific changes could be produced by

clamping the right coronary and the anterior de-

scending branch of the left coronary as well as

the left posterior circumflex. These results tally

with those reported in coronary infarction in man
as witnessed by Barnes and Whitten. Though
these changes in the dog are specific for each artery

no deviation of the R.S.T. interval followed occlu-

sion of the left anterior descending artery.

A new chest lead was then tried using the an-

terior and posterior chest walls; with this method

a deviation of the R.S.T. interval was demon-

strable.

It was also found when the right and left arm
lead wires are used and when electrodes are placed

on opposite sides of the chest, an infarct located

under the former produces a depression of the

R.S.T. interval; one located beneath the latter pro-

duces an elevation of this interval. The direction

of the deviation of the R.S.T. interval and the

lead in which it makes its maximal appearance
serve to indicate the location of the infarct.

The Treatment of Hookworm and Other Helminth

Infections With Hexylresorcinal. Daniel M. Mollory,

M.D., in Southern Medical Journal, July, 1933.

A total of 1,784 treatments with hexylresorcinal

were administered with no toxic symptoms and
only an occasional gastric irritation.

It was best administered in sugar-coated pills.

Full doses of 1 gm succeeded in removing 65 to 72

per cent of hookworms under field conditions. The
efficacy of the drug is greatly lessened if it is not

given on an empty stomach, or if food is taken

shortly.

As a treatment for ascaris infection it is proba-

bly without an equal, 93 to 98 per cent being ex-

pelled by a single treatment.

Orthostatic Albuminuria. Edward G. Thorp, M.D., and

E. G. Wakefield, M.D., in Annals of Internal Medi-

cine, Vol. 6, No. 12.

After careful review of the literature of the last

twenty years the authors further submit data on

185 cases studied at the Mayo clinic. They divide

the cases into four groups:

1. Orthostatic Albuminuria.

2. Albuminuria with an orthostatic response.

3. Latent glomerulonephritis.

4. Chronic glomerulonephritis.

Necessary for a diagnosis of orthostatic albu-

minuria they insist on the following essential

points

:

1. Absence of even traces of albumin in the

urine excreted with the patient recumbent.

2. Absence of persistent erythrocytes or casts.

3. Absence of history of physical signs of

nephritis or nephrosis or associated vascular

changes.

4. Normal renal function as measured by the

usual tests.

5. Observation of the patient over several

months.

A diagnosis of orthostatic albuminuria carries

with it a prognosis of good health and longevity in

99 per cent of cases, and a probability that in 33

per cent the urine will become free of albumin.

There is no evidence that foci of infection play

any part in the causation of the albumin.

A diagnosis of latent glomerulonephritis is

made only after careful and long observation. The

outcome in the authors’ series was equally good

with that of groups 1 and 2.

The authors believe that the burden of proof

rests with those who do not consider orthostatic

albuminuria due to renal injury.
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OPHTHALMOLOGY
By Robert J. Warner, M.D.

Doctors Building, Nashville

Superficial Parenchymatous Punctate Keratitis. W. T.

Davis. American Journal of Ophthalmology, August,

1933.

This form of keratitis is usually of toxic origin

and is characterized by periodicity, symptoms of

ocular irritation, and conjunctival congestion. It

involves the parenchyma but not the epithelium.

The characteristic lesions consisting of fine white

angular points in the corneal substance, imme-

diately beneath, but not involving the epithelium,

can be seen only with the biomicroscope. They

stain brilliantly with fluorescein. The left eye was
involved in nine out of eleven cases, and in the

remaining two both eyes were involved.

The local treatment consisted of holocain, my-
driatics, rest, avoidance of light, and the use of

the thermophore at a temperature of 110 degrees

P, for sixty seconds. In eight cases the condition

was apparently due to infection in the tonsils or

teeth or both. Of the remaining three, one was
due to gastrointestinal infection, one to possible

tuberculosis, the third disappeared before a study

could be made. Removal of the foci of infection

proved efficacious in nearly all the cases.

A Series of One Hundred Cases of Hypopyon Ulcer,

With Special Regard to a Method of Treatment. A.

C. Reid. American Journal of Ophthalmology,

August, 1933.

In this contribution Reid makes certain com-

parisons with a series of one hundred cases which

he had previously reported. In the previous re-

port he had argued for early section of the cornea,

but he has since abandoned early section, and now
uses a Wessely cautery with certain improvements

allowing of application at an exact temperature

at the point (between 70 degrees and 90 degrees

C.). The author advises 70 degrees to 85 degrees

as the optimum. A few seconds suffice for the

point to be passed over the surface, exploring all

edges.

Each of the last series when first seen had a

hypopyon visible to the naked eye. The two series

are compared.

By John M. Lee, M.D.

Doctors Building, Nashville

Treatment of Chorea by Induced Fever. Charles Hen-

dee Smith, M.D.
;
Lucy Porter Sutton, M.D.; and

Katherine Dodge, M.D., New York. Amer. Jour.

Dis. Children, August, 1933.

Fever was induced in 150 patients with chorea

by the intravenous injection of typhoid-paratyphoid

vaccine. The average duration of the disease in

patients receiving this treatment was 8 5/10 days.

The average duration of the disease in 150 other

patients treated in the same service previously by

other methods was 42 6/10 days.

The vaccine was given daily until the attack

subsided. If the patient appeared worn from the

severe reaction, a day’s rest was given. A fever

of 104 should be obtained for best results. The
vaccine used contained 1 billion typhoid bacilli and
750 million each of paratyphoid A and paratyphoid
B bacilli per cc. The average patient may take:

first day, 0.05 cc; second day, 0.075 cc; third day,

0.15 cc; fourth day, 0.25 cc; fifth day, 0.4 cc; sixth

day, 0.6 cc; seventh day, 0.85 cc. If this routine

does not give adequate elevation of temperature,

a greater increase of dosage may be necessary,

or another dose on the same day may be required.

For instance, if the first dose of the day is 0.6 cc

and at the end of two hours the temperature is

103.2 F. and fifteen minutes later is 102.8 F., then

0.2 cc is given at that time. If the temperature
has dropped below 102 F., 0.3 cc is given. The
vaccine is given undiluted.

Immediately after the injection the patient is

covered with blankets and given a hot water bottle

to alleviate the chill. Fluids are restricted to

reduce sweating, because this keeps down fever.

No food is given within two hours of the injection

to avoid nausea and vomiting. If fever goes to

106 F. or higher, ice bag to head, aspirin, and
sponge bath may be used.

No major complications resulted from use of the

vaccine. Of the 150 treated patients, 28 already

had organic heart disease. Eight had evidence of

active carditis at the time treatment was started.

None of these was harmed in any way by the

treatment. The patients with active carditis lost

the signs of activity by the time the treatment was
over and the attack of chorea arrested. It is

believed that by this method of treatment an attack

of chorea may be shortened to less than one-fourth

of the expected duration.

SURGERY— GENERAL AND
ABDOMINAL

By John L. Dies, M.D.

1213 Exchange Building, Memphis

Spinal Anesthesia. Grodinsky and Baker. Surgery,

Gynecology and Obstetrics, Volume LVII, Number

2, August, 1933, Pages 187-205.

1. Subarachnoid injection of novocain dissolved

in spinal fluid produces a convenient and satis-

factory anesthesia for operations of the abdomen,

perineum, and lower extremities.

2. The height of anesthesia is dependent upon

the volume and concentration of the solution, the

rate of injection, the position of the patient and,

to a lesser degree, the site of injection.

3. No definite levels for specific volumes and

concentrations will hold for all patients but, by
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varying these two factors, the tendencies of

spread can be anticipated.

4. In general, the use of 150 milligrams of novo-

cain dissolved in 1 cubic centimeter of spinal fluid

for work in the lower abdomen, perineum, and
lower extremities, and 200 milligrams in 1 to 2

cubic centimeters for work in the upper abdomen
are most satisfactory. The duration of anesthesia

is directly proportional to the concentration and
inversely proportional to the spread.

5. The fall in blood pressure is dependent upon
paralysis of the vasoconstrictor nerves or center,

and not upon respiratory depression—at least not

until the latter has ceased entirely. Adrenaline

and ephedrine, acting upon sympathetic myoneural
junctions, are effective means of preventing and
combating this fall in pressure. Keeping the

head lowered during anesthesia is important in

maintaining the blood supply to the medulla when
the pressure is low, but is only of secondary im-

portance as far as changes in respiration are con-

cerned.

6. The cause of death following spinal anesthesia

is primarily respiratory, due to action upon the

peripheral respiratory nerves or upon the medul-
lary center. The most effective treatment for

respiratory failure is artificial respiration, although

drug stimulants may be of some value.

7. Spinal anesthesia is a safe anesthesia when
kept below the level of the mid-dorsal region.

8. Spinal anesthesia causes an increase in intes-

tinal movements and tone due to paralysis of the

preganglionic sympathetic fibers (splanchnics)

which carry the majority of inhibitory impulses to

the intestine. This fact may be used clinically in

the treatment of paralytic ileus.

UROLOGY
By Tom R. Barry, M.D., F.A.C.S.

Medical Building, Knoxville

The Mechanism of Perenephric and Perinephritic Ab-

scess. Vincent Vermooten. J. Urol., Vol. XXX,
August, 1933.

The perenephrium is a lemon-yellow colored

layer of fat, which is apparently absent at birth,

scant at puberty, and well formed in adult life.

It is enclosed within the renal fascia, also known
as Gerota’s fascia. It is due to this structure that

wrhen a suppurative renal lesion breaks through

the kidney capsule, the abscess becomes a peri-

renal process. The location of this fascia and its

attachments cause retro-peritoneal pelvic ab-

scesses to gravitate up and eventually surround

the kidney.

He prefers to classify a suppurative lesion of

the perenephrium as an acute suppurative perine-

phritis or perinephritic abscess. Whereas if a

suppurative lesion extends directly into the space

between the kidney and the perineal fascia, whether
from the kidney or elsewhere, it should be classified

as a perinephric or perirenal. This classification is

of especial value since in the latter, simple drainage
is sufficient while in the former, treatment of the

underlying process is indicated.

He cites records of 25 perirenal and perinephritic

abscesses. Eleven of these were perinephritic,

ten of which had single drainage with recovery.

One was not diagnosed until autopsy.

Of the fourteen cases with perirenal abscess,

only six left the hospital. Three of these had a

diffuse pyelo-nephritis, which had ruptured. Of
the eight cases who died, only one was diagnosed

clinically. In a review of 2,250 autopsies, he found
thirty cases in which multiple abscesses were found
in both kidneys. In only one case, was there a

rupture into the perirenal tissue. In 26 cases of

staphylococcic infection, they were multiple and
bilateral. He concluded that rarely does a cortical

abscess rupture. A pathological description of

these cases is included.

He concluded: First—that acute suppurative

perinephritis is a clinical entity and has no relation

to renal infection.

Second—that the disease is merely one of the

end results of a staphylococcal infection.

Third—this abscess resolves readily when proper
drainage is instituted.

BOOK REVIEWS

Cancer Cures and Treatments, prepared and issued by

the Bureau of Investigation of the Journal of the

American Medical Association, 535 North Dear-

born Street, Chicago. 33 pages and index. Price

15 cents.

No better review of this publication can be

written than appears in the preface.

“In this pamphlet has been gathered a miscel-

laneous assortment of ‘cures’ and ‘treatments’ for

cancer that have come to the attention of the

Bureau of Investigation of the A.M.A. They range

all the way from palpable frauds through those

whose methods seem to smack more of commer-
cialism than of science to those that may be said to

represent the optimistic claims of misguided en-

thusiasts.

“It is to be borne in mind that a person with

cancer will die just as surely by relying on an

honest but misguided enthusiast as by submitting

to the malpractice of the most blatant of ‘cancer

cure’ swindlers.”
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DISCUSSION OF SUBPHRENIC ABSCESS*
(REPORT OF A CASE)

Douglas Seward, M.D., Nashville

S
UBDIAPHRAGMATIC abscess is rare

enough to justify reporting a case and

is found frequently enough to justify

bringing a subject of this kind before a

group of both surgeons and physicians en-

gaged in general practice.

Etiology:

The etiology of subdiaphragmatic ab-

scesses is usually stated as arising from in-

fection about the bile ducts, extension

through the lymphatic channels, direct

trauma, recent abdominal operations, etc.

Dixon, of the Mayo Clinic, states that “One
tenth to four tenths per cent of all appen-

dectomies are followed by hepatic or subdia-

phragmatic abscesses and that fifty per cent

of these abscesses follow appendectomies.”

The terms subdiaphragmatic abscess and
liver abscess seem to be used almost syn-

onymously by Dixon in one of his recent ar-

ticles.

There are certain other predisposing fac-

tors which are mentioned such as typhoid

fever, ruptured duodenal ulcers, suppura-

tive cholangitis, thrombosed hemorrhoidal

veins, colitis and intestinal obstruction. The
type of organisms found are usually staph-

lococcus, streptococcus, bacillus pyocyaneus,

diphlococcus, pneumococcus and others.

Symptoms and Signs:

Just how long a subdiaphragmatic abscess

may exist without producing symptoms, we
do not know: when the inflammation ex-

*Read before the Tennessee State Medical Asso-

ciation, Nashville, April 11, 12, 13, 1933.

tends to the peritoneum or the pleura,

marked symptoms will manifest themselves.

These symptoms may vary from sharp
shooting pains in the right upper quadrant
to definite symptoms of a diaphragmatic

pleurisy. The abdominal symptoms may
lead one to suspect strongly a perforated

duodenal ulcer, an acute cholecystitis, a

high appendicitis or almost any of the

acute intraabdominal conditions in the

upper quadrant. It has been stated

that the most frequent error in diagno-

sis of subdiaphragmatic abscess is that

of a broncho-pneumonia. This diagnosis

was made in a case reported by Dixon and
was borne out by X-ray findings at the Mayo
Clinic. This mistaken diagnosis, if indeed

it is a mistake, is very readily understood

when the pathology in my case is seen.

The inflammatory condition had extended

through the diaphragm and the lung itself

was attached to the pleura just over the ab-

scess, and there was an inflammatory condi-

tion in the adjacent lung structure. Nat-

urally, if these cases are allowed to linger

before a diagnosis is made, there will be

persistent symptoms of headache, profuse

sweating, nausea, loss of weight and ema-

ciation. There may be intermittent chills

leading one to suspect malaria. The marked

loss of weight may even lead one to suspect

malignancy. Spontaneous improvement

may occur and the patient may even get well

without surgical intervention, but, on the

contrary, the subdiaphragmatic abscess may
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rupture through the diaphragm and cause

an empyema which will be so diagnosed and

treated as such.

It is interesting here to note that in re-

viewing the literature only one case was
found of empyema rupturing through the

diaphragm. It is not infrequent, however,

for infection beneath the diaphragm to rup-

ture upward into the pleural cavity.

The extension of the liver dulness is not

in all cases reliable. The liver may not ex-

tend beneath the costal margin and one may
not be able to elicit by physical findings that

it extends upward, but X-ray is invaluable

in making a diagnosis. This should, and
usually does, show a definite bulging of the

diaphragm upward into the pleural cavity

which will be interpreted by a roentgenolo-

gist as some subdiaphragmatic pathology.

This finding together with the previous his-

tory should lead one to suspect or make a

diagnosis of a subdiaphragmatic abscess.

Dixon states that, “The diagnosis may be

said to be based completely on the history

of some recent intra-abdominal procedure,

remittent fever, enlarged tender liver and

fluoroscopic examination.” This state-

ment is not entirely true. My patient never

had an abdominal operation.

Laboratory Examination:

There is usually a varying degree of ane-

mia. This, of course, is of the secondary

type and has a tendency to progress in un-

treated cases. Leucocytosis of varying de-

gree is present.

Pathology:

According to Moynihan 70 per cent of

liver abscesses are single and affect the

right lobe. In 15 per cent of the cases the

left lobe may be affected and in this event

two abscesses are likely to be present.

Following the initial implantation of the

bacteria the abscess begins as a phlebitis

with occlusion of the small portal branches

as described by Kauffman. Necrosis may
follow rapidly and a large single abscess

cavity be produced. This is circumscribed by

a thick capsule and may become sterile and

be practically absorbed with obliteration of

the cavity.

The difficulty is diagnosing these cases of

subphrenic abscesses is borne out by a case

October,

reported by Overholt, which he described

as a silent rupture of the gall bladder. This

diagnosis, however, was not made for some

weeks after the first examination. At the

initial examination, with a positive Wasser-

mann and an enlarged liver, a gumma of

the liver was considered the most plausible

diagnosis and the patient was placed on an-

tileutic treatment. Three weeks later a

fluctuant mass appeared directly beneath

the right costal margin. This was drained

and a persistent sinus developed. The gall

bladder was later removed and the true

pathology of a subdiaphragmatic abscess

was revealed. Overholt reports another

case operated on by Lahey for removal of

the gall bladder. Shortly after the opera-

tion physical signs at the right base pos-

teriorly were those of a post-operative pneu-

monia. This continued for three weeks and

the X-ray reported an unresolved pneumo-

nia. At the end of the sixth week the pa-

tient left the hospital with a high right dia-

phragm. Whether a subdiaphragmatic

abscess was suspected or not was not stated.

Four and one-half months later the patient

returned for examination and an X-ray di-

agnosis of lung abscess was made. There

was a persistent draining abdominal sinus.

This was injected with lipiodol and was seen

to communicate with the lung abscess. The

patient had lost weight and was a very poor

operative subject at this time and after a

stormy period, with a resection of the phre-

nic nerve, the patient recovered. Overholt

comments on the sequence of events as fol-

lows : “The operative procedure in the upper

right quadrant, a subdiaphragmatic abscess

with elevation of the right diaphragm and a

lung reaction which was at first interpreted

as a post-operative pneumonia, a failure of

signs to clear up, a protracted hospital pe-

riod, a rupture through the diaphragm or an

actual extension by continuity into the pul-

monary tissue.” This case emphasizes the

fact that a subdiaphragmatic abscess should

always be considered when there is a pro-

longed fever present. The possibility of a

rupture through the diaphragm resulting in

an empyema has already been mentioned.

Undoubtedly, this man’s convalescence could

have been greatly reduced if this had been
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considered at the time of his dismissal from
the hospital.

Ochsner, of New Orleans, expresses the

belief that fully 50 per cent of subdiaphrag-

matic infections undergo spontaneous reso-

lution and believes that less than half pro-

ceed to the point of suppuration. When
suppuration has developed, he believes that

the mortality is 100 per cent, if untreated,

and states that the mortality with treatment

will run better than 50 per cent. He be-

lieves that the high mortality is due to

:

1. Delay in making diagnosis.

2. Contamination of one of the serous

cavities.

He, himself, recommends an operation,

which aims at avoiding both, by a posterior

approach. He strongly advises against as-

piration for diagnosis in these cases.

REPORT OF CASE
A white multipara of 49 had a sudden

onset of pain in the epigastrium without

any previous gastro-intestinal complaint.

This pain was severe and was soon followed

by a chill. This pain became progressively

worse, and in about one hour had extended

to the right upper quadrant of the abdo-

men and was definitely more painful on in-

spiration. I found her in a semi-flexed posi-

tion grasping the right upper quadrant with

both hands. She was nauseated, but did not

vomit. Her temperature was 102 de-

grees F. and she looked acutely ill. She was
relieved by morphine and the following

morning felt much better. She was not

jaundiced at any time. For the next two
weeks there was a remittent septic temper-

ature curve varying from 101 degrees F.

to 104 degrees F. and intermittent pain with

constant discomfort in the lower anterior

thoracic region. Although at times she felt

rather well she did not improve and two and

one-half weeks after the onset she was ad-

mitted to the hospital, January 17, 1933.

This patient was seen by an internist and
was diagnosed as an influenzal-pneumonia.

Past History:

This patient always enjoyed good health.

She has never had puerpural sepsis, femoral

phlebitis, no history of appendicitis or any
abdominal operation. She had a severe case

of typhoid fever at 14, and influenza at 40.

Eleven years ago she had a peri-rectal ab-

scess which was opened and it drained free-

ly, discharging a yellow pus, for six weeks.
Following this she had a vaginal repair and
hemorrhoids removed. One year later, or
ten years ago, she had another peri-rectal

abscess which was drained surgically.
Again, five years ago, the peri-rectal abscess
recurred, and promptly healed following
spontaneous rupture. It recurred in August,
1932, drained and healed promptly. In De-
cember, 1932, it recurred again and opened
spontaneously, draining a considerable
quantity of pus. This latter was two weeks
before the onset of her present illness.

Physical Examination on Admission:
On admission the physical examination

revealed a well developed and well nour-
ished white woman who looked moderately
ill. Her temperature was 103 degrees F.,
pulse 108 and her respiration 26 per minute.
She was more comfortable lying on her back
or her left side. A deep breath caused pain
in the affected region. On inspection there
was marked limitation of expansion of the
right chest. This area looked more full

than normal. Palpation revealed marked
tenderness both anteriorly and laterally on
the right at the level of the diaphragm.
There was no edema of the thoracic wall.
Percussion showed that the liver dulness
extended upward two inches more than nor-
mal. There was likewise an equal extension
of the liver dulness downward. A diagnosis
of subphrenic abscess was made.
Laboratory

:

X-ray—“There is a marked elevation of
the diaphragm on the right, two
inches higher than the left.

There is no air under the dia-

phragm.”

Blood—R. B. C 4,700,000

W. B. C 22,000
Hb 75%
Polymorphonuclears . . . 87%

Urine—Normal.
Wassermann—Negative.

Course in Hospital:

At operation two and one-half inches of
the 8th and 9th ribs were resected, just an-
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terior to the mid-axillary line on the right.

The diaphragm was exposed, and sutured

to the chest wall. Below the line of suture

a small incision was made in the diaphragm.

The finger was then introduced under the

diaphragm entering an abscess cavity which
allowed a free flow of yellow pus. The
wound continued to drain for a few days

but soon closed. Whereas her temperature

had varied from 100 degrees F. to 104 de-

grees F. and was of the septic remittent

type before the operation, it dropped to nor-

mal two days after the operation and re-

mained there until her discharge from the

hospital February 26, 1933.

She made an uneventful recovery. An
X-ray examination after the operation re-

vealed a 40 per cent pneumothorax, and a

small amount of fluid at the right base. The
lung slowly expanded and the fluid disap-

peared. When last seen recovery was com-
plete.

There are several interesting things about

this case which deserve mention.

1. The onset with chills, severe pain and

fever.

2. The course before operation was that

of sepsis with a remittent elevation of tem-

perature which might be confused with

malaria.

3. The abscess developed only two weeks

following the spontaneous rupture of a large

peri-rectal abscess :—a possible etiology.

4. When drained there was a prompt re-

turn of the temperature to normal, which
indicated that the abscess had been ade-

quately drained and that no new abscesses

were forming.

5. This patient was seen by an internist

and a diagnosis was made of an influenzal-

pneumonia.

Treatment:

The treatment of subphrenic abscesses as

in any other abscess should give free and
adequate drainage. Aspiration, I believe,

should be condemned except with a view of

locating the abscess cavity at the time of

operation.

Four methods of approach to the abscess

are available.

1. Abdominal.

2. Transpleural.

3. Subpleural.

4. Retroperitoneal.

These need not be commented on espe-

cially except to state that the transpleural

or subpleural route is usually the best ap-

proach. When the transpleural route is

used, a two stage operation should be done.
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DISCUSSION
DR. E. H. BAIRD (Dyersburg) : I enjoyed Dr.

j

Seward’s presentation of this subject very much. ,

Time will not permit anything except a limited dis- I
cussion. I think the most important procedure in 1

subdiaphragmatic abscesses is, if possible, the j

localization of the infection. Proper and definite
j

localization of same as far as possible governs to
|

a great extent the method of approach in opera- 1

tion.

I have had during the past year or two some four 1

or five cases of what you might call a subdiaphrag-
matic abscess, one from an ulcer that perforated
and had partially healed, another from a ruptured
gall bladder, and two following appendicitis in

j

which there had been some leakage. These were
:

all operated by the peritoneal route and all re-

covered.

I have a case here that I would like to record in

connection with liver abscess. This synopsis of a
personal case proved to be very interesting to me.
A young farmer, age twenty-four, weight 135

pounds, led an active life on the farm up until four 1

weeks previous to entering the hospital. The
family history and personal history are entirely

negative and seem to have no bearing on his

present illness.

Four weeks ago he was taken ill and has been
confined to bed since that time continuously. The
first week of illness suggested influenza, aching all

over, moderate rise in temperature, acute coryza,

etc. During the second week a severe pain de-

veloped in the region of the liver and the base of
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the right lung which has persisted to date and

has been the patient’s chief complaint. During

the entire illness fever has been very irregular,

remaining about stationary for the past two weeks,

no jaundice or diarrhea.

Physical examination shows the patient to be

seriously ill. Time will not permit a report on

the full physical examination. There is inter-

costal edema over the area of dulness of the right

lung, with decided bulging of the upper right

abdominal quadrant, especially tender over this

area with moderate muscular rigidity; liver three

fingers below the costal margin. Tenderness over

the region of the liver and right kidney posteriorly,

but when the parts are palpated he complains of

severe pains anteriorly in the upper right quadrant

of the abdomen. Urine negative, blood negative,

no malaria, Wassermann negative.

At operation a right rectus incision showed the

liver greatly enlarged and distended with consider-

able tension in the anterior lobe. The other ab-

dominal organs had a normal appearance. After

locating pus in the anterior lobe and relieving some

tension with aspirating needle, a child’s colon tube

was introduced through the puncture and sutured

in place. There was no leakage around the tube

and the same was brought out through a stab

wound incision in the subcostal region, with a small

extra tube below the liver to control any leakage.

The original rectus incision was closed tightly.

Post-operative diagnosis: large, single, pyemic

abscess of the liver. I think that our prognosis and

operative procedures in these cases relies upon

whether we have a subdiaphragmatic abscess or

whether we have, as the title of the paper says,

an abscess of the liver.

Contents of the abscess: large number of phago-

cytic cells, some small motile cells. No evidence

of Endameba. Stained smears showed no evidence

of cysts. Apparently a pyemic infection of mixed

variety with staphylococci predominating, probably

originating from the original lung condition. The
patient improved under daily irrigating of the

abscess cavity with Dakin’s solution, and a gradual

reduction in the size of the liver could be easily

made out. No peritonitis developed and the patient

was discharged at the end of the fourth week, but

the condition was not satisfactory, there being some

signs of sepsis still present.

Follow-up of this case disclosed that the patient

died at home about eight weeks following original

drainage with about the same set of symptoms
present as when he entered the hospital. Prog-

nosis in liver abscess cases is very serious, running
from fifty to a hundred per cent, which is entirely

different from the subdiaphragmatic abscesses lo-

cated elsewhere.

DR. W. A. BRYAN (Nashville) : Mr. Chairman
and Gentlemen: In the diagnosis of these cases

there is a possibility of certain things happening
that are not indicated by the physical signs or the

symptoms or the X-ray examination. I want to

narrate briefly a case that I saw, the wife of a

doctor in an adjoining state where I was called to

operate on the woman. Diagnosis of a subdia-

phragmatic abscess of unexplained origin was made
on account of the symptoms, physical signs and an

X-ray examination which showed a very high right

diaphragm. It looked as if the diagnosis was
correct.

We resected a rib under local anesthesia, went
into the chest cavity, found that the diaphragm
was not high and there was no tension under it.

We knew there was pus there so we aspirated in

every direction through the diaphragm into the

subdiaphragmatic region and found no pus. There

was a little excess of serous fluid in the pleural

cavity. Neither palpation nor anything else

showed any evidence of the presence of pus, and
we had to close up.

Subsequently, about six or eight weeks after-

ward, I was called back to see this woman, and the

doctor stated that she had two abscesses on her

back, one rather high pointing internal to the

scapula, the other one about the lower third of the

outer border of the scapula, and pressure on either

one caused the other to bulge. There wasn’t any
question about what they were, and that they com-
municated by some subcutaneous route with each

other. They were both drained, tubes were put in,

and the woman made a good recovery. We don’t

know yet what she had. The question is whether
she had an abscess that was subdiaphragmatic
lying in the area of the liver uncovered by peri-

toneum, which we could not find and which is ex-

ceedingly difficult to find even when you are down
on the tissues themselves, or whether she had a

mediastinal abscess, the irritation of the poisons

of which had affected the right phrenic nerve so

that the diaphragm rose on that side on account of

intra-abdominal pressure and then when the pres-

sure was relieved went back. So it is not impos-

sible for a man to make a good diagnosis of sub-

diaphragmatic abscess and fail to find that diag-

nosis materialize or to find the pus on operation.

Dr. Seward called attention to one point that I

think is exceedingly important. If you are going

to aspirate, aspirate only on condition that if you
find pus you will operate without withdrawal of

your needle. Don’t aspirate, make a diagnosis of

pus, pull out your needle, and then decide whether

you are going to operate or not, because if you
aspirate through the pleural cavity and strike pus,

and necessarily go through the peritoneal cavity

to get to that pus, and if you should go across to

open serous cavities and pull out your needle, if

the needle is big enough to allow the pus to come

on aspiration it is big enough also to cause a leak

into the peritoneal cavity or pleural cavity or both

and produce a fatal termination.

Another point I should like to call attention to.

Dr. Seward was uncertain what the source of his

abscess was, as indicated in the word “idiopathic.”

Idiopathic does not mean anything except that the

doctor doesn’t know. That is not a criticism of

Dr. Seward. It is a good word but that is all it
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means. I think that the reasonable interpretation

of his case would be that the abscess in the dia-

phragm or under the diaphragm or under the liver,

or wherever it was, was secondary to rectal infec-

tion.

DR. W. 0. FLOYD (Nashville) : I didn’t get to

hear Dr. Seward’s paper, but I arise to comment on

a case that I have recently had in which a liver

abscess was not diagnosed until post mortem. This

gentleman was an elderly man who had an onset

of very gradual, but very little right-sided pain,

associated with a gradual increase of temperature.

It had lasted for a week or ten days before we saw
the patient.

A very good doctor had sent him in from an

adjoining state with a diagnosis of an appendiceal

abscess. His temperature and blood count were
elevated; he had a rather large mass in the right

side that was more prominent in the lumbar region

and laterally than it was anteriorly, but it could

be felt about as far forward as the inner border of

the right rectus muscle. We concurred in the diag-

nosis and drained the abscess in the lumbar region.

A large quantity of very foul smelling pus was
obtained that proved to be a colon bacillus on

culture. We thought, of course, that the man had
had a ruptured appendix followed by an abscess.

He improved rapidly for a week or ten days and
then his temperature began again to climb gradu-

ally. We searched about the site of the wound,
but could not find anything that we thought was
a residual abscess. We suspected a subdiaphrag-

matic abscess, but an X-ray did not show any ele-

vation of the right diaphragm. His condition con-

tinued about the same for a number of days,

gradually getting worse later on, and he finally

died three or four weeks after operation without

any visible cause, so far as we could make out.

His liver was not palpably enlarged. Post mortem
showed his appendix to be normal; there was no
subphrenic abscess, but a rather large, single,

centrally located abscess of the right lobe of the

liver. He had had no previous dysentery to sus-

pect ameba. He had colon bacillus on culture in

the abscess from the liver, and on inquiring to try

to find out what might have been the cause or

origin of his infection, we learned from his grown
children that just before his illness he had had a

good deal of trouble with his hemorrhoids, one

large one being out for a few days, somewhat
ulcerated, and bleeding at times. That bit of

history was obtained too late for us to suspect the :

origin of the infection as probably being rectal, I

but I think unquestionably that the condition was
just that in his case. When in doubt about a diag-

nosis of this type of case, I would urge that you
suspect the rectum, either a fissure, fistula, ulcerat- 1

ing or bleeding piles.

DR. DOUGLAS SEWARD (Closing) : Dr. Bryan
mentioned the aspiration, which I brought out in

my paper. When I was looking over a little of

the literature before writing this paper, I was sent

a reprint by one of our local men. This reprint

was written a good many years ago, and he re-

ported three cases at that time, and one of them,

as I recall, he aspirated some five or six times. I

told him recently that I suspected if he were re-

writing his paper he would like to change a good

many of those aspirations.

I expected somebody to mention the idiopathic \!

part of this title. The reason for that was the

fact that Dr. Dixon stated in his article that a

diagnosis should be made entirely on the history I

of some recent abdominal operation, the quotation

wThich I had in my paper. I mentioned the possi- J

bility of the ischiorectal abscess, hemorrhoids, and

so forth, which I believe to be the true cause of

my subdiaphragmatic abscess, but the reason for
j

the title “idiopathic” was Dr. Dixon’s statement.
;

Dr. Bryan mentioned something about the 1

phrenic nerve, and that was omitted from my
paper. These patients complain very bitterly of

a pain in the right shoulder, as a rule, and Dixon

brings out the point that that is probably due to

pressure on the nerve endings of the phrenic nerve

in the diaphragm.
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CHILDHOOD TUBERCULOSIS*

Arthur G. Jacobs, M.D., F.A.A.P., Professor of Diseases of Children, University of Tenn.
Memphis

V ON BEHRING HAS SAID: “That
adult tuberculosis is the end of a

song which was sung to a candidate

for tuberculosis when in the cradle.” For

a long time tuberculosis was regarded as a

disease of adult life, whereas we now be-

lieve that the infection was in all likelihood

contracted in early childhood.

Either the human or bovine type of the

tubercle bacillus may produce tuberculosis

in children, but infection with the human
type is far more prevalent. If the human
type should be responsible, entrance is

usually through the upper respiratory tract

by aspiration of droplets containing the

bacilli. Such contaminated drops are dis-

seminated by individuals affected with pul-

monary tuberculosis.

The bovine type enters usually by way of

the gastrointestinal tract, and as a rule is

admitted in contaminated milk. The young-

er the child the more susceptible he is to

both types. It is well to recognize three

stages in each of the types. In the aspirated

or human type of infection the bacilli enter

the lung
;
this represents the first stage. The

second stage is represented by infection of

lymphatic glands around the bronchi. In

the third stage the disease spreads to the

lung, pleura or elsewhere. In the ingested

or bovine type the first stage consists of

infection of the intestinal mucosa, or en-

trance without infection of the mucosa. In

the second stage we have involvement of the

mesenteric lymph glands. In the third

stage there is involvement of bone, perito-

neum or brain. Among other things the type

influences the prognosis in that infection

with the bovine type gives a better outlook

unless there should happen to be an infec-

tion of the meninges or peritoneum.

While inhalation of infected droplets and
the drinking of contaminated milk are

usually responsible for this disease, it can

*Read before the Tennessee State Pediatric As-

sociation, Nashville, April 10, 1933.

be acquired in other ways, such as through
the use of eating utensils which have been

contaminated by sputum or through plac-

ing contaminated objects into the mouth as

young children frequently do. If all cows
milk were boiled before using, bovine tuber-

culosis in man would be almost completely

eliminated.

PREDISPOSITION: We can dismiss

this factor with the bald statement that all

human beings^ are predisposed to tuber-

culosis.

HEREDITY : The tuberculin test tends

to convince us that practically all infants

are born free from tuberculosis. If several

children in a family contract tuberculosis

it merely proves that a source of infection

is within close proximity. Infants are so

susceptible to tuberculosis that exposure to

an active case is highly dangerous.

SOCIOLOGIGAL : Unhygienic surround-
ings, overcrowding, poor light and ventila-

tion, poor food and poverty, are important
etiological factors in tuberculosis. Tuber-
culosis is now very prevalent among ne-

groes, and they continue to be a menace of

serious character in that they act as foci

of infection to the community surrounding
them. Before the Civil War very little

tuberculosis prevailed among the negroes

because they were as a rule well fed, housed

properly, and cared for. Now the opposite

conditions exist among them, increasing the

incidence of tuberculosis in them. It be-

comes our urgent duty to protect the negro

against this disease, to make careful inves-

tigations and apply all possible methods to

combat it and prevent its spread among
these people.

Intercurrent disease lowers resistance

and causes a latent infection to become ac-

tive. Especially is this true after such

diseases as pertussis, measles, and influenza.

DIAGNOSIS: Our best chance to pre-

vent tuberculosis and the dissemination of
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its bacilli lies in early diagnosis. As a re-

sult of ceaseless study and effort it has now
become possible to recognize tubercular in-

fection almost immediately. In this fact

lies a great opportunity, and if the fight is

to reach a successful outcome it must come
from the development of the means of early

diagnosis.

In as much as it is an accepted fact that

infection is as a rule acquired in childhood,

it is well to consider the manifestations of

tuberculosis in childhood. There is a de-

cided difference in the manifestation of this

disease during childhood and adult life.

The American Sanatorium Association

describes under the term, Childhood Tuber-

culosis, diffuse nodular lesions in the lungs

and associated tracheo-bronchial nodes that

result from first infection of the pulmonary

tissue with the tubercle bacillus. McPhed-
ran studied the childhood type chiefly by

means of x-ray and found that the paren-

chymal lesion is the primary nodule, case-

ous or calcified, which shows clearly in the

x-ray picture, and is known as the Gohn
tubercle. This lesion associated with calci-

fied regional lymph-nodes is the most com-

mon tuberculous lesion in children between

four and twelve years of age. The caseous

lymph-node is difficult to recognize and

highly dangerous as it may lead to miliary

tuberculosis or fatal tuberculous broncho-

pneumonia.

Viewed from the present standpoint the

diagnosis of tuberculosis through physical

findings and symptoms is declining in im-

portance. Signs once thought to be of value

in lymph-node diagnosis, such as D’Espines

Sign, Eustace Smith Sign, and interscapular

dullness, are disappointing. It has now been

established that the underweight child is

no more likely to have tuberculosis than the

normal or overweight one. Examination of

the sputum in young children is difficult,

and unless it should be an open case (which

is extremely unlikely)
,
the results would be

fruitless even in the presence of an active

case.

The chief dependence for diagnosis of

tuberculosis in children must be placed first,

upon the tuberculin skin test, second the

x-ray, third the history of exposure, fourth
the exclusion of other possible causes of
symptoms such as sinus disease, diseased
tonsils, influenza, etc. Of these the tuber-
culin skin test is of primary importance in

diagnosis. Krause has shown that promptly
after infection with the bacillus the tubercle
results, and that within two weeks after

the appearance of the tubercle, the tissues

are hypersensitive. The intradermal test,
t

while requiring more care is preferable to

the Von Pirquet method, as it is more deli-

cate. Most pediatricians understand tuber-

culin testing and employ it as routine in

their practice. Many general practitioners

do not so employ it, and since the majority
of children are attended by general prac- <

titioners it becomes our duty to impress
upon the medical profession as a whole the

urgent necessity and inestimable value of

this procedure.

In the intradermal test 0.1 c.c. of tuber-

culin in a 1 :1000 dilution with a dose of 0.1 I

mg. is a safe dose. If negative it is best to

repeat this using 10 times the dose before

assuming that there is no infection. As to

the reaction, intensity is read as one plus

when redness and edema appears in an
area of 10 m.m. in diameter, 10 to 15 m.m.
is known as two plus, more than 15 m.m.
three plus. A negative result excludes

tubercular infection, although it is possible
j

to get a negative in the pre-allergic period,

in the presence of acute communicable

disease, or in the presence of overwhelming

infection with tuberculosis, as a miliary

tuberculosis or advanced pulmonary tuber-

culosis. The younger the child the more
valuable is the positive test. Second, every

child who reacts positively should have an

x-ray of the chest made. If the x-ray dis-

closes nothing, a second one should be made
after several months. In an article en-

titled, “Pulmonary Tuberculosis,” by P. W.
Edwards, appearing in the Lancet April 2,

1932, the author says: “I insist that the

chest has not been examined if a technically

perfect radiogram is not available, and I

go further and say that the earliest radio-

logical evidence is found only in good stereo-

graphical photographs. The stereo gives
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information earlier than the flat film.” I

quote again from the Lancet of March 5,

1932, an article signed by Peter Kerley, at-

tacking the findings of the National Tuber-

culosis Association of America. The said

Association found first, “The normal chest

of the child from the roentgenological

standpoint is subject to such wide variations

within normal limits as to be beyond the

possibility of exact description.” Kerley

in answer says, “That the conclusions of

this committee were made at a period when
there were wide variations in radiographi-

cal technique.” He says, “That in the light

of recent knowledge these conclusions

should be revised to read: first the normal

chest of the child from the roentgenological

standpoint is subject to no more variations

than the normal hand.” The National Tu-

berculosis Association of America found

second, “The conglomerate shadow com-
monly called the hilum shadow, when found

lying entirely within the inner third zone of

the lung area can be disregarded (or re-

garded as normal), except when it is made
up of a solid mass of homogeneous shadow
giving undoubted evidence that it represents

a growth or a mediastinal pleurisy.” Kerley

alters this to read, “The hilum shadow in

health is cast by the pulmonary artery only.

Normal glands, bronchi, and veins play no
part in the formation of this shadow.

Glands only become visible when calcifying,

and are then easily identified.” The Nation-

al Tuberculosis Association of America
found third, “The calcified nodes at the root

of the lung without evidence of lung disease

are of no significance except as a possible

evidence of some healed inflammatory con-

dition, possibly but not necessarily tuber-

culosis. They are a common finding in

normal chests.” To this statement Kerley

answers, “Calcified nodes at the root of the

lung, irrespective of signs of lung disease

are definite evidence of old tuberculosis in

the bronchial glands. There is no inflam-

matory condition except tuberculosis which
causes dense calcification of the bronchial

glands.” In the face of improved roent-

genological technique and a truer interpre-

tation of the findings of x-ray chest ex-

aminations, we are today in a position to

attach vast importance to this procedure.”

HISTORY OF EXPOSURE : Exposure

to open pulmonary tuberculosis in the

household is regarded as the greatest single

factor in the development of tuberculosis

in children. It has been demonstrated that

infection occurs four times as frequently in

the contact route than in the non-contact

one. Infants in a tubercular home have

practically no chance of escaping infection,

unless removed therefrom promptly. Rose-

nau states that those who are regularly

thrown with tuberculosis contract it in 79

per cent of the cases. That those who are

frequently exposed contract it in 28 per

cent, and those occasionally exposed in 8

per cent. All members of a family of whom
one member shows positive tuberculosis

should be examined physically by x-ray and

by skin tests. No case of tuberculosis

which comes to the physician’s ;office is

properly disposed of until two vital facts

have been determined as far as possible.

First where did the patient acquire the in-

fection, and second to whom has he trans-

ferred it.

While there can be no question of the im-

portance of utilizing all possible methods or

early diagnosis, it is equally as important

to attach a correct valuation to our findings.

In the first place it is impossible to make a

diagnosis of tuberculosis in childhood

through the use of the stethoscope alone as

there are no definite physical findings which

brand a condition as tuberculosis. Although

a positive skin test is of great value to us

it is necessary to know just what a positive

skin test is. A simple redness following an

injection of tuberculin in a child’s skin is

not a positive reaction ;
it is essential that

a definite edema should occur. A small area

of edema with a few little vesicles on top Is

considered at present the most positive re-

action.

Assuming that we have a positive reac-

tion, still that is not sufficient evidence to

prove that the existing symptoms for which

we have examined the child are necessarily

symptoms of tuberculosis. All that the

positive skin test implies is that the child
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is infected. We then resort to the stereo-

scopic x-ray examination, and possibly we
find a widening of the hilus with enlarged

peribronchial lymph glands. There are

other conditions that will give these same
chest findings.

Coincident with the positive tubercular

skin test we often find common colds, in-

fluenza, sinus trouble, etc., so that the pos-

sibility of error cannot be overlooked. How
then are we to be certain about this? I

here quote from Dr. J. A. Price, President

of the Tennessee State Medical Association,

superintendent of Oakville Sanatorium, and
former officer in the National Tuberculosis

Association of America. “I do not believe

that any man is warranted in making a

definite diagnosis of tuberculosis without a

long period of observation, eliminating

every other possible cause of the enlarged

hilus and peribronchial glands. In spite of

a definite infection as shown by the Man-
toux test, we frequently find that we have a

tubercular infection superimposed upon
that, or a respiratory or secondary infec-

tion, but when the child has been specially

observed and has been treated properly as

far as the old tubercular infection is con-

cerned, the tuberculosis will quiet down and
the child has not a clinical case of tuberculo-

sis at all.”

SUMMARY AND RECOMMENDA-
TIONS: First, bovine tuberculosis can be

practically eliminated by using boiled milk.

Second, tuberculin skin tests should be

routine procedure in the practice of medi-

cine, as is the case with toxoid and smallpox

vaccine. Third, medical education should

include a more intensive course in tuber-

culin testing and its proper interpretation.

Fourth, only stereoscopic x-ray pictures

should be used in the diagnosis of tuberculo-

sis. Fifth, the most careful study and ob-

servation of the case should be made before

making a definite positive diagnosis, as we
should not brand a child with tuberculosis

unless we are positive that the child has

tuberculosis. Sixth, the prevalence of

tuberculosis among negroes demands our

immediate attention as no progress can be

made, in the South particularly, so long as

October, 1933 !

we neglect to properly appreciate the dan- I

ger of so fruitful a source of infection.
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DISCUSSION
DR. M. S. LEWIS (Nashville) : I feel that the

essayist has given us a most timely paper. The *

diagnosis of tuberculosis in children has always *

been difficult. Unfortunate as this is, I am sure

that this has been one of our serious drawbacks in
|

checking the spread of the disease. I don’t know of

anything that is less certain than a correct diag-
|

nosis, since the physical signs are most disappoint- I

ing. We should, therefore, insist on the perform-

ance of a tuberculin test on any child that has fre- 1

quent respiratory infections with or without tern-

perature, or any symptoms that are not accounted
j

for by other infections. If the tuberculin test is I

positive, it should be followed by an X-ray picture
j

by a person who can intelligently interpret the plate.
\

As for labeling one as tuberculous just because
j

the child presents a positive tuberculin reaction

with X-ray findings, but without symptoms, I be-
|

lieve is our greatest problem. The parents of

these cases must be impressed with the importance ’

of proper care, and if such care is given they will
j

in all probability escape the disease. Equally impor-

tant is to find out the real persons who are respon-

sible for the spread of the disease, and in this way
one is able to eliminate the source of tuberculosis.

The question of taking stereographical pictures is !

an excellent one, and I am of the opinion that it
j

should be insisted on. Also equally important is I

that the pictures must be interpreted intelligently, I

for without actual symptoms one may get into con- 1

siderable trouble; but if we have the advantage of I

intelligent interpretation of findings in the chest, 1

one is in a better position to attach importance to
j

this procedure, but even then we should be careful
j

in drawing definite conclusions until the patient is 1

observed for some time, eliminating any other pos-
|

sible cause of the symptoms, then we are in a bet- l

ter position to diagnose tuberculosis.

Since tuberculosis is so prevalent among the ne- j

gro race, I think it behooves us as pediatricians to 1

look into this phase of tuberculosis in order that

we may prevent this common source of infection in 1

children.

The important thing, I think, that Dr. Jacobs has

impressed on us is the absolute necessity for com-

plete and thorough examination of each case sus-

pected of tuberculosis. When this is done and all

findings coincide, then one is able to arrive at a

reasonably sure diagnosis of tuberculosis and not
j

to attempt to make a final diagnosis by any one

method, but by a correlation of available methods.
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THE BAROMETER OF THE BLOOD SUGAR*

Jacob Alperin,** A.B., M.D., Memphis

THE HUMAN BODY derives its

energy from food used as fuel. The
automobile engine gets its power

from the supply of gasoline, which, by its

explosion in a closed chamber, produces en-

ergy and heat. By a somewhat slower pro-

cess of the oxidation of coal, the steam en-

gine produces work and heat. As a by-prod-

uct of the chemical combination of carbon

and oxygen which results in the combustion

of gasoline and coal, heat and various gases

are produced. Many are familiar with the

“vapor of heat” seen in the preparation of

mortar with quicklime and water. Unlike

the first two illustrations, the latter chemi-

cal combustion takes place in a liquid me-
dium. Similarly, the myriads of chemical

reactions which are continuously going on

in the human body take place in a water

solution. Although water itself is not a

potential source of energy yet it is a very

important constituent of our food. About
two-thirds of the human body is water

which serves as a medium wherein the

various chemical reactions for energy pro-

duction take place. As a result of these

chemical combinations energy and heat are

produced.

What the carbon is to the coal and gaso-

line, our blood sugar is to our food. Dex-

trose or blood sugar is derived from our

food and it is the oxidation of dextrose

which gives energy to our muscles for work
and the maintenance of body temperature.

What are the sources of energy for the

human body? Carbohydrate is the most

important. Recently it has been shown by

Holmes that dextrose is a precursor of

lactic acid which is probably the sole fuel

for the living brain. Starches and sugars

are known as carbohydrates. When oxygen

*Read before the Tennessee State Medical Asso-

ciation, Nashville, April 11, 12, 13, 1933.

**From the Department of Medicine, University

of Tennessee, College of Medicine, Memphis, Ten-

nessee.

combines with a carbohydrate in the fluid

medium of the body, energy is released,

work can be done, and heat is produced.

How do we digest the carbohydrates ? A
hundred years ago Leuch (1831) allowed

some cooked starch, to which some saliva

had been added, to stand in a warm place

and, in a short time the thick mass became
fluid and sweet. We now know that it is

the enzyme “ptyalin” of the saliva which

acts upon the starches in the mouth. This

is the initial action of the process of trans-

forming the carbohydrates into dextrose.

The action of ptyalin continues in the

stomach until the acid destroys the enzyme.

There is no further action upon the carbo-

hydrates in the stomach but when the first

part of the duodenum is reached, the in-

testinal juices complete the conversion of

starches and sugar into dextrose. This

dextrose is absorbed, as such, through the

intestinal wall into the blood stream. With

the exception of certain starches like cellu-

lose, which the human body cannot digest,

one hundred per cent of the carbohydrates

eaten is converted into dextrose.

Protein supplies a very considerable part

of our energy fuel. It is found in abun-

dance in meat, eggs, fish, and dairy prod-

ucts, particularly cheese. There is no chemi-

cal action upon protein in the mouth but

when these foods reach the stomach, the

acid and pepsin begin to break up the pro-

tein into smaller molecular proteoses and

polypeptids. On reaching the duodenum a

further action of the intestinal and pancre-

atic juices splits the protein into its building

stones—amino-acids. Amino-acids contain

nitrogen, in addition to carbon, hydrogen

and oxygen. These amino-acids are ab-

sorbed through the intestinal wall into the

blood stream and carried to the liver where

several chemical reactions occur. One of

the important reactions is the conversion of

some of these amino-acids into dextrose, so

that fifty-eight per cent of the original in-

gested protein is converted into dextrose.
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Any protein utilized by the body yields

fifty-eight per cent dextrose. By the wear
and tear upon our body tissues some protein

is used so that the body protein furnishes a

small but definite amount of dextrose daily.

This represents a net loss to the body for

the dextrose is consumed as fuel unless

stored temporarily as glycogen.

The body protein can be replaced only by
ingested protein for if there were not suffi-

cient dextrose present the body would con-

vert more than the usual amount of body
protein into dextrose in order to supply fuel

for energy and maintain a proper dextrose

level.

Fat supplies a larger part of our caloric

intake and therefore represents an import-

ant source of energy fuel. Animal fat de-

rived from butter and lard, oils, such as

olive, corn and cotton seed oil, furnish much
of the grease fat used in cooking. During
the process of digestion there is no chemi-

cal action upon fat until it reaches the duo-

denum, where, besides the emulsifying ac-

tion of the bile, the alkaline intestinal juices

convert fat into soap. It is the same chemi-

cal reaction used for hundreds of years in

the preparation of soap by the action of lye,

an alkali, on fat or grease. When soap is

formed by the action of alkali on fat, glyc-

erol or glycerin is produced as a by-product.

By a polymerization, that is, a chemical

condensation of two molecules of glyc-

erin, dextrose is formed. This accounts

for ten per cent of the ingested fat which
is converted into carbohydrate as a result

of the digestive processes. Opinion is not

in accord as to whether more than ten per

cent of the fat is converted into sugar. The
great English physiologist. Hill, and the

German biochemist, Myerhof, firmly be-

lieve that a larger percentage of fat can be

changed to carbohydrate. Many American

physiologists believe to the contrary.

The complete combustion of oxidation of

fat is dependent upon the simultaneous oxi-

dation of dextrose. Fats are said to burn in

the fire of the carbohydrates. If there is

an insufficient amount of carbohydrate un-

dergoing metabolic changes the oxidation of

fat stops at the lower acids instead of at its

usual end products carbon dioxide and

water. It is the action of these acids—beta

oxybutyric and aceto-acetic—which lead to

a condition of acidosis or ketosis. These

acids, known as acetone bodies, act upon the

brain and nervous system and by the com-

bined toxic and acid effect lead to coma.

How does the body utilize the dextrose

which it receives from the carbohydrate

(100%) protein (58%) and fat (10%)?
It is either used immediately or stored.

Dextrose must be transformed into glyco-

gen, or animal starch, before it can be

stored by the body. By the action of in-

sulin upon dextrose glycogenesis occurs

whereby dextrose is converted into glycogen

and stored chiefly in the liver and muscles.

The total amount of glycogen stored reaches

approximately three to five hundred grams

and above this amount it is converted into

fat so that the available carbohydrate in

the body in the form of glycogen can be ex-

hausted in from 24 to 48 hours. The glyco-

gen of the muscles is probably only liber-

ated when it is converted into lactic acid,

as it may be through the effect of epi-

nephrine. The lactic acid is carried to the

liver and reconverted to glycogen.

The efficiency of the carbohydrate trans-

port can be appreciated if one remembers

that there are only five grams (one-sixth of

an ounce) of sugar at one time in the entire

mass of blood, yet during the twenty-four

hours, from two to five hundred grams of

sugar must be transported about the body.

Hence, in one day the blood stream ex-

changes with the tissues approximately 100

loads of sugar, each containing one-sixth of

an ounce. In spite of this change which

might occur every 15 minutes the blood

sugar level remains remarkably constant.

The glycogen stores are not only avail-

able for the continuous demands of the body

for fuel but may be released for emergen-

cies. The football player calls upon the

glycogen reserves to such an extent that

there may be a temporary rise of blood

sugar and even sugar found in the urine

after a strenuous game. This is brought

about by the action of epinephrine on the

sympathetic nervous system transforming

glycogen into dextrose—i. e. by a process of

glycogenolysis. Similarly during extreme
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emotion and fear reactions there is a pour-

ing out of dextrose into the blood. College

students during the examination period not

infrequently have sugar in the urine. These

students also exhibit other manifestations

of sympathetic nervous system action, such

as palpitation, tachycardia, slight increase

in blood pressure, and perspiration.

What happens during starvation? When
the food supply of dextrose diminishes the

blood sugar begins to drop until it reaches

a level somewhere near 70 milligrams per

hundred cubic centimeters of blood. At
this point the glycogen reserves are released

and dextrose is sent into the blood stream.

The “barometer” is then raised to between
70 and 130 milligrams per cent. Since the

glycogen reserves can be exhausted within

24 to 48 hours the combustion of dextrose

soon reaches a minimum. As a result of

the interference with dextrose combustion,

harmful fatty acids accumulate and lead to

a condition of acidosis not unlike that of se-

vere diabetes.

The largest and most constant demands
for dextrose come from the muscles which
require fuel for their work. This not only

includes the normal “external” muscular

movements of the average individual but

also the function of the internal organs such

as the heart muscle, kidneys, and liver.

Glycogen is stored in the heart muscle

where it is readily available for fuel. The
liver performs a great deal of work having

to do with the metabolism of protein, car-

bohydrate, fat and bile production hence

it requires fuel for its work. The filtration

and absorption carried out by the kidneys

represent energy expenditure of no little

amount. As a by-product of these chemical

changes, heat is produced which helps to

maintain body temperature so that recipro-

cally the various chemical reactions of the

body can best take place. The metabolism

of dextrose not only supplies fuel for muscu-

lar work and body heat but aids in the com-

bustion of fats and has a sparing action

upon the body proteins.

How is this fairly constant blood sugar

regulated ? Although the supply of dextrose

from food, body proteins, and glycogen re-

serves is intermittent the demands for dex-

trose are constant with some intermittent

periods of emergencies.

Insulin, discovered by Banting and Best

of Toronto, plays a paramount role in the
'

utilization of dextrose. Insulin itself is a

protein with a molecular weight approxi-

mately 35,100. When the blood sugar begins

to rise insulin is called forth from the pan-

creas, by a process not entirely understood,

and by its action dextrose is converted into

glycogen.

Insulin not only is necessary for the con-

version of dextrose to glycogen but it is

essential for the combustion by oxidation of

dextrose. When we eat sugar, insulin acts

in three ways

:

First : Much of the sugar is used immedi-
\

ately by the body and it can only be through
,

the agency of insulin.

Second: Part of the carbohydrate is I

stored as glycogen and this conversion can
j

only take place through the presence of
j

insulin.

Third: A portion is converted into fat I

and this also can only take place when in- i

sulin is present.

Food, particularly carbohydrate, serves

as a stimulus to the production of insulin

and some maintain that a prerequisite for

the combustion or oxidation of dextrose is

its conversion into glycogen. The vagus

nerve has to do with supply of insulin in

some way. Clark has recently reinvesti-

gated the function of the vagus nerve sup-

ply to the Islets of Langerhans in rabbits

and cats and concluded that the vagus car-

ries tonic inhibitory impulses to these Islets

of the pancreas which produce insulin.

There seems to be a daily rhythm of the

blood sugar in some normal individuals so

that the “blood sugar rises less after the

midday meal than after breakfast.” It is

possible that as a result of the stimulation

of the pancreas by the two early meals of

the day there is an overproduction of insulin

so that the blood sugar is lowered in the

mid-afternoon. Everyone is familiar with

the sense of fatigue in the mid-afternoon

which is probably accompanied by this low-

ered blood sugar. The English have “after-

noon tea.” In this country we drink car-
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bonated beverages which contain easily

available sugar.

The vago-insular mechanism which aids

in the conversion of dextrose to glycogen

is opposed by the sympathetic-adrenal sys-

; tern. Epinephrine is antagonistic to insulin.

It is probably a nicety of balance between
these two substances which helps to main-
tain the proper blood sugar level.

Cannon states that if the blood sugar falls

below a critical point, the splanchnic neu-

rons of the sympathetic system are stimu-

lated so that there is an increased secretion

of epinephrine, thus liberating sugar from
the glycogen reserves of the liver and mus-
cles.

The symptoms of thyrotoxicosis have
been explained by Crile as due to an in-

creased secretion of epinephrine with its

consequent stimulation of the sympathetic

nervous system. Patients suffering with
toxic goitre not infrequently show a de-

creased tolerance to sugar, i. e. epinephrine

has diminished the effect of insulin.

Decreased tolerance or poor utilization of

dextrose occurs not only from some sub-

stance antagonistic to insulin but notably

results from a diminished secretion of in-

sulin as in diabetes mellitus. Because of the

lack of insulin there is an interference with

the conversion of dextrose into glycogen so

the blood sugar rises above the maximum
normal of 130 milligrams per cent. This

leads to hyperglycemia. If the diabetic con-

dition is not of long duration, when the

blood sugar reaches around 170 milligrams

per cent some of the sugar is lost in the

urine-glycosuria. The dextrose in the urine

represents calories actually lost by the body
for it cannot be transformed into energy.

Dextrose is a stimulant or diuretic to the

kidneys so if there is glycosuria the indi-

vidual passes a large quantity of urine. The
condition, called polyuria, is one of the

prominent symptoms of an untreated dia-

betic patient. Again, because of the loss

of sugar in the urine, calories are lost to

the body and the person loses weight.

Picture a blood sugar “barometer” col-

umn rising with some sugar pouring out

through the kidneys into the urine. Sup-

pose the blood sugar continues to rise in

spite of the safety valve of the kidneys.

Since the combustion of carbohydrate is es-

sential for the complete oxidation of fat by
the body, acids accumulate in the body when
there is insufficient insulin to prevent this

rise in blood sugar. Therefore, as the blood

sugar reaches above 200 milligrams per cent

more and more beta-oxbutyric and aceto-

acetic acids accumulate which act upon the

brain and lead to coma. By the action of

these acids, the diabetic in coma has a rapid

deep respiration (Kussmaul) and has a

“fruity” odor to his breath.

The human mechanism requires a fairly

constant blood sugar. Too little insulin ac-

tion may produce far reaching results that

have just been outlined. Similarly, Over-

stimulation with insulin causes profound

changes in the body. Hypoglycemia is a

term applied to the level of the blood sugar

when it begins to drop below 70 milligrams

per cent. If an individual receives some in-

sulin other than the usual pancreatic sup-

ply as by hypodermic injection or because

of some disease of the pancreas (tumor or

hyperfunction of the Islets) the blood sugar

will begin to drop below 70 milligrams.

This lowered blood sugar reflexly opens up

the glycogen stores by the action of the sym-

pathetic nervous system placing dextrose

into the blood-glycogenolysis. However,

the glycogen reserves may be so small that

they are quickly exhausted as not infre-

quently occurs in diabetes mellitus because

there has not been sufficient insulin supply

from the pancreas to convert ingested dex-

trose into glycogen. However, the amount

of insulin may be so large that not enough

dextrose is poured into the blood to prevent

the drop below 70 milligrams per cent. The

individual begins to experience a sense of

hunger, perspires, becomes irritable and

may tremble—this, if untreated, may lead

to unconsciousness and convulsions. The

danger of convulsions becomes imminent

when the blood sugar begins to reach 40

milligrams per cent. The muscular con-

tractions of convulsions are the attempt of

the muscles to burn glycogen and may be

life saving as a signal of low blood sugar.

Hypoglycemic symptoms may occur not

only from an insulin action but also from



432 THE BAROMETER OF THE BLOOD SUGAR—Alperin

disease of the liver. A disturbance in sugar

mobilization or storage functions of the

liver caused by drugs such as arsphenamine

and chloroform, or by a fungus called Agar-

icus bulbosus, or cancer of the liver may
produce similar symptoms. “Hershey and

Soskin of Toronto report that a lack of

adequate phospholipoids, such as lecithin,

may result in liver failure such as occurs

in inappropriately fed depancreatized ani-

mals. When such conditions arise there

seems to be an unusual susceptibility to

overdosage with insulin.

“Because of the inability of the disordered

liver to synthesize glycogen properly, there

is an inadequate response to insulin.” After

a sub-total thyroidectomy there has been

noticed a depressed blood sugar level.

To summarize, food furnishes fuel for

energy in the form of dextrose. In spite

of the constant demands of muscular work

and the unusual emergencies of extreme ex-

ertion, starvation, or disease the interplay

between the vago-insular and the sympa-

thetic-adrenal mechanisms with the glyco-

gen reserves maintains a fairly constant

level of blood sugar. The human mecha-

nism cannot tolerate extremes from the

common variation. The “barometer of the

blood sugar” may rise and fall but it re-

mains within safe limits unless over-

whelmed by abuse or disease.
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DISCUSSION
DR. OTIS S. WARR (Memphis) : I merely want

||

to congratulate Dr. Alperin on this most excellent ^

presentation of a very difficult subject. Most of

us are inclined to shy from a paper on metabolism, *

and when we see a subject like this on the pro-
j

gram we are inclined to wonder what the essayist f

can have to say that would be of interest to an
;

audience of this kind. Dr. Alperin has given in 1

this brief paper the most excellent presentation of
j

the entire subject of carbohydrate metabolism that

I have ever listened to, an understanding of

carbohydrate metabolism. In the sense that he •

has presented this subject it is essential not only
j

to the intelligent handling of diabetes, but to the 1

planning of any diet for any disease or for health. J

It is surprising that many physicians who, when :

they are called on for a diet, for a diabetic patient, 1

still fail to recognize some of the fundamental
j

facts that Dr. Alperin has brought out. He has -i

well emphasized that it is not sufficient merely to 1

restrict sweets and starches, but that the sugar 3

value of proteins, 58 per cent, and fats 10 per cent, I

must be calculated along with the starches and *

sugars.

While Dr. Alperin’s paper deals primarily with 1

the problem of diabetes, these same principles may 3

be applied in the management of any diet. The
public should be warned of the danger of many of

j

the absurd diets for the purpose of reducing weight,
]

which are now in vogue.

It is impossible to add anything to this excellent *

paper, and I again want to congratulate Dr. Alperin 1

for his excellent presentation.
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X-RAY DIAGNOSIS OF LESIONS OF THE CARPAL BONES*

Frankland B. Bogart, M.D., Chattanooga

1
ESIONS OF THE CARPAL BONES

are frequently overlooked. This may
result because the attending physician

fails to secure an adequate history and does

not make a careful examination. It may
also occur because the roentgenographic

examination is inadequately done or the in-

terpretation of the films is incorrect. The
wrist is a complicated structure and the

recognition of carpal lesions depends on an

accurate knowledge of the anatomy of the

wrist and a familiarity with the usual and

the less frequent lesions that are encoun-

tered. Contrary to the generally accepted

idea among most physicians an X-ray exam-
ination of the wrist is not a simple proced-

ure that can quickly and easily be done by
any doctor or technician. While the neces-

sary knowledge for correctly making the ex-

amination and interpreting the films can be

acquired by any physician the fact remains

that with the exception of the roentgenolo-

gist and the orthopedic surgeon few physi-

cians do recognize the importance of a com-

plete X-ray examination and a correct

interpretation of the films. Where possible

such an examination should be made by a

roentgenologist and when a physician is

located so that he must make his own X-ray

*Read before the Tennessee State Medical Asso-

ciation, Nashville, April 11, 12, 13, 1933.

examination it is essential that he recognize

the importance of making exposures in the
correct positions and properly interpreting
the pathological findings that are shown.
Too frequently the consulting roentgenolo-
gist or orthopedic surgeon sees a case a few
days or weeks after an injury to the wrist
where an X-ray examination has not been
made or where a fracture or dislocation of

a carpal bone has been overlooked on a film.

In addition to the usual dorso-palmar and
lateral positions roentgenographs should be
made in semi-supination and semi-prona-
tion. These last positions will demonstrate
fractures otherwise overlooked and more
clearly show some that are seen in the

dorso-palmar position.

While a complete review of the anatomy
and physiology of the structures of the

wrist is not possible in a paper of this type
it is well to remember a few salient points.

There are eight carpal bones, a proximal
row formed by the navicular (scaphoid),

lunate (semi-lunar), triangular (cunei-

form), and pisiform, and a distal row
composed of the trapezium, trapezoid, capi-

tate (os magnum), and hamate (unci-

form). These bones act as buffers to dis-

tribute and dissipate the forces transmitted

upward from the hand to the forearm and
injuries are easily understood when the

Fig. 1. Dislocation between the proximal and the distal row of carpal bones associated with fracture

of the navicular bone.
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delicate structure of these bones is con-

sidered.

Motion of the carpal joints consists of

flexion (palmar flexion), extension (dorsal

flexion), adduction (ulnar flexion), and ab-

duction (radial flexion). Most of the

movement occurs in the radio-carpal joint

and the range of motion is greater for the

navicular bone than with the other carpal

bones. This fact should be remembered
in interpreting the varying size and shape

of the shadow which the navicular bone

casts in different positions of the wrist as

the anterior-posterior tilting during radial

flexion results in motion forward of the

tuberosity which is responsible for the

variations in the shadow.

The arches of the hand consist of a longi-

tudinal arch and two transverse ones, the

proximal and distal. It should be remem-
bered that these arches are flexible and the

muscles of the thenar and hypothenar

October, 1933

eminences play an important part in con-
trolling the motions of these arches and
therefore in supporting them. Improperly
applied splints used in treating any wrist
injuries may flatten the hand and cause
atrophy of these muscles and produce a
permanent injury.

Anatomical variations of the carpal

bones are too numerous to even tabulate

in this paper. Those who are interested

are referred to the recent article by the

author (2) or the more complete mono-
graph by Dwight (3). Some of the more
common variations are a biparte navicular,

an os centrale, fusion of the navicular and
hamate, the lunate and triangular, or the

trapezoid and capitate.

FRACTURE OF THE NAVICULAR
Fracture of the navicular bone is the

most common carpal injury. Bizarro (4)

in reviewing 123 cases of carpal injuries

Fig. 2. Dislocation anteriorly of the lunate bone. The wrist on the right shows the dislocation.
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found it alone or in combination with other

fractures or dislocations in 86 per cent of

them. The most common type of fracture

is through the middle of the bone and this

is usually caused by a fall on the pronated

hyperextended hand but may be caused by

forced hyperflexion. A second type of frac-

ture is the avulsed tuberosity fracture

caused by forced ulnar deviation. A less

common type is a compression fracture

brought about by crushing the bone against

the radial styloid.

A correct diagnosis of fractures of the

navicular bone are usually only made with

the aid of a roentgenograph. A fracture

through the middle of the bone and a com-

pression fracture are best shown in the

dorso-palmar position and one of the tuber-

osity in the* lateral position. Fractures

through the middle of the navicular must

be distinguished from a biparte navicular

which usually occurs in both wrists.

DISLOCATIONS OF THE LUNATE
BONE

Dislocation of the lunate bone may occur

alone or in combination with fracture or

dislocation of the navicular or capitate.

Simple dislocation usually takes place an-

teriorly (toward the palmar surface) and
the usual cause is a fall on the hyperex-

tended palm or a blow on the back of the

hand. When the radio-ulnar ligament re-

mains intact it causes rotation of the navic-

ular. When there is associated displace-

ment of the capitate it is backward. This

dislocation is usually best shown in the

lateral view and a comparison with the

opposite wrist is of value.

Other fractures that not infrequently

occur are compression fracture of the

Fig. 3. Fracture of the navicular through the middle portion of the bone.
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lunate and fracture of the capitate. Frac-

tures of all the other carpal bones have

been reported but are less frequently en-

countered.

Single dislocations other than the lunate

are rare. The navicular may be displaced

backward by hyperflexion of the wrist.

The head of the capitate may be displaced

backward from its articulation with the

navicular and lunate and may be associated

with fracture. Other bones may be dislo-

cated and all degrees up to complete dis-

placement are encountered.

KIENBOCK’S DISEASE
Another uncommon lesion which must be

recognized is Kienbock’s disease. Patients

with this disease usually come to the physi-

cian complaining of slight trauma to the

wrist and a roentgen examination shows a

peculiar compression type of deformity of

the lunate bone. Careful examination in all

views will show that the entire texture of

the bone is abnormal but the compression is

best demonstrated in the lateral view. A
still less common condition is Preiser’s

disease which is a similar involvement of

the navicular bone.

There is considerable disagreement as to

the cause of Kienbock’s disease. Kienbock

himself believed that it did not result

from fracture but probably followed a luxa-

tion of the lunate bone where immediate
reduction took place but where the blood

supply of the bone had been interfered with
and that it resembled Kummel’s disease of

the vertebral bodies. Others have contend-

ed that it always followed fracture of the

lunate bone. The term is usually used to

designate a group of conditions many of

which do follow unrecognized fractures but

some of which follow trauma too slight to

cause a fracture. Some writers have ex-

pressed the belief that the condition belongs
j

to the same group of diseases as Legg-

Perthe’s, which involves the epiphysis of

the head of the femur, Kohler’s, which in-

volves the navicular bone of the foot, and

other osteochondritides but Buchman (10)

has pointed out a difference of age group for

this condition. Kienbock’s disease occurs

usually between the age of twenty and forty

years, which is above the age of rapid bone :

growth or epiphyseal age, while the osteo-

chondritides occur at an earlier age when
rapid bone growth is taking place. Differ-

entiation of this lesion from true compres-

sion fracture is important since the treat-

ment differs so radically. Complete opera-

tive removal of the lunate in this disease

brings about a cure. Microscopical exami-

nation of the removed bony tissue shows

only inflammatory reaction. While bacteri-

ological studies have usually been negative

Phemister (11) succeeded in growing a

streptococcus in two cases.

CONCLUSIONS
1. A correct roentgen ray examination

of the wrist for carpal lesions is not a

simple procedure and should include films

made in semi-pronation and semi-supina-

tion as well as those made in the dorso-

palmar and lateral positions. The inter-

pretation should be done by one thoroughly

familiar with the structures composing the

wrist and with the lesions that are likely to

be encountered.

2. The relation of one carpal bone to

another should be carefully noted to deter-

mine whether or not a dislocation exists

and a comparison of the two wrists should

be made when necessary.

3. Anatomical variations should be ex-
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eluded and particularly should biparte

bones be distinguished from fractures. A
comparison of the two wrists is of great

value as variations are almost always pres-

ent in both wrists.

4. Kienbock’s disease should always be

considered when an apparent crushing

fracture of the lunate bone is encountered.

Acknowledgment is made for the privi-

lege of using some of the films shown in the

lantern slides to Drs. R. C. Robertson, S. S.

Marchbanks and R. P. Ball.
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DISCUSSION

DR. ROBERT PAYNE (Memphis) : I have en-

joyed Dr. Bogart’s paper very much, and his slides

as well. I want to agree with him in the state-

ment that X-ray examination of the wrist joint is

not a simple procedure and cannot be done in a

hurried or careless manner. The value of the X-ray
diagnosis of carpal bones varies greatly with the

experience and with the X-ray knowledge of the

doctor making the interpretation of the films. It

cannot be hurried through.

I also want to emphasize the advantage of mak-

ing thorough X-ray examinations of injuries of

the wrist joints or of any injury of joints or bones

as soon after the injury as possible. This will

prevent such errors as a sprain in the place of a

fracture.

In the dorso-palmar position, if the hand is

allowed to assume the natural relaxed position the

navicular bone will be foreshortened in a great

many cases. To prevent this, adduction or ulnar

flexion of the hand will prevent the foreshortening

of the navicula and bring out the articular surfaces

and the articular spaces of the adjacent bones.

In the natural position also the hamate, the tri-

angular and the pisiform may be overlapped. This

can be overcome by radial flexion in the dorso-

palmar position.

As a result of direct violence most of the carpal

bones are subject to fracture. However, as Dr.

Bogart has stated, the most frequent is the navic-

ula. Differentiation of fracture of the navicular

bone which occurs in its most frequent location in

the middle of the bone, from biparte navicula is

made by the fact that in the biparte navicula the

halves are more rounded, the margins are smoother,

and the line between is not so radiolucent nor so

prominent as in the fracture. In the fracture the

fragments are sharper, the margins are more
jagged and the line is more radiolucent and more
prominent. He has shown that in his slides.

The lunate bone is the most commonly dislocated

bone. The diagnosis of this condition is made in

the lateral position, and a word of caution is to be

taken in making this view. The key to a true

lateral position that may be used is the position of

the overlapping of the radius and ulna. If a true

lateral is not obtained the radius may be projected

anteriorly or posteriorly and a false position or a

false idea of the position of the lunate obtained.

In addition to the diseases mentioned there are

various other diseases which are diagnosed by
radiographic examination: the arthritides in which

the interosseous spaces are increased in the early

stages, with the accumulation of fluid, and in the

late stages in which the interosseous spaces are

narrowed, almost in some cases to obliteration, by

the ankylosing processes
;

tuberculosis, which is

a slowly progressive condition in the wrist joint

in the young individual, and if there is fluid present,

as occurs in the early stages, it is very difficult to

make a diagnosis between that and the other types

of arthritis. Later, the tuberculosis may go on to

healing with an ankylosis of the joint. Tubercu-

losis, as a rule, does not destroy or involve the

interosseous spaces, but due to the fact that tuber-

culosis extends away from the margins of the

joint there is a persistence of the interosseous

space in differentiation from the arthritis in which

the interosseous spaces are early involved.

DR. DUNCAN EVE, JR. (Nashville) : I have

certainly enjoyed Dr. Bogart’s paper on this sub-

ject and I arise only to bring out one item. Of

course, the majority of carpal injuries are either
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simple fracture of the scaphoid bone or anterior

dislocation of the semi-lunar bone, frequently these

injuries being combined.

There is no doubt that we all have gotten some

bad results in fractures of the scaphoid bone years

ago, such as the ones that developed delayed union

and with cavity formation. But since Bohler has

described his treatment, we now get good results.

Bohler’s treatment is as follows : for acute fractures

of the scaphoid, he uses a non-padded plaster splint

on the dorsal surface from the base of the fingers

to the elbow, with very slight dorsal flexion and

slight ulna abduction. He leaves this splint on for

about four weeks, and it is not removed during this

entire time. He believes massage and passive

October, 1933
;

movements are responsible for delayed or non- i

union.

For chronic cases with delayed or non-union,

he uses the same treatment except he leaves the

splint on from three to eight months. With such :

treatment, the pain immediately disappears and the

patient can return to his work.

I have had three such cases in the last twelve or

fourteen months. All three had cavity formation
and some atrophy of all the carpal bones. One
was immobilized by Bohler’s method for three

months, one for four months, and the last case

required nearly six months. It was surprising to

see how near normal they were at the end of the

treatment.
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TREATMENT OF SUBACUTE MAXILLARY SINUSITIS*

Chas D. Blassingame, M.D., F.A.C.S., Memphis

S
UBACUTE maxillary sinusitis is that

phase of an infection in which the

acute process has subsided but as a re-

sult of the residue in the sinuses local and

general symptoms are prolonged beyond the

stage at which resolution takes place, spon-

taneously, and a tendency toward chronicity

results. It may be compared to that stage

of an abscess at which the pus is localized

in one cavity or that stage of a mastoid in-

fection at which pus and inflammatory

exudation has pervaded the cells and be-

cause of their inability to drain out, initi-

ates a history of chronicity. Such a con-

dition of the sinuses is diagnosed by the

history, physical signs, radiography and by

irrigation. Diagnosis does not come under

the heading of this paper except in so far

as it is necessary to define the condition

under discussion. As a working rule if a

patient is still suffering with symptoms re-

ferable to a maxillary sinus infection ten

days or more following a history of the on-

set of an acute attack, I treat it as a sub-

acute condition. The more common symp-

toms found are purulent or mucopurulent

nasal discharge, nasal obstruction associ-

ated with pain about the nose or head, sore

throat, hoarseness, cough, sneezing, general

malaise, slight fever, rheumatoid or neural-

gic pains and other toxic symptoms. Any
one or any combination of these symptoms
may be present or absent. The appearance

of the nose is not always characteristic.

There is an amount of reaction in the nasal

mucosa varying from only a slight redness

in the middle meatus to a marked redness

and congestion extending over all the nasal

passages. There is usually pus or muco-

pus found in either the middle meatus or

the floor of the nose or both. Frequently

a streak of pus will be found leading from
the ostium of the sinus, in which case the

diagnosis is established without further

examination. However, we are not always

rewarded in our search for pus as we have

*Read before the Tennessee Academy of Oph-
thalmology and Otolaryngology, Nashville, April

10, 1933.

many times found an antrum to contain a

considerable quantity of pus when irri-

gated, yet no tell-take streaks of it had
been discovered outside that cavity. The
mucosa of the oro-pharynx is frequently of

such appearance as to indicate empyema of

the sinuses. When the lymphatics of this

membrane are transporting the infectious

products of the sinuses, it is red and ede-

matous and easily distinguished from the

appearance of the same membrane when it

has only a local surface infection. Streaks

of pus scattered over this membrane are

not to be overlooked. Pain about the face

and especially over the antra persisting

after the subsidence of a cold is suggestive

of empyema. Transillumination is fre-

quently suggestive in making a diagnosis.

Roentgenography is also very valuable.

When enough evidence has been obtained

to indicate that an empyema does not exist,

then the first step is to irrigate the sus-

pected antrum.

A routine irrigation of all antra pre-

senting any of these symptoms following a

cold impresses one with the fact that prac-

tically all of them contain pus or mucopus

which if left alone leads to recurrence and

chronicity. A large percent of colds get

well in ten days or two weeks. Those that

linger longer than that time constitute that

group that become the chronics and their

number is legion. At this point they should

receive all the attention that can possibly

be given them. What are the principles

upon which treatment should be estab-

lished? Since the symptoms are due to the

residue in the sinuses the first, the most

important and frequently the only thing

necessary to be done is to wash out the

sinuses. If more residue forms, wash it

out and continue to wash out as long as

there is an accumulation. This, of course,

does not apply in those cases having a

chronic nasal discharge. The irrigating

fluid used may be according to ones own

personal choice. I use plain sterile water

at body temperature. At the same time

that the irrigations are done, medicinal so-
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lutions may be instilled into the antra

in those cases that appear to require more

than the simple irrigation. Among the

things that we have used for this purpose

are lipiodol, iodochlorol, metaphen, mer-

curochrome, S.T. 37, silver nitrate and

acriflavine. In those cases requiring more

than one irrigation, this is done every sec-

ond or third day and on the intervening

days the nasal passages are merely tam-

poned with some antiseptic astringent. As

the residue in the antrum grows less the

interval between irrigations is lengthened.

If the residue reforms after three or four

irrigations, then the antrum is filled with

the medicated solution and allowed to re-

main from several days to a week before

being washed out. Auxiliary measures

should be adopted as seems necessary in the

way of corrected diet, proper exercise, cod

liver oil, ultra violet ray, etc.

Since the irrigation of the antra con-

stitutes such a major portion of the treat-

ment as outlined here, it is germaine to

discuss the different methods and give their

relative merits. Until recent years the al-

most universal method was to puncture

through the medial wall of the antrum in

the inferior meatus. This method is effec-

tive, but presents difficulties which in the

main are so objectionable to patients as a

whole that they all dread it, most of them

avoid it except when absolutely necessary,

and many absolutely refuse to have it done,

preferring to suffer the consequences of

empyema of the antrum to having the punc-

ture performed. This attitude of patients

toward the puncture method has restricted

its use to only those urgent cases where

the doctor and the patient both are con-

vinced of the fact that serious consequences

will result if it is not done. A great many
of our patients with empyema of the an-

tra have slipped away and initiated a

sinus history to which they are doomed the

balance of their lives simply because noth-

ing but the puncture method offered itself

to relieve them at the only time it might

have been easily and completely cured,

namely the pre-chronic stage.

Three years ago I was introduced to an

instrument—very simple in its construc-

tion—with which I have by much effort and
practice been able to irrigate antra
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through the natural ostia—just as effec-

tively as by the puncture method and with

little or no pain and no shock to the pa-

tient. My reaction after using it this

length of time is to have an assurance in

using it in all cases coming under this clas-

sification of subacute maxillary sinusitis.

I have used this method successfully sev-

eral hundred times. I have not failed to

irrigate more than one-half dozen antra

attempted and I have not punctured a sin-

gle antrum by the old method during this

period of time. The instrument used is the

Brown antrum canula. Since I was not

able to irrigate the antra, satisfactorily,

previous to my introduction to this instru-

ment, I am sure the type of instrument has

a great deal to do with it. I do not say

this is the best instrument for this purpose.

Other instruments may prove just as satis-

factory in other hands. However, the in-

strument must be of such size and shape

as will conform to the requirements in the

nose. Myerson has made a very extensive

study of the anatomical variations as re-

gards the antral openings. He stated that

in the 114 specimens examined by him in

14 the ostium was so hidden by the unci-

nate as to preclude the possibility of pass-

ing a properly bent probe into it from the

anterior nasal orifice. He also stated that

when it is inaccessible, it is invariably

made so by the high obstructing wall which
the uncinate represents. I have frequently

encountered the high obstructing wall of

which he speaks and I have, in each case,

overcome this difficulty by lifting the ca-

nula, after it is introduced into the nose,

so as to elevate the tip of the nose in an

extreme position, and by manipulation,

bring the shaft of the canula parallel with

the floor of the middle meatus. In this

position the canula will occupy a position

outside of the uncinate. Also, it is possible

with the point of the canula placed at the

entrance to the ostium, to so manipulate

the shaft of the canula at an angle across

the face as to have the proximal end point-

ing forward and by moving in a circular

direction the point of the canula will actu-

ally move forward. I am sure this is true

because I have not found the difficulty, of

which he speaks, to be prohibitive. Some
ostia are more easily entered than others.
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Some patients have more discomfort than

others. That, of course, is to be expected.

Do not understand that I am attempting to

present to you a new method. For many
years we have all washed out an occasional

antrum through the natural opening and in

many cases found it very easy. But the

adoption of this as a routine office proce-

dure has not become universal. I am sub-

mitting to this Society the proposition that,

if a method of irrigation through the nat-

ural opening is adopted and perfected by
all rhinologists, this procedure will become

routine in dealing with all antra where re-

moval of residue and intra-antral medica-

tion is at all desirable. No one can per-

fect a technique for this procedure except

by a long and persistent course of self-

training.

When we are able to convince the public

that the treatment of subacute sinusitis is

of tremendous importance and that the

treatment is effective and not severe, we
will have taken another step toward the

solution of the sinus problem.

DISCUSSION
DR. F. E. HASTY (Nashville) : The antra are

lined with a rather delicate membrane. The
villi-like structures on the covering layer of cells

and the loose mesh work of the portion of the

membrane beneath plays an important part in

the functions of this membrane. One of the most
important functions is the villi-like action which
attempts to constantly move any substance with-

in the antra towards the normal ostium, and the

capacity for this movement is surprising. Partial

impairment of this motion by inflammation and
excessive accumulation of mucous and mucopus
is, I think, that stage which should be termed
subacute sinusitis. The complete and permanent
destruction of this function leaves a favorable

situation for the continuance of the disease or

so-called sinusitis.

I think that in subacute sinusitis there is not

only a marked inflammation and water-logging

of the superficial cells, but also an edema of the

deeper structures and likely an extension of the

infection into the lining membrane. I am fur-

ther of the opinion that a correct conception of

the pathology to be dealt with will enable one

to more rationally plan therapeutic measures

which should include, if possible, the mechanical

removal of excessive secretion and also the appli-

cation of drugs which would be expected to in-

hibit the growth of bacteria in the cavity and
within the membraneous walls. This leads us to

the possibility of prolonging or increasing the

edema of the structures by instilling aqueous so-

lutions into the cavity and no doubt it would

be ideal to remove the excessive accumulation

without the use of irrigating solutions. How-
ever, based upon our present knowledge of the

subject it seems advisable to use irrigating solu-

tions for a period of time at least..

As outlined before the Southern Medical Asso-

ciation recently it is my routine to irrigate a

suspected antrum, pump out as much irrigating

solution as possible, instill some radio-apaque

solution and x-ray the patient immediately there-

after. This method presents the following merits:

1. The removal of excessive accumulation with-

in the cavity and allowing one the opportunity

of studying the nature of this material.

2. The iodized oil, and I use iodochlorol which
is 27 per cent iodine and 7 per cent chlorine in

oil of peanut, allows the therapeutic effect of the

chlorine and of the iodine in a non-irritating oil.

The oil seems to break up the tough collection

of mucuous in the antrum and facillitates drain-

age.

3. X-ray films made at this time will demon-
strate the true condition of the membrane, and
I think it would be surprising to most men to

know how much the membrane is thickened in

the average case of this type. Studying and treat-

ing cases in this way would, I think, lead one to

a more practical consideration of sinus pathology.

After there is no longer an excessive amount
of secretion I simply inject iodochlorol 3 to 4

c.c. every four to six days. This method of treat-

ment has in my hands reduced very markedly

the number of sinus operations. Results have

been more satisfactory from the standpoint of

the patient and I am of the opinion that we shall

soon give considerable thought to intra-sinus

therapeutics. Surgery no matter whether it is

so-called simple or radical has not given entirely

satisfactory results to the patient nor to the sur-

geon. Recurrences depend upon upper respira-

tory infections and this occurs more or less re-

gardless of whether the sinus has or has not been

operated upon.

The method of entering the antrum as de-

scribed by Dr. Blassingame has been very satis-

factory in my hands for some five years. For

some three years I have added one other feature

to the technique which has been a source of

comfort, that is to pass a small flexible bougie

through the canula first leaving it just even with

the point of the canula, then after it seems that

one has entered the antrum, push the bougie on

through for a distance of about one inch. This

will definitely determine whether the point is

clear within the antral cavity or not. This point

of the technique, I think, would be worth while

to employ with the use of any irrigating instru-

ment. It absolutely obviates the possibility of

injecting the irrigating drugs into the tissues.

Patience and perseverance in the development of

the technique will be amply rewarded in pleasure

to the surgeon and comfort to his patient.

DR. R. G. REAVES (Knoxville): I am much
interested in Dr. Blassingame’s paper. I agree
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with him that the easiest place to irrigate most
antra is through the middle meatus. I am,

however, doubtful that a very large percent can

be washed out through the natural opening with

the instrument which he presents. With this in-

strument it would be very easy to go through the

pars membranacia with such little resistance that

one might be inclined to believe that he had

passed through the natural opening. I have been

irrigating antra through the middle meatus

for the past fifteen years. Two or three years

ago I decided I would use the inferior meatus

because it seems that everybody most was using

this route. After having used it for a year or

so I have now gone back to the middle meatus.

I go through the natural or accessory opening

when I can. When unable to do this I puncture

the pars membranacia and irrigate. If there is

much inflammation in the middle meatus and the

frontal sinus is involved I think it is best to go

through the inferior meatus, not doing any trau-

ma in the middle meatus. In some cases, because

of bony obstruction, I find the inferior meatus

the better route.

DR. W. G. KENNON (Nashville) : In discuss-

ing Dr. Blassingame’s treatment of subacute

maxillary sinusitis there is little that one can

add which will be of value.

However, in any discussion, I think, it always

adds to the interest if one can make some sug-

gestion which may lessen the discomfort of the

patient during the procedure or criticism which
may cause the author of the paper to become
slightly irritated by disagreeing with him or

some point in his technique on which he lays a

great deal of emphasis or of which he seems par-

ticularly proud.

In my discussion I will attempt to do both,

thereby, I hope accomplishing my objective of

rendering this discussion even more interesting.

First, I will state that for those of us who
have been so unfortunate, and I am one of them,

as to have had our antra irrigated that there is

a great and painful difference between irrigation

with simple sterile water and with normal saline

or other isotonic solution.

When irrigation is done with plain sterile wa-
ter there is distinctly painful sensation which is

best compared to the burning sensation which
one experiences when swimming, if his head is

shoved under water, he aspirates some of it into

his nose.

I have had both experiences in the irrigation

of my antra and can assure you that the irriga-

tion with the sterile water was not repeated and

that since that experience I have always used

saline or other isotonic solution for irrigation of

my patient’s antra.

In regard to irrigating per the natural ostium

I have nothing to say in criticism except that it

has been my observation that in the vast ma-
jority of instances the instruments demonstrated
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as being used for this purpose have been either .

sharp or definitely pointed. If the natural ostium
is so invariably entered, I cannot see why this

shape should be necessary or even desirable.

I personally feel that in the vast majority of

instances in which we believe that we have en-

tered the natural ostium with our canula, we
have in reality perforated the membranous per-

tion of the naso-antral wall.

Certainly, it is true that almost invariably the

portion of the canula which has entered the

antrum be it through the normal outlet or 1

through the pars membranacea is on examination

found to be stained with blood.

Though I may not have accomplished both of

my objects in discussing this paper, I feel sure
;

from observing Dr. Blassingame’s expression that

I have accomplished one of them at least.

DR. BLASSINGAME (closing the discussion):

From what has been said by those who have

been kind enough to discuss my paper, it is evi-

dent that the irrigation of the antra by way
of the natural ostia has not been generally

adopted. In fact it seems that no one who has

expressed himself has adopted the method to that

extent. I am sure if all rhinologists would adopt

some method of irrigation through the natural

ostia and persist in its practice until a high de-

gree of skill is perfected it will not only be found

to be possible in practically all cases, but the
\

treatment of subacute maxillary sinusitis will be
{

greatly improved. I do not agree that it is just
\

as well to puncture through the membrane in the 1

middle meatus. It is much less objectionable to
j

the patient to go through the natural opening.

The question has been raised as to when we may
know the antrum has been entered when ap-

proaching through the natural opening. First, j

when the canula passes into a depression in the

region of the ostium and the solution is passed

through and a sluice of pus is washed out. Sec- \

ond, when the canula seems to pass through the I

opening, and the shaft will roll freely between
the fingers indicating that the point is free.

Thirdly, after fluid is passed through the canula,

if air is passed through and approximately an
antrum full of fluid returns. Fourth, when the

canula seems to pass through and fluid is passed

through, if the patient has a sensation of pain

or the presence of the fluid around the teeth.

The suggestion that saline solution instead of

plain sterile water be used is a good suggestion

and I shall adopt that suggestion. There are

arguments for it and none against it.

In answer to those who mention the possibility

of puncturing into the orbit, I will say that when
the point of the canula is about to enter the

ostium, by holding the phlange on the shaft of

the canula between the fingers, it is an easy mat-
ter to control the direction of the point of the

canula and cause it to move in a plane parallel

with the os planum of the ethmoid, making it im-

possible to puncture into the orbit.
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BRONCHOSCOPIC TREATMENT OF LUNG ABSCESS*

Chas. K. Lewis, M.D., Memphis

I
T is only in comparatively recent years

that our attention has been called to

the occurrence of abscess in the lung de-

veloping after tonsillectomy, and not yet

has it been fully determined as to what

causes this condition, whether it be from

the aspiration of foreign material or blood

from the throat, whether it be that this is

a blood stream infection, or whether the

infection goes through the lymph stream.

Direct aspiration, however, seems to,be re-

garded by the majority of clinicians as the

medium through which infection reaches

the lung.

It is not always in general anesthetic

cases where this condition develops, for

there has been cases reported in which only

a local anesthetic was used, but most cases

of lung abscess that we see are subsequent

to a tonsillectomy done under general an-

esthesia.

But lung abscesses occur where there has

not been a throat operation, and in which

no anesthetic whatsoever has been used,

and these cases are usually of unknown
origin, hence may be called idiopathic. It

is especially to this type of case that I de-

sire to direct your attention, and presently

I shall report several cases of this kind

which have come under my observation in

the otolaryngological service of the Mem-
phis General Hospital.

It is difficult to estimate the mortality in

lung abscess because of the marked vari-

ance in the statistics of different observers.

F. T. Lord says that it is about 74 per cent

in all unoperated cases. He believes that

in cases receiving medical treatment only,

that eleven per cent recover completely, and
incomplete recovery occurs in 15 per cent

of the cases. Flick and his associates re-

port a series of 161 patients treated medi-

cally, bronchoscopically and surgically,

with the following results: 81 recovered,

*Read before the Tennessee Academy of Oph-
thalmology and Otolaryngology, Nashville, April

10, 1933.

48 were improved, 8 were unchanged, 2

had a recurrence and 22 died.

The right lower lobe appears to be the

one most frequently affected. In a series

of cases examined by Bucher, the strepto-

coccus viridens was the organism that pre-

dominated. The other bacteria are those

occurring in the upper respiratory tract.

The symptoms of lung abscess are as

follows: A dry cough, which, if following

an operation appears from within three

days to a week after. In ten days or two
weeks this cough becomes productive, and
the sputum is blood tinged and has a char-

acteristic foul odor. Following the cough

there is malaise, with fever and chills, pain

in the chest, loss of appetite and loss of

weight.

The physical findings are sometimes very

indistinct because there is a layer of lung

tissue separating the abscess from the chest

wall. These signs are dullness upon per-

cussion, decreased breath sounds, increase

in the whispered voice, and expiratory

rales. We cannot be certain of the diag-

nosis until the abscess has established com-

munication with the tracheo-bronchial tree,

leading to the affected lobe. Upon exam-
ination of this pus microscopically, elastic

tissue is found, which constitutes one of

the chief points in diagnosis.

Early bronchoscopy, together with med-
ical treatment and postural drainage offers

the best chance for recovery. The object

of all treatment is the establishing and

maintaining of adequate drainage. Im-

peratori has pointed out the importance of

early bronchoscopy for aeration as means
of destroying the anaerobic bacteria which
are found in the abscess.

The patient is kept in the Trendelenburg

position or upon a see-saw arrangement

which allows him to elevate or lower his

head at will. Such supportive treatment is

instituted as may seem advisable. Seda-

tives are, of course, withheld as far as

possible. One hour and a half before be-
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ing bronchoscoped the patient receives three

grains of sodium-amytal, and one hour

later % of morphine and 1/150 of atro-

pine. Local anesthesia in the form of 10

per cent cocaine is generally used.

There is no rule governing the fre-

quency with which a patient should be

bronchoscoped. This must be determined

by the amount of sputum coughed up, and

by the appearance of the temperature

chart. It is sometimes astonishing to note

how quickly all symptoms are relieved after

one or two bronchoscopies, even when the

patient is seen late in the disease.

The question arises, how long should a

patient be treated by bronchoscopy before

turning him over to surgery ? Again, there

is no definite rule to go by. Some observ-

ers have set an arbitrary time-limit of two
months, but this does not appear to us to

be satisfactory, for in some cases two
months would be too long, and in others it

would not be long enough. If, after a rea-

sonable length of time, it appears that the

patient is not responding to treatment, a

more radical means should be adopted.

Those abscesses located towards the peri-

phery generally respond better to external

drainage.

The importance of absolute rest in bed,

both during the course of the disease and

after all symptoms have subsided, cannot

be too strongly emphasized. Even though

the patient is well on the road to recovery

it must be remembered that there is dan-

ger of a relapse. In order to prevent this,

continued rest in bed for the period of a

month should be insisted upon. No case

can be considered cured until the fibrous

tissue, which has been laid down in the

abscess cavity during the healing process,

has been replaced by the expansion of

healthy lung tissue.

While we believe bronchoscopy to be in-

dicated in all cases of lung abscess, there

are certain complications which may ren-

der this temporarily inadvisable. Chiefly

among these are hemorrhage and extreme

prostration, due to sepsis. The patient may
suffer from some coincident organic dis-

ease, but if this is of sufficient severity to

contra-indicate bronchoscopy, his chances

for recovery are very slight.

R. B., white male, aged 37 years, ad-

mitted to the Memphis General Hospital

complaining of fever, pain in the chest, and
a cough productive of bloody, foul-smelling

sputum. X-ray examination showed an
area of infiltration, with cavity formation

in the upper right lobe about the level of

the second rib. The abscess was drained

by bronchoscopy, and about an ounce and
a half of pus was drawn, which had the i

characteristic lung abscess odor. After
J

this the fever ran a little lower. One week !

later the patient was bronchoscoped again, J

and eight days following this the cough
had disappeared, and the patient’s temper- 3

ature did not go above 99. He felt greatly j

relieved, and left the hospital, against ad- j

vice, twenty-one days after admission.

When heard from several months later he 1

was in good condition.

L. N., negro male, aged 37 years, under-

went an appendectomy under ether anes-

thesia. Five days following the operation
\

he developed a cough and a daily elevation

in temperature from 102 to 104 degrees,
j

Soon after this he began coughing up
green, foul-smelling sputum to the amount
of about a quart a day. On examination 1

of this sputum elastic tissue was found.

The predominating organism was the pneu-
mococcus. X-ray examination revealed an
abscess in the lower part of the upper left

lobe. Two months after these symptoms
developed he was referred for bronchos-

copy. After being bronchoscoped twice the

patient recovered, and one month after this

treatment was instituted was discharged

from the hospital. He has had no recur-

rence after three months.

The third case was that of a 38-year-old

negro man who came to the hospital com-
plaining of a cough productive of bloody

sputum, pain in the left chest and fever of

ten days’ duration. X-ray examination

showed an abscess in the left base. He
was bronchoscoped three times and showed
marked improvement. He could not, how-
ever, be made to remain in bed, in spite of

high fever and hemorrhage. After a suc-

cession of hemorrhages he finally died. The
failure in this case, I believe, could be at-

tributed to the lack of cooperation on the

part of the patient. It serves also to illus-
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trate the importance of complete rest in

bed.

R. B., negro female, aged 25 years, was
admitted to the hospital complaining of

pain in the chest, fever and cough at which

time large quantities of foul, purulent spu-

tum were expectorated. Her illness was of

only a week’s duration, yet, when admitted

to the hospital, her condition was critical.

A week following admission she was bron-

choscoped, an abscess having been located

in the right middle lobe. This treatment

was repeated three times, and the patient

recovered.

DISCUSSION

DR. W. W. POTTER (Knoxville) : We are par-

ticularly interested in the abscesses of the lung

from the standpoint of diagnosis and treatment.

There has geen a great deal of debate as to the

mode of infection. Whether this condition arises

from foreign material taken into the lung at the

time of operation on the upper respiratory tract

or whether it is a lymphatic infection or whether,

as believed by1 a great many, infection by way of

venous channels, is immaterial for this discussion.

A patient with a lung abscess from any cause

is in a serious condition and everything must be

done if the patient survives. The bronchoscope

is a very useful instrument in the treatment of

this condition. If there are anyways near as

many lung abscesses as some would have us be-

lieve, I feel that very small percent of them are

fortunate enough to have experienced broncho-

t scopist at hand to treat them. “Close coopera-

> tion between the internist, roentgenologist, bac-

teriologist, bronschoscopist, and surgeon is nec-

I essary in order to adequately and thoroughly
r treat these cases.”

It is quite possible that we overlook some of

I these cases and fail to make a diagnosis. We
very often hear men of wide experience say that

they have never had a case of lung abscess fol-

lowing a tonsillectomy. I feel that this condition

is not observed in this section of the country

as much as in other sections. At one time there

were more cases of lung abscess following ton-

sillectomy reported from Boston than any other

section of the country, and after observing the

technique used in their clinics, it would make
one feel that perhaps the technique had some-

thing to do with the number of cases.

Dr. Lewis has very clearly outlined the symp-

toms and treatment necessary in these cases, and

I wish to stress the importance of close observa-

tion of all cases of upper respiratory tract op-

erations and making a diagnosis as clearly as

possible. The patient should be bronchoscoped

the earliest possible moment, and as often as

deemed advisable in every given case. I am
glad that Dr. Lewis called again our attention

to the so-called idiopathic cases of lung abscess.

I was very much interested in his case reports

and wish to stress the importance of observing

the symptoms as outlined in Dr. Lewis’ paper.

DR. W. D. STINSON (Memphis): The most
salient feature of case reports of bronchoscopic

treatment of lung abscesses is that the earlier

they are submitted to the bronchoscopist, the

better are the results obtained. Many failures

to obtain improvement may be attributed to either

delayed diagnosis on the part of the internist or

failure to appreciate the advantage of bron-

choscope.

Although bronchoscopic treatment remains an

open question, the question, whether or not ev-

ery case should be bronchoscoped can only be

answered in the affirmative for the following

reasons:

1. All lung abscesses are due primarily to an
obstructed bronchus or bronchi. Though the

onset may date from an attack of “flu” or “cold,”

this is purely a presumptive etiological factor

until an objective examination of the bronchi is

made. Polyps, scar tissue, stenosis, foreign

bodies, cancer, or simple inflammatory hyper-

phasia may be the real obstructing factor.

2. Results following bronchoscopy are some-
times out of porportion to the pathology seen.

That is, though no pus is seen, and only a small

quantity aspirated, a surprising improvement
follows.

This has been attributed to restoration of lost

action of the cilia bronchial excursion through
mechanically exciting a parasynpathetic viscero-

visceral reflex (whatever that is) resulting in

renewed enervation. Recently, considerable work
has been done on the relation of oxygen tension

to infection, indicating that pneumococci only

thrive in the lung when there is a reduction in

oxygen tension. It is possible that the dilation

of the bronchi that is! necessarily attendant upon
bronchoscopy may result in a fresh oxygenation

and loss of virulence of the infecting organism.

I sincerely believe that only through continued

efforts on the part of the bronchoscopist, even

in the face of discouraging results, will this very

valuable adjunct be placed on its proper basis.



446 October, 1933

BOTULISM*

Lester C. Olin, M.D., Maryville

B
OTULISM is brought to our attention

due to the fact that it is closely con-

nected with one of the oldest home
industries of the human race. The practice

of preserving food for times of need is a

great deal older than the records of history

itself. This impulse is so deeply imbedded
in man’s nature that it is almost an instinct

much as the instinct of animals and insects

to store food.

In times of financial stress such as the

past few years, this impulse to preserve

food is doubly strong, and is intimately

connected with the train of events that

brought me to be especially interested in

this particular type of food poisoning, since

Botulism is found chiefly in home canned

foods and so much home canned food is

being eaten during these depression times.

Botulism is the type of food poisoning

caused by ingestion of food containing the

toxin of Bacillus Botulinus. Botulism was

first described by I. Kuner in 1817 and by

Justinus Kerner in 1820, being at that time

called “Allantiasis,” the Greek word for

intestine. In 1896 it was called Botulism

by Van Ermenger, taking its name from

the Latin word “Bot” for meat, due to the

fact that at this time the disease had fol-

lowed the ingestion of sausage. It has also

been called limber neck when affecting

chickens and grass sickness when occurring

in cattle and horses.

Since the epoch making clinical and bac-

teriological work of Van Ermenger on

Botulism there has been constant progress

in the knowledge and control of this disease.

Of late years the state of California with its

great universities, has been leading the way
in the research study of this intoxication,

due principally to the fact that one of Cali-

fornia’s greatest industries, the commercial

canning industry, is threatened whenever
an outbreak of Botulism occurs, arising

from some of their products.

*Read before the Tennessee State Medical Asso-

ciation, Nashville, April 11, 12, 13, 1933.

However our greatest source of this

dreaded food poisoning has been in home
canned vegetables. But it cannot be strictly

limited to vegetables or home canned foods

as there are outbreaks due to Bartlett pears,

apricots, ripe olives and meats. And
though no outbreaks have occurred since

1925 from using commercially canned foods,

one of the worst epidemics in history oc-

curred in 1924 from commercially canned
ripe olives.

The Bacillus Botulinus enjoys a wide dis-

tribution, but is found in greatest abund-

ance in the uncultivated mountain soils of

the Pacific coast states. It is not however
found in the Alaskan soil which is acid in

reaction while the soil of Washington, with

80 per cent positive culture, is chiefly neu-

tral. The same is true of Oregon and Cali-

fornia whose positive percentages are 31

per cent and 29 per cent, respectively. The
chief offending vegetables are : string beans

(51),** corn (22), olives (14), beets (15),

spinach (13), and asparagus (9).

Bacteriologically speaking, Bacillus Botu-

linus is a large, slightly motile, anaerobic,

spore forming bacillus growing best at 18°

to 25° C. (90° to 100° F.) The spore is

quite resistant to heat, which sounds the

keynote of the chief reason for difficulty

with this organism. Developing in improp-

erly sterilized food, it produces one of the

most fatal toxins known to mankind. It is

similar in some respects to diphtheria and

tetanus toxin in that they are thermolabile

and have a special affinity for the nerves.

It is interesting also to note that they are all

bacilli and have somewhat the same shape

and characteristics. The Bacillus of Loeffler

differs from the other two in that it is not

a spore former. The toxin of both tetanus

and diphtheria differ from Botulinus in that

they are not absorbed from the gastroin-

testinal tract, while the toxin of Botulism

**Number of outbreaks credited to these vege-

tables.
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is absorbed from the gastrointestinal tract

as well as any mucous membrane. Just how
the toxin of Botulism acts is a subject on

which there is much discussion and wide

divergence of opinion. Of several theories

there are two which are held by the great-

est number of men. One group of research

workers hold the action of the toxin to be on

the central nervous system by a particular

action on the cholesterol and lecithin of

the nerve cells, destroying their ability to

carry impulses. Another group of research

men hold that the action is a curara-like

action, acting on the peripheral terminal

endings as a barrier to impulses and mani-

festing its action by the paralysis of the

motor nerves, especially the cranial motor

nerves. Sensory nerves seem to show no

effect from the action of toxin.

Pathologic findings are not outstanding.

There is a general congestion of all internal

organs, especially notable in the central

nervous system. The basal ganglion show

slight chromatolysis of the ganglion cells

with disappearance of NissPs granules.

There is passive hyperemia of all thoracic

organs and abdominal viscera. There are

small areas of hemorrhage in the lungs and

numerous anti-mortem thrombi are found.

Beyond these findings there is nothing out-

standing in the pathologic picture.

The symptoms of Botulism, though some-

what insidious and delayed in their appear-

ance, are definite, unmistakable, and char-

acteristic of this type of intoxication.

The onset is usually twelve to thirty-six

hours after the ingestion of food containing

the toxin of Botulinus. Weakness and las-

situde are often among the first symptoms.

There may or may not be nausea and vomit-

ing. At about this time or slightly later the

patient complains of dryness of the mouth

and often states that he feels there is a

lump in his throat at about the level of his

collar. Following this he begins to feel

that he can’t swallow but at first he can

swallow water and semi-solids when the

attempt is made. However this symptom
gradually increases in severity until he is

unable to swallow and strangles at the at-

tempt and finally becomes disheartened and

won’t even try. About this time he becomes

unable to protrude the tongue, all the while

the dryness of the mouth has been increas-

ing and a very stringy tenacious mucous
collects in the throat and mouth, with which
the patient struggles rather unsuccessfully

to eliminate. These symptoms increase un-

til coma and death intervene.

Slightly later than the onset of dryness

of the throat the patient notices that he
can’t speak distinctly and clearly and his

tongue feels large and thick. This symptom
increases gradually until it is an effort to

attempt to talk and speech becomes impos-

sible. Death usually follows this in several

hours.

Often one of the early symptoms noted

is a disturbance of vision, though as a rule

it is not noted as soon as the previously men-
tioned symptoms. However, there are cases

on record where ophthalmologists have been

the first consulted because of eye symptoms.
At first the patient may complain of just

a dimness of vision and inability to see at

close range. Perhaps he complains that

he suddenly has noticed that he can’t read

his watch or the newspaper. This eye con-

dition becomes more and more serious with

diplopia and photophobia being complained

of, later scintillation, blepharoptosis, my-
driasis and nystagmus become evident. The
patient, if asked to direct his gaze in a cer-

tain direction, will be forced to turn his

head in that direction as his eyes are

stationary and he cannot shift his gaze

without turning his head. As the intoxica-

tion progresses farther and farther, the

eyes become more and more fixed, with

pupils dilated irregularly and often un-

equally. They cannot accommodate for

either light or distance and are fixed in one

direction in a glassy stare. The lids droop

and they become almost entirely expression-

less shortly before coma and death.

In most cases, almost as soon as the eye

and throat symptoms become evident the

patient complains of extreme weakness and

is exhausted with the slightest muscular

effort. Especially weakened are the muscles

of the neck. In an amazingly short time

he becomes emaciated and his face takes on

the appearance of an extremely sick patient,

which by the way, is true. The eyes be-
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come sunken and the cheeks hollow and
cyanosis begins to make its appearance.

This becomes more and more profound until

death blots out the picture.

I found the blood pressure in all the

cases to be normal or very near it until

very near the end, when the integrity of

the heart contraction is probably impaired.

This is hardly what I expected due to the

toxic, shocked appearance of the patient.

On searching the literature, however, I

found this fact noted by others in such out-

breaks. The temperature is subnormal as

a rule from the beginning of the illness and

continues to become progressively more and

more subnormal until the patient is cold as

a stone.

The hearing at first remains acute,

though it becomes slightly dulled as the

intoxication progresses. The mental facul-

ties remain clear and the reflexes normal to

almost the end.

Objectively the throat takes on a blanched

appearance, resembling a great deal a

throat that has been anesthetized with

adrenalin and novicain in preparation for a

tonsillectomy or other surgery. And in the

patient who lived ten days before dying,

there developed areas of necrosis in the

throat and pharynx, ranging in diameter

from .5 to 1 centimeter. The mucous mem-
brane of the nose seemed to present some-

thing of the same phenomenon and the fact

that during the last two days his nose bled

very profusely and stubbornly led me to

believe that the same condition existed in

his nose.

Obstinate constipation is the rule in this

condition and peristalsis is conspicuous by

its absence. This condition is only slightly

aided by the use of physostigmin and surgi-

cal pitutrine.

Respiratory symptoms at first are not

noted but as the case develops they make
their appearance and apparently are the

ones that bring the case to a close. The first

evidence of this fatal respiratory develop-

ment is that the patient is breathing a little

more rapidly and slightly more shallow than

normally. The respiration gradually be-

comes more labored with a diaphragmatic

paralysis becoming evident and the acces-
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sory respiratory muscles attempting to as-

sume the respiratory function more and
more each hour. This they do to the best

of their weakened ability, but the patient

becomes more and more cyanotic in spite of

all efforts with stimulants and supportive

measures and he finally just stops breath-

ing. Cheney-Stokes breathing may make
its appearance here but more often it does

not. The heart quite often beats on and on,

becoming more and more feeble in its ef-

forts until it is forced to stop. In one of the

cases observed the heart continued to beat

for four minutes and twenty seconds follow-

ing cessation of breathing and in all the

cases I observed the heart continued to beat

after all signs of respiration had ceased.

This fact seemed to demonstrate to me
rather conclusively that death occurs from
respiratory failure, also showing why; a

mistaken diagnosis of pneumonia is some-

times made on the basis of cyanosis, pul-

monary findings and respiratory failure.

The heart performance seems to go along

fairly normally at the onset of the intoxica-

tion and until perhaps from one-half hour
to four or five hours before the patient goes

bad as demonstrated by two of the cases.

The heart rate increases greatly in the last

minutes of life and in one case went as high

as 160 to 180 beats per minute.

The general condition of the patient is

weak from the very beginning but they lie

very quietly and comfortably. There seems

to be no pain or nausea, and as the patient

grows worse he falls into a comatose state

gradually growing deeper. As the curtain

begins to fall the patient becomes restless

and tosses about and seems to fight for air

somewhat like a child with laryngeal diph-

theria. The heart begins to race and weak-

en, fast-failing strength and life itself fades

into death.

CASE REPORTS
In this group of people there were nine

individuals who had eaten together for at

least several days. Of these nine individu-

als seven developed Botulism, six of whom
died and one recovered.

The offending food was found to be a

vegetable soup mixture consisting of corn,
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okra, lima beans, and tomatoes canned by

cold pack method.

The two individuals of the family, the

mother and one boy, nine years of age, who
were not sick did not eat of the soup mix-

ture, stating that it did not taste just right.

The food was consumed on Saturday, De-

cember 24, at 12:00 or 12:30 P.M. The
first to take sick became sick early Sun-

day morning and was the first individual to

die of the intoxication.

CASE NO. 1

Negro male child aged three years. Case

was seen the first time shortly before death.

History was given of the child eating the

fatal soup mixture Saturday, December 24,

at or about noon. The child became sick

in about twelve hours following with the

symptoms typical of Botulism. The child

died of respiratory failure, with the heart

pulsating for several seconds after respira-

tion had ceased. Death came at 10 :00 A.M.,

December 26. At this time four other mem-
bers of the family were sick, varying in

their seriousness somewhat, but all were
manifesting signs of Botulism and were ex-

tremely sick. A tentative diagnosis of

Botulism was made at this time.

CASE NO. 2

Negro male aged sixteen years. Ex-
tremely sick at first visit. Appeared to be

in a toxic, shocked condition. Temperature

97.8, pulse 90, resp. 28. Had taken sick

Sunday morning. Had eaten of soup mix-

ture. Mouth dry, speech very difficult, un-

able to swallow or spit. Eyes fixed, photo-

phobia and unable to distinguish persons

about him. Neck limber. Extreme emacia-

tion and weakness. Respiration more rapid

than normally. Heart strong. B. P. 118/76.

Appeared in no immediate danger at 10:00

A.M., December 26. Bowels were flat. No
peristalsis evident. Enemas unproductive,

though laxatives had been given. Suppor-
tive and stimulating drugs were given at

this time but nevertheless at 11:15 A.M.
the patient began to become comatose and
at 12 :32 P.M. he became quite restless, toss-

ing about and throwing his hands and feet

and struggling for air. The heart was rac-

ing at this time and respiration very shal-

low and rapid. Cheney-Stokes respiration

made its appearance at 1 : 15 P.M. and death

followed at 1 :30 P.M. with the heart con-

tinuing to beat for four minutes and 20

seconds. Post-mortem examination showed
no outstanding findings except anti-mortem

thrombia with areas of hemorrhage and a

passive hyperemia of all thoracic and

visceral organs.

CASE NO. 3

Negro male aged 11 years. Had eaten

of soup mixture on Saturday, became sick

on Sunday morning, December 25, and after

following the usual course died of respira-

tory failure at 9:00 P.M., December 26.

Post-mortem findings were much the same
as in the two preceding cases.

CASE NO. 4

Negro male, aged five years, became sick

on Sunday morning, December 25, with

usual symptoms. Death due to respiratory

failure at 10:30 P.M., December 26.

CASE NO. 5

Negro female, aged fourteen years, had
eaten of soup mixture, became ill Sunday
morning, December 25. When seen Mon-
day, December 26, she was resting easily

and seemed to be in fairly good condition.

There was some dryness of the throat with

a stringy mucous secretion but she was able

to speak and could see objects at a distance.

The eyes, however, became more fixed

throughout the day and other symptoms in-

creased in severity.

There was obstinate constipation with no

peristalsis. This patient was given drastic

cathartics and eight enemas with no results

until surgical pitutrine was used with

physostigmine when a bowel movement of

moderate amount was obtained. Attempts

were made at rectal feeding and treatment

was attempted for the marked dehydration,

with no success.

Patient was very much emaciated and

dehydrated since she could not take any

food or water by mouth. Stimulants in all

forms were used with no effect save for

perhaps thirty minutes. Blood pressure re-

mained normal throughout.
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This patient was the most instructive of

all so far since she was able to talk and
describe her symptoms until Monday eve-

ning when this became impossible. The pa-

tient became restless about 8:30 A.M. and
this quickly changed to the usual picture

of respiratory failure and patient died at

10:30 A.M., December 27.

CASE NO. 6

Negro male, father of family, forty-five

years of age, had eaten of soup mixture,

began to feel badly Monday morning but

stayed up walking about house and helping

take care of other members of the family.

As soon as seen Monday morning a drastic

cathartic was administered, followed, by
enema that afternoon with excellent results.

Fluids were pushed and patient was very

cooperative. Tuesday morning found the

patient having active catharsis and taking

large amounts of fluids. However, his con-

dition did not seem improved and he com-

plained of extreme fatigue and weakness

with a feeling of dryness in his throat and

a sensation of a tight band about his throat

at the level of his collar. Speech was not

affected but he complained of his eyesight.

Partly because of his eyesight being poor

originally I felt that that sign might not be

a correct guide.

From Tuesday to Friday night there

seemed to be little change in the condition

of the patient and the outlook seemed rather

hopeful, with good elimination and the pa-

tient able to swallow solid foods and taking

plenty of fluids. However the eyes were

showing some fixation with photophobia

and indistinct vision. Other symptoms
seemed to be at a standstill.

On Saturday, December 31, the patient

began to. have more difficulty in swallowing

and he began to be very weak. The patient

appeared to have lost at least twenty or

thirty pounds by this time, though he had

been taking nourishment enough for a

working man. On Saturday evening he be-

gan to have very severe epistaxis, which

was very difficult to control. On examina-

tion the nostrils were quite dry and areas

of ulceration were present. Areas of necro-

sis were evident in the pharynx.

The difficulty in swallowing began to in-

crease until by Monday morning, January

2, he was unable to swallow even liquids;

he could not move his eyes and he was ex-

tremely weak, especially in neck muscles.

Blood pressure was normal throughout. His

symptoms continued to increase until he

died on January 3 at 3 :00 A.M., making the

sixth and last death.

CASE NO. 7

Negro male, brother of mother, twenty-

six years of age, ate of the soup mixture

but very lightly, partly because he is a light

eater and partly because the soup didn’t

taste just right. After the noonday meal

on Saturday, December 24, he went to

Knoxville and in the spirit of the occasion

of Christmas Eve drank considerable alco-

holic liquor; becoming sick he vomited up

the stomach contents. He came home and

was slightly nauseated on Sunday morning,

but felt very well and assisted in caring

for other members of the family. On Tues- ;

day morning he mentioned that he couldn’t i

read his watch and felt rather weak and

tired. His. mouth was dry and he also had
;

a feeling that there was a constriction of •

his throat at about the level of his collar

button, which made swallowing difficult. J

However, he was able to swallow all food

and liquids. Under intensive treatment of

elimination, stimulation and support the pa-

tient seemed to .hold his own and in a week

or ten days began to show marked improve-

ment. In four or five weeks he seemed to
;j

have recovered completely except for eye-

sight. His loss of weight was aroufld

twenty to twenty-five pounds at the height

of his sickness. This patient was a very

instructive case since he ran the scale of

all symptoms but was not too sick to ex-

plain and describe his symptoms.

SUMMARY
Seven cases were observed in this epi-

demic, six of which were fatal. The average

length of time between ingestion of food

and onset of symptoms was about twenty-

two hours, with average for the fatal cases

about seventeen hours. The average length

of life after onset was sixty-three and one-
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half hours. All cases presented much the

same symptoms, namely: (1) Subnormal
temperature, 98° to 96° F. (2) Eye symp-

toms of photophobia, mydriasis, Blethopto-

sis, and loss of vision. (3) Throat symptoms
of dryness and inability to swallow or speak.

(4)

Extreme weakness of neck muscles. (5)

Obstinate constipation with loss of intes-

tinal peristalsis. (6) Fatigue and emacia-

tion with rapid termination. (7) All symp-
toms were motor; no sensory involvement.

(8) Characteristic post-mortem findings in

all cases examined.

Diagnosis is usually not difficult. Any
patient showing any symptoms of Botulism

should be questioned in regard to history of

eating any food which might carry the toxin

of bacillus Botulinus, that is any preserved

food of a neutral or slightly alkaline reac-

tion that has not been cooked immediately

previous to eating. Often those who are

sick can be limited to groups or families or

gatherings. The article of diet can often

be eliminated by questioning and inductive

and deductive reasoning. The history com-
bined with the onset of clinical symptoms
and physical findings twelve to thirty-six

hours following the ingestion of question-

able food should lead one to suspect Botu-

lism. Direct diagnosis is based clinically on

nine outstanding findings:

(1) Subnormal temperature from the

onset, becoming progressively lower.

(2) Obstinate constipation with de-

creased or absent peristalsis.

(3) Eye symptoms as mentioned, coupled

with time of onset.

(4) Extreme weakness and emaciation of

apparently healthy individuals.

(5) Swallowing and respiratory symp-
toms.

(6) Death by respiratory failure.

(7) Limberness and weakness of neck

muscles.

(8) High mortality rate with a speedy

termination of case.

(9) Sudden outbreak among a small

group who were closely associated in re-

gard to what they have eaten.

The differential diagnosis is made from
the following

:

I. Belladonna poisoning by

(1)

Excitement and delirium.

(2) History of poison source.

(3) Flushing of face.

(4) Appearance of patient.

II. Epidemic Encephalitis

(1) Presence of fever.

(2) Reflexes absent.

(3) Cerebrospinal fluid content.

(4) Vomiting.

(5) Rigidity of neck.

III. Cerebrospinal syphilis

(1) Blood tests.

(2) Onset.

(3) Disturbances of reflexes.

(4) Paralysis.

Preventative treatment consists of cook-

ing all preserved foods not strongly acid or

alkaline in reaction before eating. Active

treatment is very inadequate and unsuccess-

ful and consists chiefly of the following

measures: First, if possible eliminate as

soon as possible all toxin by gastric lavages,

emesis, enemas and cathartics. Second, in-

stitute all supportive measures possible.

Third, use morphine to quiet the patient and

conserve his strength as much as possible

when indicated.

The commercial Botulinus serum seems to

hold some promise for the future
;
just how

much we are unable to say ;
but at present

it holds little practical value, chiefly because

its value is not established and also because

like other lines of treatment it is too late.

The damage has been done before the treat-

ment can be instituted and the damaged

tissues cannot be restored.

Personally, I have written to several of

the large pharmological houses in regard

to the sera and they tell me that all they

have is a sera being used experimentally for

veterinary purposes which could not be used

for human use. Finally I wrote to the U. S.

Department of Public Health in regard to

the matter. They mentioned a firm in Kan-

sas City who would furnish the serum.

However, it was too late and not knowing

of the firm I had little confidence in what

the results of their product would be since

reputable and large firms had not released

their products for human use.

In conclusion let me say

:

(1) Bacillus Botulinus is a widely dis-

tributed bacteria producing a toxin which
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brings about the most fatal type of food

poisoning.

(2) Botulinus poisoning can be eliminat-

ed by proper heating under supervision of

commercially canned products and boiling

before eating of all home canned vegetables

capable of carrying the toxin.

(3) The action of the toxin is still a

mystery.

(4) The symptoms of Botulinus poison-

ing are clear-cut and unmistakable.

(5) Diagnosis of Botulinus poisoning pre-

sents little difficulty.

(6) Treatment is of little avail in most

cases, however, the sera presents some pos-

sibilities.

DISCUSSION
DR. W. R. CATE (Nashville) : Mr. President

and members of the society: Dr. Olin has given

us a very comprehensive and clear discussion of

the subject of Botulism. He has had a very un-

usual experience and opportunity to observe symp-
toms of Botulism in the family which he has re-

ported.

It is not my purpose, however, to review the

symptoms which he has so clearly presented to us,

but rather the value of his paper, to my mind, lies

in the fact that he has opened to us the whole field

of food intoxication. There is probably no group

of conditions which the medical profession is over-

looking and failing to treat adequately as those due

to improper balance of food and the patient.

I should like to mention three classifications

which it would be well for us to keep in mind in

outlining our diet for our patients and which will

aid us in diagnosing a good many conditions with

which we come in contact from day to day. First,

healthful, normal food and a healthy individual,

but an imbalance or an unbalanced relationship

between diet and individual. To recall a few in-

stances of this kind, we have rickets and scurvy in

childhood, pellagra, sprue, beriberi, nutritional

edemas of various kinds in the adult; we have

certain anaphylactic or allergic reactions such as

urticaria, eczematous skin conditions due to the

reaction of the individual to otherwise normal
food; we have the conditions that come from over-

eating, from starvation diets or undereating,

irregular habits of eating. A great many disturb-

ances which we are called to deal with today are

due to this factor of normal food, normal individ-

ual, but lack of balance between the food and the

individual.

The second grouping is the relationship of

normal food to an abnormal individual. Here we
raise the whole question of the importance of diet

in disease, diet in typhoid fever, diet in heart

disease and in kidney complications, in pneumonia,

diet in many of the conditions which we are called

on to face being an important factor, oftentimes

neglected and being that item which turns the tide

against the patient in so many instances.

Passing on from that to the third classification If

we have abnormal foods in their reaction on normal
jj.

individuals. It is under this classification that the J

subject which has been presented to us this after-
j

noon, Botulism, falls. There is only one food t

intoxication or poisoning, and that is Botulism, r
which has been so clearly described. That is a true I!

toxic manifestation with no evidence of an infec-

tion on the body. In fact, you can take the bacillus a
of Botulism and feed it in fair amounts to ex- a
perimental animals and they will not develop ?
symptoms of Botulism. On the other hand, you

*

can take a small section of a pea pod that contains f

the toxin and give it to the same animal and it will

develop signs of the intoxication—not infection, 1

there is no symptom of infection about it, there

is no temperature, no diarrhea or pain
;
it is simply

a profound, depressing, paralyzing effect on the
]

central nervous system or the nervous system as a

whole of a powerful toxin.

On the other hand we have that great group of

food infections which constitute the important
question for the medical profession, and under |
this heading we get most of the conditions which :

we so wrongly call ptomaine poisoning. As a '*

matter of fact, so far as we can tell from those jf

who study diets rather widely, there is no such S'

thing as ptomaine poisoning if we take the actual '

meaning of the word as an intoxication or a dis-
]j

turbance of the system due to some product of I;

putrefaction of meat, which is the only light in ;)

which we should use the term “ptomaine poisoning.” 1
It has never been proven that there is any product

jj

of meat putrefaction as such that causes any in- .

toxication of the system. Most of these are food

infections caused primarily by the bacillus enteri- 3
tidis, called Gartner’s bacillus, and there are many *

species or types of that infection.

The symptoms here are those of an infection, ,

abdominal pain, diarrhea, temperature, nausea and
j

vomiting, a certain amount of prostration, and re-
|

cevery in this group of cases is almost universal.

Occasionally a patient will die from food infection.

Under this type of abnormal foods in their re-
jj

lationship to or effect upon a normal body we get ;i|

the epidemics of typhoid fever that come from
jj)

milk transmission, certain forms of intestinal up-

sets that ctfme from eating meats that have been

infected, not because they have putrefied, but be-

cause of infection that is present in the meat, and

all the water-borne epidemics of various types.

We also have under this grouping such diseases
»

J

or parasitic conditions as trichiniasis or the hook-

worm disease, coming from eating meat in which

we have the cysts of the Trichina or the various

types of tapeworm.

It would be well if we as a medical profession

could get away from the use of the term “ptomaine

poisoning” and get back to a consideration of these

manifestations, whether they be mild or severe,

which are usually evidences of food infection, and
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would consider the marked importance of this

whole problem.

DR. D. R. THOMAS (Calderwood) : Mr. Chair-

man and Gentlemen of the Tennessee State Medical

Association: Coming from the same county as Dr.

Olin I happen to be a little familiar with this

group of cases which he has reported and also the

efforts he put forth in running down this condition

and following up, so far as possible, all these cases.

He certainly worked hard on this group of cases.

Personally I saw none of the cases and I feel almost

out of place in discussing the paper.

There are only a few points that I might empha-
size which Dr. Olin has brought out and which Dr.

Cate also has brought out. It is an intoxication

by a very virulent poisoning. Poisoning fatal to

man has been known in cases where the food has

merely been tasted and not eaten. The toxin is so

poisonous that only one-millionth of a cubic centi-

meter has been found fatal to a 250-gram guinea

pig in from three to four days.

We have a great many home canned products

being used at the present time, as Dr. Olin men-
tioned. In the series of cases which he reported,

at the time of the taking of the food it was im-

properly heated, it was barely warmed. Had that

food been heated thoroughly the toxin no doubt

would have been destroyed. The toxin is destroyed

at seventy-five degrees within ten minutes, and

for that reason I think when we are asked our

opinion we should insist that all home canned

products be thoroughly heated before using.

One important thing Dr. Olin brought out in his

paper was with respect to the seventh case, the

fellow who took on a large supply of liquor follow-

ing the ingestion of this food, and the only one that

recovered. Alcohol is supposed to detoxicate the

material or poison when brought in direct contact.

At the same time, it is stated by as good an

authority as Cecil that home brew is one of the

materials in which the offending toxin is found

and has been proven to be fatal. I enjoyed Dr.

Olin’s paper very much indeed.

DR. WILLIAM LITTERER (Nashville) : Dr.

Olin is certainly correct in his statement that there

will probably be more of this poisoning from the

home preparing and canning of food especially in

these days of depression. Undoubtedly more
Botulism will take place from home cooked and
home canned food than from manufacturers’

canning, because it is usually improperly done at

home.

The Botulism toxin is the most deadly of all

known poisons.

Any spoiled food, especially canned, should never

be consumed if there is any gas or air coming from
it. It is highly dangerous to even taste an olive

or the broth from olives. One should beware of

the juice of olives that is turbid; there is some-
thing wrong with an olive liquid that is not clear.

As to the treatment or prevention, the anti-

toxins which we have are of two types, the A and

the B
;
the antitoxin should be polyvalent in nature.

It is a specific, if you can get it in time. Most of

them we get too late and of course nothing can be

done, but in the cases that develop two or three

days later it probably will do some good.

Several years ago I made some experiments with

alcohol and found that alcohol in the strength of

whiskey would have a marked detoxifying effect

on the Botulinus toxin. This has been shown in

the Canton, Ohio, outbreak and other outbreaks in

which those that imbibed freely in highballs escaped

while those who did not died.

Finally as to whether it acts on the peripheral

nerves or the central nervous system and the brain

proper, I have done some work along that line and
found that by mixing the gray matter and Botu-

linus toxin that it promptly combined and was neu-

tralized. I think that this is evidence that it is at-

tacking directly the nervous tissue rather than the

peripheral nerves.

DR. LESTER C. OLIN (Closing): I want to

thank the gentlemen for the kind discussion they

have given this subject. I wish also to give a little

added information about this fellow who actually

recovered. Friday I went over to see him and I

found his eye symptoms practically gone, but he

was having trouble with his eyesight. He went

to an oculist and was fitted with glasses. I went

to the oculist and got his report. He stated that

the patient was hyperopic, that is that the sphinc-

ter muscle of the eye was not working properly and

was admitting too much light; for that reason he

gets a photophobia and cannot stand light. Just

what the outcome of that will be I cannot say yet,

but I believe he will finally recover from it com-

pletely.

The Doctor spoke of killing the toxin. He said

seventy-five degrees
;

I presume he meant Centi-

grade.

As to the alcohol, I am still at sea on that.

I found a number of cases reported in which a large

amount of home brew had been used and still the

patients died. But I have come to this conclusion

about it: I don’t believe there is enough alcohol

in home brew to neutralize the toxin, and perhaps

the reason that you get neutralization in whiskey

or in a highball or something of that sort with a

high percentage of alcohol is because alcohol is

there in high percentage and in home brew it

often isn’t there, they just thinks it is.

With reference to the mortality, the records are

seventy-six to eighty per cent mortality for

Botulism, and ptomaine poisoning is one per cent,

so it is a horse of a different color in that respect.

Dr. Marie, in France, accidentally took a small

amount of this into his eye, rather it splashed

into his eye, and he rushed to a water faucet and

washed it out, and knowing his danger he went

ahead and made his will, fixed up all his affairs

and promptly died in four days, demonstrating to

you something of the strength of this toxin.
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EDITORIAL

A Worthy Public Servant

The term “worthy public servant” cannot

be applied to all of our public servants in

Tennessee. We have one, however, to whom
it is applicable, in our opinion.

Dr. W. S. Farmer has been the Superin-

tendent of the Central State Hospital for

about seventeen years. He brought into the

institution a background acquired in a large

general practice. He brought into it a

broad knowledge of medicine. He brought

into it a sense of integrity unexcelled. He
brought into it an energy and an enthu-

siasm.

He has made progress but his progress

is not of the type that characterized much
of the progress in recent years. It was not

the progress of a thriftless spender of

public funds.

Many years ago he recognized the rela-

tionship between crime and mental diseases.

He has pursued his studies and his work
with a dogged determination but it has not

made him so biased as to think that all

criminals will respond to generous treat-

ment.

He has made himself a leader in the

progress that is being made along this line.

Just recently he was a member of a board

of twenty from the United States and

Canada called together for the purpose of

formulating sound policies for teaching and

administration.

Dr. Farmer has committed some out-

standing political sins. These sins, fortu-

nately, are to his credit.

He has committed the sin of failing to

squander all the funds that legislatures ap-

propriated for his use. He also committed
the sin of actually returning funds to the

state treasury. He has committed the sin

of failing to be governed in his official acts

by political influences.

Dr. Farmer is in deed and truth a worthy
public servant.

Let's Keep the Record Straight

Under date of September 15, 1933, the

following statement appeared in a news :

item concerning a meeting of the Public I

Health Council: “The Council is appointed

by the Governor from nominations made by
the State Medical Association.”

This particular statement, of course, is ],

a gross error, either accidental or inspired,
j

The list of nominations made by the

House of Delegates of the State Medical As- J

sociation was as follows

:

West Tennessee

B. C. Arnold, Jackson.

M. A. Blanton, Union.

A. F. Paschall, Puryear.

J. C. Ayres, Memphis.

F. Tom Mitchell, Memphis.

J. R. Lewis, Ripley.

East Tennessee

R. B. Wood, Knoxville.

Tom Barry, Knoxville.

D. R. Thomas, Calderwood.

W. D. Anderson, Chattanooga.

L. T. Stem, Chattanooga.

W. B. Campbell, Cleveland.

Middle Tennessee

T. R. Ray, Shelbyville.

E. M. Fuqua, Pulaski.

M. L. Hughes, Clarksville.

John M. Lee, Nashville.

C. M. Hamilton, Nashville.

W. G. Kennon, Nashville.

It is worthy of note that not a single one

of the nominees of the State Medical Asso-

ciation was named on the Council.

The Medical Profession and the
Depression

One of the leading general practitioners

of Middle Tennessee came in the office yes-
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f

terday and when asked about economic con-

i ditions in his community his reply was to

|

the effect that he had not collected from his

j

practice enough money to cover his ex-

penses. He did not make the statement in

a spirit of complaint. He said that he re-

j

sponded to calls just as if he was being paid

and rarely discussed the matter of pay be-

cause it was often embarrassing.

This man is located in a small town in one

of the best agricultural sections of Middle

Tennessee. Some of his practice lies in a

I

county which supports a county health unit.

|
The plight of this doctor is the plight of

many, if not a majority, of doctors from
information which comes to us.

There is always in every community some
indigent people worthy of charity. Doctors

have always regarded services to these as

part of the routine of their work. Their

code of ethics calls for it.

Before the depression began the propor-

tion of people who could pay for services

was relatively large and the proportion of

people who are worthy of charity was rela-

tively small.

In the last four years many changes have
taken place. The proportion of people who
cannot pay for services is relatively large,

and the proportion of people who can pay is

relatively small, regardless of their wealth

in farms, homes, etc.

Doctors have been carrying on through
this depression without complaint. They
have carried on, cheered to some extent by
the hope of a better day. That better day
may be on the way but it is not here now.
The poor of a community have always

been regarded as the special charges of the

voluntary charities of the community—that

is with respect to such necessities as food,

clothing, and shelter, but the number of in-

digents has multiplied to such an extent

that local voluntary agencies are over-

whelmed just as doctors are overwhelmed
with the enormous burden of worthy
charities. The burden of relief to the in-

digent has been assumed to some extent by
the state and national governments

;
that is

with respect to food, clothing, and shelter.

There has been slight, if any, disposition to

give relief to the practitioners of medicine

whose services may or may not be classed

as a necessity.

In our opinion services to the sick may
properly be classed as necessities. The fol-

lowing authority might suffice to substan-

tiate such an opinion

:

“For I was an hungred, and ye gave me
meat : I was thirsty, and ye gave me drink

:

I was a stranger, and ye took me in:

Naked, and ye clothed me: I was sick,

and ye visited me: I was in prison, and ye

came unto me.”

The author of the Christian religion cer-

tainly classed services to the sick as one

of the important services to mankind.

Some counties in which the economic con-

ditions are as described above have appro-

priated money out of the county treasury to

support so-called county units. Certainly a

county health unit properly organized and
directed may be capable of rendering worth-

while service if it can be afforded.

At the present time a majority of the

work of these units consists of the adminis-

tration of immunizing treatments to pre-

vent smallpox, typhoid and diphtheria

;

making some school inspections; in carry-

ing on a minor amount of sanitary work
and in carrying on a considerable amount
of publicity work.

The relative importance of these activi-

ties can be overestimated and oversold

and their costs can be multiplied enor-

mously.

The administration of typhoid vaccine

to an entire country school requires little

time; very slight overhead expense and no

more skill than is required to administer a

hypodermic injection of any kind. This

particular activity, however, lends itself

beautifully to the purposes of publicity. The
entire time, expense and skill involved in

giving such treatment to an entire school

would not be equal in many instances to the

time, skill and expense required to give

proper attention to an indigent woman in

confinement in the same community by the

local general practitioner. The latter ac-

tivity does not lend itself to the purposes of

publicity. Relatively few people will know
anything about the incident. The practi-

tioner, of course, has no publicity bureau to



456 EDITORIAL October, 1933

prepare articles for the county newspaper.

The doctor in charge of a local health unit

draws his salary from the state. For these

times it is a high salary. The state defrays

the cost of his transportation. The state

pays his office rent and the state pays for

his office help. He has no expenses of

operation.

There is not a graduate practitioner in

the state who is not perfectly capable of

administering any of the several vaccines

and sera for the prevention of these various

diseases. If the practitioners were paid a

reasonable sum for these activities this

income would help defray their office ex-

penses and help them get by in this crisis.

Such a plan is being carried out in at least

one state with efficiency and economy.

The maintenance of such county health

units, on their present scale of activities and
costs, serves to multiply trouble and solves

none. It multiplies trouble by multiplying

the tax burden. It multiplies trouble by
whatever degree their activities interfere

with the practitioners of medicine. It fur-

ther serves as an aggravation. The practi-

tioner is becoming weary and agitated at

seeing such doctors employed by the state

at a steady extravagant income, going about
their day’s work with never a night call.

Some doctors are becoming envious also.

They are beginning to conclude that they,

too, would prefer such a lucrative job to the

task they have. They are beginning to feel

that the community is far more appreciative

of the activities, of the political doctor than
they are of the family physician with his

many and varied problems which he solves

in relative silence.

It is perfectly reasonable to assume that

the present state of affairs will not long

endure. It cannot. Some political leaders

see the activities of the local unit and begin

to say right away, that all medical services

might be performed by some such a unit.

Such leaders, of course, know nothing of

the many intricate problems involved in the

delivery of the proper care of sick people.

Their conclusions are based on the political

popularity of the scheme. Some doctors

are now willing to support such a move-

ment, chief among them are doctors who do

not and never have practiced medicine

;

others among this group are doctors who
are getting tired of their struggle under
existing conditions. They are driven by
circumstance to the conclusion that such a

state of affairs might be an improvement
over their present economic plight.

The times are propitious for the promo-
tion of such communistic activities. If such
a movement gains much headway it will

mean the adoption of state medicine. In

that event all doctors will draw a salary !

from the state. They, of course, would use
j

the method of political pull to achieve the
1

more desirable assignments—thus the tur-

moil would start. The patient will then call

the headquarters of the local medical relief

establishment for attention. The doctor

who happens to be on duty will make the
j

call. The doctor assigned to the case may
]

be personally and professionally very ob-

jectionable to the patient, but the objection

will have no weight. The old expression,

“we are in the army now,” will apply.

Such a situation is so completely out of

step and out of harmony with the spirit of

liberty that made our country free and

great that one shudders to imagine that

such a situation could come about, but it is

on the way just as certain as present con-

ditions and policies are continued.

Of course one wonders where the money
will come from to defray such public ex-

penses; how homes will stand up under

such tax burdens. Strange as it is those

who promote these ideas don’t finance them.

When the number of state employees has

been multiplied to where their voting

strength will be almost overwhelming,

then our democratic form of government

will end because the number of state em-

ployees with their friends can outvote the

humble taxpayers, and vote themselves

whatever salary they may choose. If the

spirit of the people is such as to permit it,

it will continue. When the spirit of the

people becomes rebellious to such conditions

the rebellion will be on. We will then be

confronted with the task of sacrificing

more lives in fight for freedom than all the

political units could save in a generation of

their work.

s
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DEATHS
Dr. H. J. Hayes, Memphis; Medical Col-

lege of Virginia, Richmond, 1914 ; aged 44

;

died September 15, of a heart ailment.

RESOLUTIONS

RESOLUTIONS ON THE DEATH OF
DR. A. R. McTEER

Dr. A. B. McTeer, seventy-six years of

age, died at his home, at Rockford, Tennes-

see, on August 12, 1933, at 9:30 P.M. He
practiced his profession faithfully for 50

years. He was one of the original mem-
bers of the Blount County Medical Society.

The passing of Dr. McTeer removes from
our county and community one of its most

eminent practitioners, and deprives the

medical profession of one of its most valued

members. His many friends have every

reason to mourn his loss and will receive

the sad news of his death with great sorrow.

Those of us who had the opportunity to

know Dr. McTeer intimately learned to love

him and to admire him, and were impressed

with his standards as a man, his wisdom,

his kindness, his sincerity, his noble senti-

ments and his skill as a physician. He was
an able conversationalist, giving expression

to the noblest sentiment with the reflection

of hope, kindness and good will to his pa-

tients and many friends.

He was a devoted husband, father, friend

and always ready to give honest and helpful

counsel to the younger men of his loved

profession.

In recognition of these noble attributes,

the Blount County Medical Society extends

to the family and relatives of Dr. McTeer
its deep sympathy in their loss.

We will miss his wise counsel, his helpful

assistance and above all the example he set

by his careful conscientious work as a

physician.

Be it resolved that a copy of these resolu-

tions be sent to the family of our deceased

brother, also a copy to the Journal of the

Tennessee State Medical Association, a copy

to our local press and that a copy be spread

on the minutes of the Blount County Medi-

cal Society.

Signed,

C. C. VlNSANT,

G. W. Burchfield,

G. D. Lequire,

Com. on Resolutions .

WOMAN’S AUXILIARY

President Mrs. W. 0. Floyd, Nashville
President-Elect Mrs. Willis Campbell, Memphis
Press and Publicity

Mrs. W. W. Wilkerson, Jr., Nashville

We wish to call the attention of every
Auxiliary member to the fact that the
Auxiliary news which formerly was sent
each month in letter form to the presidents,

and press and publicity chairmen, of the
various States, will now be published
monthly in the American Medical Associa-
tion Bulletin. Mrs. R. E. Fitzgerald, the
national press and publicity chairman, will

edit this material, which will be composed
in part of the high lights taken from the
reports of the State Auxiliaries. This
method will have the advantage of making
this splendid material accessible to every
Auxiliary member. We hope each member
will obtain her husband’s copy of the Bulle-

tin each month and will avail herself of the

opportunity of reading this interesting and
helpful news.

REPORTS OF LOCAL AUXILIARIES
Knox County

Mrs. Carl Martin, President

During the meeting of the East Tennessee

Medical Society at the Andrew Johnson

Hotel in Knoxville, on September 12, a pro-

gram in the interest of State organization

of the Auxiliary was held for the ladies.

This was at the instigation of Mrs. R. G.

Reeves, the Vice-President for East Ten-

nesseeAuxiliary and therefore the chairman

of organization. The Knox County Auxil-

iary gave a dinner to the visiting doctors’

wives. The program at this dinner in-

cluded a paper by Mrs. Theodore Morford,
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Vice-President for Middle Tennessee, on

“Organization.” The purpose of the paper

was to stimulate organization among the

unorganized counties. The philanthropic,

public relations, and social phases of the

Auxiliary were emphasized. The program
also included a splendid and gracious talk

by Dr. A. H. Lancaster, the President of the

East Tennessee Medical Society. Dr. Lan-

caster expressed his appreciation of the

Auxiliary work in the past, and his desire

to cooperate with the Auxiliary in every

way. Several ladies from adjacent towns

joined the Auxiliary as a result of this

splendid meeting.

Shelby County

Mrs. W. T. Black, President

The Auxiliary has been cooperating en-

thusiastically with the NRA. At the first

meeting of the fall, a well-attended lunch-

eon held at the University of Tennessee,

Mrs. T. N. Coppedge was the speaker. Mrs.

Coppedge, a doctor’s wife from Memphis,

was appointed by the Governor as the NRA
chairman of West Tennessee. The occa-

sion was a Public Relations meeting of the

Auxiliary, held in the form of an elaborate

luncheon in conjunction with an NRA mass

meeting. Mrs. W. H. Gragg, the Public Re-

lations chairman of the Auxiliary, was in

charge, with Mrs. E. C. Mitchell in charge

of the luncheon. Mrs. W. T. Braun was the

NRA chairman for the Auxiliary and Mrs.

D. H. James had charge of the distribution

of the tickets among the members.

Davidson County

Mrs. B. F. Byrd, President

On Monday, September 18, the Board of

the Davidson County Auxiliary met at the

home of Mrs. Carl McMurray. Mrs. B. F.

Byrd, the President, conducted the meeting.

Plans were made for the year’s work. At
the conclusion of the meeting a delightful

luncheon was served by the hostess.

The President, Mrs. W. 0. Floyd, has

called a meeting of the State Board of the

Auxiliary, for October 9th in the private

dining room of the Y.W.C.A. in Nashville.

PERSONAL ITEMS
Born, on August 29, to Dr. and Mrs. S.

W. Ballard of Nashville, a girl, Joyce Burn-
ham.

Born, on September 13, to Dr. and Mrs.

Eugene Orr of Nashville, a girl, Sarah Clay.

This is the Orrs’ fourth daughter.

Dr. and Mrs. Dewey Peters of Knoxville

are planning to attend the F.A.C.S. meeting
in Chicago.

Mrs. W. 0. Floyd, Mrs. B. F. Byrd, Mrs.

Theodore Morford and Mrs. Herschell Ezell

of Nashville attended the meeting of the

Auxiliary in Knoxville on September 12.

NEWS NOTES AND COMMENTS

Friends of Dr. Stuckey McIntosh will be

glad to know that he is steadily improving

at the Veterans’ Hospital in Legion, Texas.

Dr. J. E. Mathis recently resigned his

position at the Eastern State Hospital at

Knoxville and has opened his office in Dick-

son.

Dr. Philip H. Levinson has opened his

offices in the Medical Arts Building, Chatta-

nooga, and will specialize in internal medi-

cine and diagnosis.

Dr. R. M. Workman, after completing his

interneship at St. Thomas Hospital, Nash-

ville, has opened his office in Clarksville.

Dr. H. P. Clemmer has opened his office

in Milan.

Dr. Wm. A. Wiley has completed four

years interneship at Kings County Hospital,

New York, and opened his office in Kings-

port.

Dr. J. M. Miller, of Huntsville, Alabama,
has moved to Clarksville. Dr. Miller’s prac-

tice is limited to diseases of the eye, ear,

nose, and throat.
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Dr. Walter E. Gibson, of Portageville,

Missouri, has moved to Obion and opened

his office.

DOCTORS DEMAND CASH
Call for Money-In-Advance From Those

Behind With Bills

By United Press

M’CREA, Ga., Sept. 16—Telfair County
physicians are out to abolish the old saying

that “the doctor’s bill is the last one to be

paid.”

Today, 13 physicians of the county

launched their cash-in-advance campaign
to delinquent patients.

“We’re demanding our cash in advance

of some of these patients who are behind in

their bills because collections have been so

poor that we doctors have been very greatly

embarrassed financially ourselves,” Dr. J.

W. Neal, one of the county physicians, told

the United Press. — Knoxville News-Sen-
tinel.

Dr. George Carpenter announces the re-

moval of his office to 804 Bennie-Dillon

Building, Nashville. Practice limited to

orthopedic surgery.

Having completed special postgraduate

courses at Vanderbilt, the following doctors

have resumed practice in their home towns

:

Drs. L. L. Highsmith, Kingsport
;

T. J.

Stockard, Lawrenceburg
;
A. J. Willis, Em-

breeville.

On August 31, the Herald of Dayton,

Tennessee, carried the following interesting

item of news:

“HEALTH OFFICIAL HERE”
“Mrs. Arch Trawick, state depart-

ment of Health Official, is visiting Rhea
County and will be here some time next

week. She will inspect the building

and grounds as to their sanitary con-

ditions and we hope she will find every-

thing presentable.”

We wonder, after looking through a cur-

rent number of one of the leading maga-

zines, just how much longer Methuselah

might have lived had he had cod-liver oil,

ultra-violet rays, Listerine, Fleischmann’s

yeast, and many other items.

Dr. J. B. McElroy, professor of medicine,

University of Tennessee, and past president

of the Tennessee State Medical Association,

was one of the principal speakers last

month at the meeting of the Southwestern
Virginia Medical Society.

Dr. Jesse Hill has issued the attendance

record of the Knox County Society up to

October 1. The number of meetings at-

tended by every member is given. It is

very interesting to note the interest of the

members in the work of their society. Nine
members have been present at all thirty-six

meetings. We believe the members of the

State Association will be interested in know-
ing who have these perfect attendance

records, so here are their names

:

R. B. Wood, Jesse C. Hill, J. H. Gammon,
J. B. Naive, Geo. M. Trotter, Phillip

Thomas, M. S. Roberts, Cnas. F. Clayton,

Kyle Copenhaver.

Fifteen others have been present at thirty

or more meetings. Twenty-two have at-

tended twenty to twenty-nine meetings.

Twenty-eight have been present ten to nine-

teen times. Thirty-nine have attended less

than ten times each. Eighteen members
have not attended a single meeting.

MEDICAL SOCIETIES

Blount County:

This society announces the following pro-

grams for the next four meetings:

October 19—“Causes of and treatment of

Chorea,” by Dr. L. C. Olin. Discussion

opened by Dr. D. T. Thomas.

October 26—“Problems of Tuberculosis

Infection in Childhood,” by Dr. G. D. Le-

quire. To open discussion, Dr. L. C. Olin.

November 2—Address by Dean James D.

Hoskins, University of Tennessee.

November 9—“Acute Infections in Child-
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hood,” by Dr. E. L. Ellis. To open dis-

cussion, Dr. B. E. DeLozier.

Carroll-Henry-Weakley Counties

:

Dr. James Overall and Dr. Horton Cas-

paris, of Nashville, were the essayists at

the September meeting. A large group of

doctors was present.

Davidson County:

September 19—‘The Relation of Cellular

Structure of Brain Tumors to Therapy,” by

Dr. Cobb Pilcher. Discussion opened by

Dr. T. D. McKinney.

September 26— “Chronic Pelvic Infec-

tions,” by Dr. C. S. McMurray. Discussion

opened by Drs. R. S. Duke and W. C. Dixon.

October 3—“Cancer of the Uterus and

Cervix. Is It Curable?” by Dr. Lucius

Burch. Discussion opened by Dr. H. M.

Tigert.

October 10 —- “Back Injuries,” by Dr.

George Carpenter.

October 17—“Resection of Superior Hy-

pogastric Plexus for Interstitial Cystitis,”

by Dr. H. L. Douglass.

Hamilton County:

For the next four meetings the following

papers are scheduled:

October 19—“Surgery of the Spleen,” by

Dr. W. D. L. Record.

October 26—“Lymphopathia Venereum,”

by Dr. G. Victor Williams. “Fever Therapy

in Syphilis,” by Dr. John W. Bradley.

November 2 — “Non-surgical Manage-

ment of Acute Sinusitis,” by Dr. Willard

Steele. “Otitis Media,” by Dr. S. H. Long.

November 9—“The Ideal Operation for

Undescended Testicle and the Necessity for

the Operation,” by Dr. E. Dunbar Newell.

Knox County:

The Knox County Medical Society an-

nounces the following speakers for future

meetings

:

October 17—Dr. John D. Moore.

October 24—Dr. H. E. Christenberry.

October 31—Dr. Herbert Acuff.

November 7—Dr. Tom R. Barry.

November 14—Dr. E. A. Guynes.

Sullivan-Johnson Counties:

On September 6, there was a subscription

dinner at Hotel Bristol. The guest of honor

and after-dinner speaker was Dr. C. S.

Butler, commanding officer of the Naval
Hospital, New York City.

Washington County:

The November meeting will be held on

the 2nd of the month. The program at that
j

time is “Diseases of the Rectum,” by Dr.

H. M. Cass. Discussion by Dr. E. T. West.

“Clinical Endocrinology of the Female,”

by Dr. C. H. Long. Discussion by Dr. C.

W. Friberg.

Williamson County:

The program of the September meeting

was a paper on “Nephritis,” by Dr. Dan
German, Jr.

Wilson County:

The next meeting will be on November 2,

at which time Dr. L. D. Allen, Smithville, I

will discuss “Diarrhoeas of Children.”

OTHER MEDICAL SOCIETIES

The Walnut Log Medical Society will

meet at Walnut Log Lodge on Reelfoot Lake
October 26. A good scientific program has

been prepared. Those who are planning

the meeting promise a good time to all

present.

At the meeting in September the East

Tennessee Medical Society elected officers

as follows:

President—Dr. J. A. Hardin, Sweetwater;

Vice-President—Dr. E. T. Brading, John-

son City;

Vice-President—Dr. H. A. Roberts, Rock-

wood
;

Secretary-Treasurer—Dr. H. A. Calloway,

Maryville.

The Middle Tennessee Medical Associa-

tion will meet in Murfreesboro on Novem-
ber 23, 24.
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ANESTHESIA
By Hugh Barr, M.D.

Medical Arts Building, Nashville

Trends in Obstetric Anesthesia. J. Decherd Guess, M.D.,

Greenville, S. C. American Medicine, April, 1933.

There is a tendency to standardize the conduct

of labor in general and particularly obstetrical

analgesia. Laymen have written articles describ-

ing some mode of obstetrical analgesia and thereby

have created a demand for it as in the case of

“twilight sleep.” Before the limitations and

dangers of this method were known, many babies

lost their lives.

Both ether and chloroform are used extensively

and serve well for analgesia or anesthesia, when
relaxation is desired, as in the perineal stage.

They have a tendency to shorten or abolish labor

pains. Ether is unpleasant and irritating to air

passages, liver and kidneys. Chloroform is cardiac

and hepatic poison.

Nitrous oxide is useful and popular but requires

a bulky apparatus, is expensive, and can’t be con-

veniently used outside a hospital. Ethylene has

the same faults as nitrous oxide plus the danger of

explosions unless there are expensive and elaborate

safeguards. Gwathmey’s synergistic method is not

suitable for routine use although it is a very

scientific method that can be used by almost any
physician.

Various salts of barbituric acid have been more or

less used. They often cause marked excitement,

interfering with cooperation of the patient, and

have increased the use of forceps. No agent is

satisfactory in every case of normal delivery. Each

of the methods mentioned is valuable in certain

cases. It is well for the physician to acquaint

himself with several safe methods.

DERMATOLOGY
By E. E. Brown, M.D.

Doctors Building, Nashville

Sodium Dehydrocholate in Arsphenamine Poison-

ing, A Preliminary Report. By Bernard Appel,

M.D., Assistant Physician, Department for Dis-

eases of the Skin, Boston City Hospital, Boston,

Mass. Archives of Dermatology and Syphilol-

ogy, March, 1933.

The author had a recent discussion with Dr. I.

R. Jankelson about his work with sodium dehy-

drocholate in cholecystography and during the

conversation it occurred to him that this drug,

owing to its choleretic action, might be of value

in the prevention and treatment of damage to the

liver by arsphenamine and other arsenicals. The

liver is the principal organ concerned in the me-

tabolism of arsenicals. Osborne and others in a

recently reported series of experiments on rabbits

have shown this definitely by means of micro-

chemical studies.

1. Arsphenamine in therapeutic doses is rapid-

ly metabolized in the liver.

2. After a lethal dose of arsphenamine, the

liver contains a maximum amount of arsenic and

is apparently the only organ of storage.

3. One hour after a lethal dose of neoarsphena-

mine, all parts of the lobules of the liver are

loaded with arsenic.

4. Twenty-four hours after a lethal dose of

tryparsamide, the liver begins to show degenera-

tive changes. Thus, most of the damage to the

liver is apparently done within the first few hours

after the administration of the arsenical. It seems

logical to state that symptoms related to this

damage could be controlled if this early storage

of arsenic could be prevented. If it were possi-

ble to produce an increase in the rate of excre-

tion of bile and to maintain this for some hours

following the injection of an arsenical, this would

constitute a washing-out process during which it

would be difficult for arsenic to become stored.

There are two types of reaction to the arseni-

cals that are related to liver metabolism, viz:

jaundice and gastro-intestinal reaction character-

ized principally by nausea and vomiting.

Dehydrocholic acid was developed by Hammar-
sten in 1881 and introduced for clinical use by

Neubauer in 1923. It is an oxidation product of

cholic acid, one of the bile acids. The sodium

salt is freely soluble in water, is weakly alkaline

in reaction and has a bitter taste. It does not

have the toxicity of other bile acids.

Administered intravenously it causes definite

increase in the bile excretion. This is most

marked for the first thirty minutes and continues

for a total of about ninety minutes. The only

known contraindication to its use is the absence

of bile in the stools.

C. Costinescu of Bucharest treated seventy-six

syphilitic patients with large doses of arsphena-

mine (15 mg. per kilogram of body weight) by

mixing the arsphenamine solution with 5 cc. of

20 per cent solution of sodium dehydrocholate

before injection without encountering toxic re-

actions.

A. Savulesco, Hans Abelsohn and the author

reported a number of cases treated with this re-

sult.
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OPHTHALMOLOGY
By Robert J. Warner, M.D.

Doctors Building, Nashville

The Tolerance of the Eye for Intra-Ocular Foreign

Bodies. G. Nardi. Archives of Ophthalmology,

September, 1933.

Various substances which enter the eye as

foreign bodies are classified with respect to their

irritating properties. Copper, iron, and mercury
are most harmful while lead comes between this

group and gold, silver, and glass, which are well

tolerated. Fifty-six cases of penetrating wound
observed by the author are summarized. Sixty-six

per cent were due to pieces of iron. In four the

foreign body was brass, in three limestone, in two
a thorn, in two a bird shot and in one each a

fragment of zinc and pewter, a piece of wood, a

straw and an eyelash. In four the nature of the

body was not determined. Fifteen of the bodies

were localized in the posterior half of the globe,

fourteen in the anterior portion of the vitreous,

five in the lens, seven in the iris and five in the

anterior chamber. Cataract developed in nineteen

cases, panophthalmitis in two and detachment in

two. Signs of inflammation of the other eye ap-

peared in two cases, subsiding promptly when the

wounded eye was removed.

In one case a minute piece of steel was retained

in the lens for eight months with moderate sider-

osis. It had become absorbed so that it was not

revealed by roentgen examination. Vision was
8/10. In another case a piece of copper was re-

tained for seven years. The characteristic changes
in the lens were present, but vision remained 5/10.

All magnetic bodies were removed when possible,

the transscleral route being employed when the

lens was clear. Some of the non-magnetic bodies

in the anterior segment were also removed. Thir-

teen eyes were removed. In twenty-six eyes vision

of 1/10 or better was obtained.

PEDIATRICS
By John M. Lee, M.D.

Doctors Building, Nashville

Postvaccinal Encephalitis. Samuel Newman, M.D. The
Journal of Pediatrics, September, 1933.

Since 1905 numerous cases of encephalitis follow-

ing vaccination for prevention of smallpox have
been reported. In the United States more than
seventy cases have been reported in the past ten

years, while European literature records several

times that number. There are two theories as to

the cause of this condition that are stressed by a

majority of writers. First, that the condition is

due to the activation of a latent virus in the brain
tissue. Second, that the vaccine virus itself causes
the disease. Neither theory has been proven.

The symptoms develop abruptly in from two

days to three weeks after vaccination. Headache,
vomiting, fever, and lethargy with paralysis are

the most frequent symptoms. There may be con-

vulsions and rigidity of the neck. The clinical

picture is not uniform. It may simulate tetanus,

tuberculous meningitis or poliencephalitis. While
death may result, recovery, when it occurs, tends

to be complete, sequelae being very rare.

The pathology is characteristic, involves both
the brain and spinal cord, and shows a preference

for the white matter, but the gray matter is also

affected, but to a less degree. The brain and cord

are diffusely affected. The chief lesion is adven-
titial and periadventitial round cell infiltration,

with areas of myelin degeneration about the smaller

vessels. There are no uniform blood and spinal

fluid changes. The spinal fluid may or may not

show increased pressure, increased cell count, or

increased globulin. The fluid is sterile, and has
shown a positive qualitative test for sugar in all

specimens tested.

In those countries where vaccination for preven-

tion of smallpox is practiced in infancy, none, or

very few cases of postvaccinal encephalitis have
developed. Hence it would appear that primary
vaccinations should be performed during the first

year of life. It is also advised that no person be

vaccinated unless he is in perfect health. Attenu-

ated vaccine should be used, and the procedure

should be carried out with a minimum of trauma.

Details of 13 cases reported are given in tabular

form and the author adds a case report.

SURGERY— GENERAL AND
ABDOMINAL

By John L. Dies, M.D.

1213 Exchange Building, Memphis

Diagnosis and Treatment of Injuries of the Head.

Walter E. Dandy, M.D. Journal of the American

Medical Association, Volume 101, No. 10, Septem-

ber 2, 1933. Pages 772-775.

The fact that the patient quickly recovers from
the immediate effects of an injury does not by any
means indicate that his troubles are past. There

are several late effects which I shall mention but
,

briefly. Posttraumatic neurosis is by far the most
common sequel. This is not dependent on the

severity of the injury; in fact, it usually occurs in

those of minor type. Often a disturbing diagnosis

because of the varied and persistent symptoms, it

nevertheless is usually easy to differentiate from
organic lesions.

Epilepsy probably is next in frequency. Any
cranial injury of severity is a potential source of

convulsions, but to cause convulsions the injury to

the brain must be due either to some focal lesion,

such as a depressed fracture, or to a generalized

injury of the brain, in which the loss of con-

sciousness has persisted for several hours. Except
when due to a depressed fracture, the convulsions

usually begin within a year and a half to two
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years after the injury; those due to a focal injury

may occur at any time. For medicolegal reasons

it is necessary to evaluate injuries very carefully

before estimating the causal relationship.

If meningitis develops, it will appear within the

first few days—usually within the first forty-eight

hours after the injury. It is due to the ingress

of an infection through a crack which runs through

the infected paranasal or mastoid sinuses. Cis-

ternal drainage will save a certain number of the

nonpurulent meningitides due to Staphylococcus

aureus or streptococcus.

Brain abscess results from compound fractures

that are directly over the brain substance and not

over the beds of cerebrospinal fluid. They offer

good prognosis with proper treatment.

Pneumocephalus is a rather infrequent complica-

tion. Through a break in the skull and dura over

the paranasal sinuses, air is forced into the brain

by straining, sneezing or coughing. The air may
enter the subarachnoid space, the subdural space or

the frontal lobe. The exact position of the air

depends on whether fluid or brain tissue lies imme-
diately beneath the bony opening and whether or

not the trauma has broken through the lepto-

meninges. Large air cavities in the frontal lobes

may eventually rupture into the lateral ventricle

and thus produce spontaneous ventriculograms.

Symptoms of intracranial pressure usually develop

and may persist for many weeks before terminat-

ing fatally. Diagnosis is made by the periodic dis-

charge of cerebrospinal fluid when the head is bent

forward. An absolute diagnosis may also be made
by the X-rays. Pneumocephalus is practically the

only complication of a cranial injury in which the

X-rays are of value, and here the presence of air

shadows is pathognomonic. Occasionally, pneu-

mocephalus may heal spontaneously. If the fistula

is obliterated by increasing granulation tissue, the

remaining air absorbs spontaneously. Usually,

however, infection ensues and death will follow

from abscess of the frontal lobq or meningitis. If

infection is not yet present, practically all these

cases can be cured by closing the fistula in the dura
with a transplant of fascia.

Arteriovenous aneurysms between the carotid

artery and the cavernous sinuses are not uncom-
mon. The carotid artery passes directly through
the cavernous sinus. When the artery is torn,

an arterial fistula opens into the cavernous sinus,

producing an arteriovenous aneurysm. This pre-

vents the patient from dying of hemorrhage but
induces a characteristic bulging of the eyeball,

edema of the conjunctiva, papilledema of high
grade, a murmur audible to the patient and to the

examiner, and usually limitation of the ocular

movements. This condition is easily cured by
either partial or complete ligation of the internal

carotid artery. After the age of 35, total ligation

of the artery is dangerous. A partial occlusion

of the artery with a band of fascia is just as

effective as a complete ligation. At times an
aneurysm produces identical effects in the two

eyes. Bilateral arteriovenous aneurysms are due

to the fact that both cavernous sinuses are directly

continuous through a communicating branch. Both

sides are cured by the ligation—partial or com-

plete—of the internal carotid artery on the af-

fected side.

The remaining and most important sequelae of

cranial injuries are (1) subdural hematoma and

(2) subdural hydroma, due to a large collection or

collections of blood or fluid, respectively. Either

may follow trivial injuries or those of greater

severity. A subdural hematoma is of tremendous

size, usually covering most of a cerebral hemi-

sphere and to a depth of V/t, or 2 inches or more.

It is usually due to a tear in a vein as it crosses

from the cerebral hemisphere to the longitudeinal

sinus. The hemorrhage, being of venous origin,

stops spontaneously when the intracranial pressure

becomes great enough to obliterate the open vein.

The blood becomes encapsulated and acts as a

tumor; it merely dislocates the brain and, except

in unusual cases, causes few or even no symptoms
except those of intracranial pressure; not infre-

quently the symptoms are equivocal—or subjective

rather than objective. The diagnosis is usually

made solely by ventriculography. If a tumor or

hematoma is suspected, the character and location

of the lesion can be made unequivocally and without

risk. The cure is easily obtained by evacuating

the hematoma and removing its membranes in part.

Subdural hydroma is quite similar to hematoma
in every respect, except that there is a collection

of fluid instead of blood. The fluid passes through

a tear in the arachnoid membrane and collects in

the subdural space, where it cannot be absorbed.

It too becomes encapsulated. A subdural hydroma
may be cured by evacuating the fluid through a

small perforator opening.

Absolute rest is the most important assistance

that can be made to nature’s efforts to compensate

for increased intracranial pressure. By careful

and frequent bedside observations one can know
at all times the state of intracranial pressure and
can in most instances subtract the important group

of extradural hematomas from the remaining cases.

All unnecessary and harmful or potentially harm-
ful treatments should be avoided, even though rela-

tives expect and urge something to be done. One
will be told by enthusiasts of lumbar puncture and
dehydration that, if fluid is not repeatedly with-

drawn from the cranial chamber, one will be re-

sponsible for the later sequelae. One’s conscience

need not suffer on this account. Any after effects

—

such as epilepsy—are due to the cerebral injury at

the time of the accident. Conservative treatment

adds not one iota to the later complications.

When nature shows unequivocal signs of failure,

the only remaining rational treatment is to pro-

vide more room by a subtemporal decompression,

the effects of which persist through the illness. A
decompression is used only in selected cases in

which the patients have survived six hours or more
and are then in decline—less than 10 per cent of
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all cases. I am well aware of the fact that at no

time have the results in treating cranial injuries

been so bad as when ill tinted and poorly performed

decompressions were in vogue and in many places

almost a routine. I should greatly deplore the

inference that the suggestions here presented would

restore those distressing results which represented

the worst as well as the best in clinical judgment

and in operative skill. Spch were and will con-

tinue to be the results of any effort at standardiza-

tion of exceedingly difficult problems in diagnosis

and treatment. Results will never be measured

by the application of methods but by the quality

of the men who apply these methods. I therefore

refer only to the superior results that are attain-

able by a combination of the best in diagnosis and

the best in treatment.

A general impression prevails that any one can

handle injuries of the head, especially with the use

of lumbar puncture and dehydration. On the con-

trary, there are few fields in which the most care-

ful and persisting study and critical judgment are

more necessary to attain the maximum results.

Changes in the patient’s condition frequently ap-

pear so quickly and the period in which favorable

action is possible is so brief that life may truly

hang by a slender thread, the breaking or

strengthening of which is dependent on the quality

of the physician’s care and skill. By quality is

not necessarily meant specialists but experts—those

using the best clinical judgment (which is usually

dictated by common sense) and the best technical

ability.

In the late sequelae of cranial injuries, an

accurate diagnosis is an absolute prerequisite to the

required form of treatment. Excepting inflamma-

tions, they offer a high percentage of complete

recoveries and with very little risk.

UROLOGY
By Tom R. Barry, M.D., F.A.C.S.

Medical Building, Knoxville

The Reversal of the Blood Wassermann Reactions in

Untreated Syphilis. E. T. Hoverson, G. W. Morrow,

and Roy Hawthorne. Amer. J. Syphilis, July, 1933.

There are certain cases of syphilis which re-

main sero-negative throughout the course of the

disease.

Positive reactions may result from faulty tech-

nique, excess complement in the blood serum, from
malaria, yaws, leprosy, trypanosomiasis, and even

from some types of tuberculosis. Kolmer states

that his modification practically rules out all false

positives.

A positive reaction is due to the presence of

defense bodies in the blood which have developed

October, 1933

as a result of the invasion of the syphilitic tre-

ponemas.

According to the generally accepted opinion, an
individual who has a positive reaction will continue

to have such a reaction unless anti-syphilitic

measures are taken.

The observations of Hecht, Kiser, and Bohner
may lead to the supposition that in certain cases

of syphilis there occurs a reversal of positive reac-

tions to negative even without treatment. If that

be true it leads one to believe that syphilis some-

times cures itself.

Of 2,246 patients admitted to the Kankakee Hos-

pital, 69 had positive Wassermann reactions on

admission and of this number, 64 had no treatment.

All of these have been continuous residents of the

hospital. In February, 1933, Wassermanns and

Kahns were made on the 64 patients. Each pa-

tient was questioned as to previous treatment

Three patients had had previous inadequate treat-

ment, 31 had either 3 or 4 plus reactions. Provoc-

ative neo was given to 28 of the remaining 33

Of these 33, fourteen were again returned negative

while the remainder were either doubtful or in-

completely hemolyzed.

He
.
concludes : First in 18 patients or 30 pel

cent of all admissions who had positive reactions

reversal of Wassermann and Kahn occurred with

out any treatment.
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RAT-BITE FEVER WITH CASE REPORT*

C. E. James, M.D., Memphis

R
AT-BITE fever, which is fairly com-

mon in Japan, is still sufficiently rare

in the United States to demand re-

porting whenever a case is encountered.

There are still large areas in which no cases

have occurred, or at least none have been re-

ported. Very few states have reported as

many as half a dozen cases. In searching

the literature, I have been able to find only

one case reported from Tennessee since

1839, and that was in 1916. Stanhope

Bayne-Jones gives collected data on rat -bite

fever in the United States from 1839 to

1930. He could find only 81 cases. Of these

only 75 appeared to be genuine cases of the

disease. Undoubtedly some cases have been

overlooked because of unfamiliarity with

the disease. My only excuse for presenting

this case is to refresh our memory so that

we will be on the lookout for other cases

of rat-bite fever.

Mrs. W. M. W., a white woman, age 30,

a resident of Memphis, consulted me on

August 10th, 1932, for neuralgia of right

side of face, fever, and general symptoms of

an acute cold. The pain in the face had been

present about two weeks and was gradually

getting worse. Three or four days before I

saw her she began having fever and aching

over her body and had general feeling of

having caught cold. Her temperature was
102.6° F. General examination showed noth-

ing special other than rough breath sounds

and occasional moist rale over larger

bronchi. The impression then was that I

was dealing with a summer cold.

*Read before the Memphis and Shelby County

Medical Society, February 7, 1933.

Six days later I was called to see her

again. The day following my first visit her

fever had dropped to about normal and

stayed down about two or three days. Then
it came back up and she felt achy and bad
again. The facial neuralgia was still quite

severe. The symptoms of acute upper res-

piratory infection had largely subsided. She
had had no chills, nausea, vomiting, or

bowel upset. Anorexia and malaise were
quite marked. Patient seemed quite sick.

The family history was negative. She
had had the usual childhood diseases. Had
malaria in 1923. No history of typhoid or

rheumatism. Was operated upon for

exophthalmic goiter in 1924. Had a mild

recurrence of symptoms two years ago dur-

ing her last pregnancy. This pregnancy

terminated near full term by the delivery of

a macerated fetus. She is the mother of five

children, three of whom are living and well.

For the past four and a half years that

I have known her, her general health has

not been very good, although she has not

suffered from any special illness. She has

never suffered from facial neuralgia before,

but has been troubled with toothache occa-

sionally.

GENERAL EXAMINATION: Pulse 108,

temperature 102.6° F. Fairly well devel-

oped but poorly nourished white woman,
lying in bed, apparently quite sick, face

flushed, and quite restless. Skin showed

no general eruption, but many small areas

over abdomen, suggesting “rose spots/’

HEAD—Normal. Eyes—React to light

and accommodation. No exophthalmus.

Ears and nose—Negative. No tenderness
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over sinuses. Mouth shows poor hygiene,

some dental caries. Tonsils and pharynx

hyperemic. Tongue not coated. Neck-
Thyroid palpable, scar from previous

thyroidectomy.

CHEST—Symmetrical, expansion good

and equal, resonance normal, breath sounds

harsh and occasional moist rale heard over

larger bronchi. Heart—Apex in fifth inter-

space, no increase in area of cardiac dull-

ness, cardiac sounds normal, no murmurs
or friction rub.

ABDOMEN—Shows much gas, no points

of tenderness, no masses, no scars, spleen

and liver not palpable. Rash on abdomen
resembling “rose spots.”

EXTREMITIES negative. Pelvic and

rectal not made.

BLOOD taken at this time showed no

malaria and negative Widal.

Since there was no one at home to look

after her during the day, it was deemed

wise to send her to the hospital. So on

August 17th she was admitted to the Mem-
phis General Hospital.

TEMPERATURE on admission was

104.4° F. Pulse 136. Respiration 28.

I am indebted to the Stalf of the Memphis

General Hospital for the use of portions

of the records of the patient during her

stay in the hospital.

THE HISTORY obtained at the hospital

and the physical examination differed from

that already given in no essential detail.

The intern on the service recorded his im-

pression of the case after examination as:

(1) Pyelitis with cystitis, (2) malaria, (3)

Trigeminal neuralgia, (4) possible thyro-

toxicosis.

URINE : Sp. gr. 1020, dark amber color,

clear and albumen 2+, no sugar, pus cells

—8 H.P.F., red blood cells —2 H.P.F.,

hyaline casts —1 per field.

BLOOD: Total white count 6,500, total

red count 3,970,000, hemoglobin 80 per cent,

polymorphonuclear neutrophiles 66 per

cent, eosinophiles 1 per cent, mononuclears

4 per cent, lymphocytes 29 per cent. Plate-

lets 310,000, no malaria parasites seen, Au-

gust 19, 1932, Wassermann and Kahn nega-

tive. Malaria negative. Widal negative.

On August 21, 1932, patient was com-

plaining of pain, tenderness and swelling

in both elbow joints and the phalangeal

joints of both hands. The middle finger

of right hand was especially swollen. Tem-
perature over the area was normal. Active

and passive motion not limited, and pro-

duces very little or no pain. She has never

had these joint pains before, and it was
thought that she was developing an acute

arthritis.

Temperature registered 102.6° F.

The following note by the intern on Au-
gust 23, 1932, occurs : “On examination this

a. m. there is a marked tenderness in R.

L. Q. about McBurney’s point and area of

tube. Marked tenderness over both kid-

neys. Rigidity but no muscle spasm in R.

L. Q. Together with this there is a gener-

alized macular eruption which began about

the neck and chest, and has now progressed

to include whole of body save hands, feet

and scalp. The macules are: (1) slightly

elevated, (2) variable in size, (3) reddish-

pink in color, (4) well defined, (5) irregu-

lar contour, (6) do not itch, (7) contain no

scales, (8) disappear on pressure.” Tem-
perature has been quite high for the third

day.

On August 26, 1932, she complained of

a generalized dull ache over knee and elbow

joints. Pain and swelling in fingers had

disappeared. Tenderness in R. L. Q. had

cleared up. Temperature and pulse normal.

The temperature chart showed a most in-

teresting curve. The fever was of an inter-

mittent type, occurring in regular cycles.

The temperature would suddenly jump up

to 102°-104.6° F. in a few hours time. It

would remain high for 36 to 48 hours and

subside rapidly to normal. The tempera-

ture would remain between 97° and 99° F.

for approximately three days and then as

suddenly rise again. The pulse rate fluc-

tuated in harmony with the temperature.

There were several interesting things

connected with these paroxysms of fever.

They were never ushered in with a chill

and subsided with only moderate sweating.

The joint pains and R. L. Q. pain came on

during a paroxysm of fever and faded with

the subsidence of the fever. After the

exanthem first appeared it never complete-

ly disappeared, and would reappear very

distinctly with each new paroxysm. Each
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time the exanthem would show larger

lesions, gradually taking on a purplish red

character, deeper about the borders, with

pinkish centers giving a ring-like appear-

ance to the lesions. Between the paroxysms
the patient was quite comfortable and
cheerful.

A great deal of laboratory work was done

on the patient while in the hospital. A
summary follows: (1) Blood negative for

malaria on 10 different examinations. (2)

Two blood cultures negative. (3) Stool and
urine cultures negative for typhoid. (4)

Widal negative once. (5) Blood negative for

undulant fever. (6) Weil’s-Felix’s reaction,

(typhus fever) showed 1-80 dilution ag-

glutinated (negative). (7) Blood showed
slight anemia, red blood cells ranging about

4 million and hemoglobin 80 per cent. (8)

Leucocytes ranged from 6,500 to 12,500 and

polys from 66 per cent to 90 per cent. The
leucocytes fluctuated with the paroxysms,

and subsiding during the intermission. (9)

Urine remained about the same, showing 2

plus albumen, and pus cells 8 H. P. F., R.

B. C. 2-4 H. P. F. and hyaline casts 1-3

per field. (10) X-ray of chest and sinuses

negative.

THE TREATMENT while in the hospital

was largely symptomatic, urinary anti-

septics—-urotropin and sodium acid phos-

phate, and quinine. Starting August 28,

1932, quinine gr. x. were given 3 times a

day for 3 days and then once a day until

discharged. The clinical course of the dis-

ease did not seem to be influenced in the

least by any treatment used.

On September 6th, patient was dis-

charged from the hospital unimproved at

her own request. The diagnosis on the dis-

charge was “clinically triple quartan ma-
laria.”

The following day I was called again and

asked to assume charge of the patient. She

was having another paroxysm of fever, and
feeling very bad. The paroxysms were not

quite so severe now and not lasting quite

as long. Temperature at this visit was
102.6° F.

A few days before she left the hospital

I had seen her and had gone over her chart.

About this time I obtained from her hus-

band the history of a rat bite a few weeks

before she became ill. This information

was also given to the hospital staff, but be-

cause of uncertainty as to when the bite oc-

curred, it was dismissed as of no impor-

tance.

On assuming charge of the patient again

I investigated the rat-bite history thorough-

ly. I found that she was bitten by a white

rat on July 18, 1932, on the end of the right

thumb. The rat was one of four pet rats

given them by a friend who had owned them
for a year. After about two weeks these

rats got out of their cage and remained out

for two weeks. One rat was killed by a

car while crossing the road, one was found

dead in the cellar with its throat cut, one

has never been seen since, and the fourth

is the one that produced the bite. On July

18th, he was seen by a 14-year-old neigh-

bor boy in his yard. He caught the rat and
carried it home, but was bitten on the

knuckle of the middle finger of the left

hand. His finger swelled up and was sore

for three weeks. He gave the rat to the 13-

year-old daughter of the patient. It bit her

on the middle finger of the right hand. Her
finger was sore for 2 to 3 weeks. She

threw the rat down and it ran around the

house to where the mother was at work
in the yard. She caught it and it bit her

on the right thumb. The bite on her thumb
healed promptly with no infection or sore-

ness. About a week later the facial neu-

ralgia began and about 18 or 19 days after

the bite she began having fever.

With the history of the rat bite and the

clinical course for the 3 weeks she had been

in the hospital under careful observation it

was quite evident that we had a case of

rat-bite fever. Dr. O. S. Warr saw the case

in consultation and concurred in the diag-

nosis.

On September 9th she was given .3 gm.

of neoarsphenamine. Her temperature

never went above normal again and the

rash completely disappeared in 2 or 3 days

time. She was given two more doses of

neoarsphenamine at 3 and 4 day intervals,

the second dose being .45 gm. and the third

.3 gm. Her recovery was immediate and

complete, so much so that she came to the

office for her third injection.

The patient at present weighs 120
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pounds, which is about 15 pounds above

her average weight for the past 5 or 6

years. She has had no recurrence of symp-

toms 5 months after recovery. She does,

however, have a slight residual facial neu-

ralgia. She also breaks out occasionally

with a few areas of urticaria. Otherwise,

she says she is in better health than she has

been in for several years.

It is interesting to note that the two chil-

dren who were bitten first never developed

clinical symptoms of the disease, unless they

had an aborted attack the latter part of

September. They were both sick at the

same time for 4 or 5 days with fever, head-

ache and general aching over body. They
did not have any rash, and have had no

recurrence. We do not know if this was an

aborted attack or not.

Rat-bite fever, or Sodoku, is an acute in-

fectious disease which follows the bite of

the rat, rarely other animals, and is char-

acterized clinically by (1) paroxysms of in-

termittent fever, (2) bluish-red exanthema,

(3) muscle and joint pains. The infecting

organism is now generally accepted to be

Spirochaeta Morsus Muris.

Rat-bite fever, although world wide in

distribution, seems to be especially preva-

lent only in Japan, and it is to the Japanese

that we owe most of our knowledge of the

disease. There has never been an epidemic

spread of the disease, due to the fact that

it is entirely a wound infection. There is

no evidence that fleas or other insects can

transmit the disease. Wild rats, rarely

cats, weasels, pigs, etc. carry the infection

and transmit it by means of their bite. The
incidence of rat infection has been shown
to be very low, especially in this country.

In 1916, Futaki and his associates pub-

lished a paper describing their discovery in

lesions of rat-bite fever of a spiral organ-

ism which they named Spirochaeta Morsus
Muris. It has never been successfully cul-

tivated on an artificial media. It can only

be isolated by injecting into guinea pigs

or white mice, blood of the patient or fluid

aspirated from lymph nodes or expressed

from lesions. In about two weeks Spiro-

chetes can be found on dark field or stained

specimens of the blood. It is practically im-

possible to find the organisms in the blood

of man by dark-field examination. Occa-

sionally they may be found in serum from
the lesions or a lymph node.

The essential features of rat-bite fever

are: There is usually the history of a rat-

bite which heals in a few days, unless there

is a secondary infection due to pyogenic or-

ganisms such as streptoccus, staphyloccus,

and probably the streptothrices. When the

pyogenic infection occurs it usually ob-

scures the case of rat-bite fever. After an

incubation period of 1-3 weeks the site of

the bite usually becomes swollen, painful,

purplish-red and may develop an ulcer. This

is followed by a regional lymphangitis and

lymphadenitis, slight chills and fever ac-

companied by malaise, muscle or joint pains

and headache. A skin rash may appear at

this time or some time later. It consists

of bluish-red slightly raised areas, which
usually start as very small points of reac-

tion and increase in size until they become
a large blotchy maculo-papular rash, and

may cover most every part of the body and

extremities, and sometimes the face. The
intensity of the rash increases and de-

creases with the paroxysms of fever. The
fever shows periodic febrile periods, at

which time the temperature rises abruptly

to 101° -105° F., remains there 2 or 3 days

and then returns to normal. After 3 to 6

days the temperature rises again and the

cycle is repeated. This may happen many
times. There is usually a leucocytosis of

from 10,000 to 14,000 with a poly increase

from 70 per cent to 90 per cent. Moderate

to severe anemia usually develops, and pa-

tient becomes weak and emaciated.

In untreated cases this may continue for

many weeks or months with the paroxysms

becoming further apart and milder until

they completely disappear. The mortality

in untreated cases is about 10 per cent, due

often to secondary pyogenic infection. In

1912 Hata introduced the use of salvarsan

in the treatment of rat-bite fever. Salvar-

san or now neoarsphenamine is considered

specific in the treatment of the disease, and

since it has come into general use there

have been no deaths from the disease.
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FRACTURE OF THE BODY OF THE VERTEBRAE*

Robert Crawford Robertson, M.S., M.D., F.A.C.S., Chattanooga

A REVIEW of the records of thirty-

four consecutive cases of compres-

sion fracture and compression frac-

ture-dislocation of the spine treated by

the author in non-industrial private and

clinical practice within the past five years

forms the basis of this paper. In these

thirty-four patients forty-six vertebral

bodies were involved, the fracture lying

distal to the tenth dorsal in thirty-four in-

stances. A detailed analysis of this group

will not be attempted, but principles of

treatment resulting from this review will

be presented.

The mechanism of compression fracture

of the vertebral body is usually forced hy-

perflexion of the spine, the fracture ordinar-

ily occurring in the dorsolumbar area as the

result of indirect trauma. It is interesting

and significant to note that in the above se-

ries the etiological factor in twenty-two

cases was an automobile accident. In view

of this fact it is obvious that this injury

will occur in many instances in remote sec-

tions far removed from hospital facilities,

and that first aid will be rendered under

circumstances far from ideal.

The symptoms are frequently not marked.

Localized pain on pressure and attempts at

motion are probably the most constant find-

ings. A palpable gibbus is frequently pres-

ent. Paralysis is absent in the majority of

cases. A history of trauma—often mild

—

is obtained in all. Diagnosis should be

made early from the history, physical exam-

ination and X-ray studies; the latter pro-

viding the only means of accurate diagnosis

at our disposal. Lateral roentgenograms

are usually of more diagnostic value than

are antero-posterior plates, and many frac-

tures of the spine are overlooked because

the lateral view has been omitted. Antero-

posterior and lateral exposures of the en-

tire spine should be obtained as it not infre-

*Read before the Tennessee State Medical Asso-

ciation, Nashville, April 11, 12, 13, 1933.

quently happens that fractures at differing

levels are found. It must be remem-
bered that the presence of fractures in the

extremities or elsewhere does not preclude

spine injury. In all cases of severe trauma
the possibility of fracture of the spine must
be excluded.

Treatment may be divided into three

phases. The first, that of first aid and
transportation; the second, reduction and
treatment of associated injuries; and the

third, post-reduction and convalescence. In

the first phase primary consideration should

be given to treatment of shock and to the

avoidance of all trauma and manipulation

which may increase the compression pres-

ent, or produce or increase injury of the

spinal cord. Where fracture of the spine is

suspected, the patient must not be allowed

to sit or attempt weight bearing. The prone

or supine position should be maintained.

Transportation in the prone position is de-

sirable in order to avoid the possibility of

a fractured lamina being pressed upon the

cord as well as to avoid further compres-

sion of the vertebral body. In cases with

paralysis the prevention of pressure sores

should be initiated during this phase by

protecting all bony prominences within the

paralyzed area which will bear weight dur-

ing transportation.

Safe methods of obtaining satisfactory

reduction in this type of fracture are rela-

tively recent. Although various manipula-

tive procedures have been attempted from

time to time, it remained for Davis (1) to

demonstrate in 1929 the practicability of

routine anatomical restoration of the

crushed body by forced hyperextension of

the spine. In 1930 Rogers (2) described a

flexible frame for securing gradual reduc-

tion, applying in a different manner the

same principles set forth by Davis. Rogers

(3) has since modified his method of reduc-

tion from one of gradual hyperextension ex-

tending over a period of several days, to one
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of correction under morphine-scopolamin in

a period of 20 minutes to one hour when
fracture is not accompanied by dislocation.

In 1932 Dunlap and Parker (4) described

their method of reduction by forcible hyper-

extension during traction.

Within the past twenty-one months the

author has used the Rogers’ method in the

reduction of eight consecutive cases of frac-

ture and fracture-dislocation distal to the

10th dorsal vertebra, with and without pa-

ralysis. While final results cannot be given

in all cases because of the shortness of time

elapsed, it is felt that application of the

principles employed thereby marks a real

advance in the treatment of these serious

injuries.

Reduction of the fragments has been ob-

tained in each case with slight discomfort

to the patient, and to a degree of complete-

ness which has been most gratifying. After

reduction has been obtained, as proved by
roentgenograms, a body cast is applied with

the spine in hyperextension. Recumbency

is continued for a period of about twelve

weeks, following which the cast is bivalved

and roentgenograms are made of the in-

volved area. A spine brace is then applied,

maintaining the position of hyperextension,

and ambulatory treatment is begun. The

brace is continued for a period of four to

nine months and is discarded only when
solid restoration of bone is demonstrated

by the roentgen ray. To date each patient

without cord symptoms, in whom treatment

has been completed, has returned to his

former occupation.

It is not the purpose of this paper to dis-

cuss the treatment of cases presenting evi-

dence of cord injury. Mention of this grave

condition will be limited to the statement

that it is our routine in such cases to per-

form laminectomy at the earliest possible

moment, if fluid blockage is demonstrated

by the Quickenstedt test. Following oper-

ation the frame is used for reduction of the

fracture.

The following four cases have been se-

lected for brief presentation for the reason

that each demonstrates a common type of

fracture or complication.

CASE I

E. K. W., white, male, 53, labor foreman.
Sustained a compression fracture of the

body of the 1st lumbar vertebra in an auto-

mobile accident on July 2, 1931. No motor or

sensory paralysis. General condition good.

Placed on a curved frame on day of acci-

dent, but frame straightened after two days
because of extreme discomfort, nausea and
vomiting. Gradual correction began on
July 10th, completed on July 21st without

complaint. Spine brace applied September
15th, patient ambulatory on September
19th. Brace discarded July 28, 1932. Last

seen in February, 1933. There was no palp-

able deformity. Spine motion was normal in

range, and painless. The only complaint

was decreased ability in heavy weight lift-

ing, estimated by the patient to be twenty-

five per cent.

CASE II

M. R. S., white, female, 24, nurse. On
September 13, 1932, she fell from a third

story window sustaining linear fracture of

the skull, compression fracture of bodies of

the 1st and 3rd lumbar vertebrae, multiple

fractures of the pelvis, including a commi-
nuted perforating fracture of the right

acetabulum, and comminuted fracture of the

left os calcis. No gross motor or sensory

paralysis. A spika cast was applied to the

right lower extremity and a boot cast to the

left lower extremity by another surgeon.

She came under our treatment two weeks
following the accident, at which time grad-

ual correction of the spine was instituted.

This was complete after ten days. A body
cast was applied on November 25th, she be-

came ambulatory December 16th. A spine

brace was applied January 5, 1933. She

walks well with moderate right-sided limp.

The brace has not been discarded.

CASE III

C. W., white, male, 27, miner. Sustained

a compression fracture of the body of the

1st lumbar vertebra on November 3, 1932,

when he was “jack knifed” by a fall of

slate onto the head and shoulders. He
states that there was immediate, complete,

motor and sensory paralysis distal to the

waist.
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Case III. C. W. Prior to reduction. Height

of vertebral body 14 mm.

Case III. C. W. After reduction. (20 days

following laminectomy.) Height of vertebral body
28 mm.

On examination about 7 hours after the

accident both hips and knees could be ac-

tively flexed and extended. Active motion
was absent distal to the ankles which were
encircled by a band of hyperesthesia. Mod-
erate shock was present. The findings were
unchanged on the following day. On the sec-

ond day the right lower extremity could not

be actively moved. The Quickenstedt Test

showed complete fluid block. On laminec-

tomy the lamina of the 12th dorsal vertebra

was found to be fractured on the right side

with one small fragment pressing on the

dura which was not grossly damaged. The
cord at this level was lacerated. The cauda

equina was not demonstrably injured. Con-

valescence was uneventful. Slight active

inversion of both feet was present on the

sixth post operative day. Reduction of the

fracture began on November 13th (the

eighth post operative day) and was com-

plete in fifteen days. A body cast was ap-

plied on December 6th, a spine brace on

March 17th. He has been ambulatory since

March 19th. Only slight active motion is

present in the right foot and ankle, for

which a stabilization operation has been ad-

vised. Satisfactory motion is present in the

left foot and ankle. Excellent function is

present in both extremities proximal to the

ankles. Sphincter control has returned.

CASE IV

E. W., white, male, 32, machinist. Sus-

tained a compression fracture of the body
of the 5th lumbar vertebra with forward

dislocation of the 4th on the 5th lumbar,

when he was “jack knifed” by a fall on rock

Case IV. E. W. Prior to reduction. Height of

vertebral body 28 mm. Forward displacement of

spine on compressed 5th lumbar vertebra.
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on January 6, 1933. No motor or sensory

paralysis, general condition good. Correc-

tion combined with bilateral leg traction be-

gan day of accident, completed on tenth day.

A body cast was applied on January 25th.

Recumbency is still maintained.

Case IV. E. W. After reduction. Height of

vertebral body 37 mm. Dislocation reduced.

SUMMARY
In thirty-four consecutive cases of com-

pression fracture and compression fracture-

dislocation of the spine treated within the

past five years forty-six vertebral bodies

were involved.

In twenty-two of the cases the injury was
sustained in an automobile accident.

Fracture of the spine should be suspected

in all cases giving a history of trauma, in

whom localized tenderness on pressure or

localized pain on spine motion is found. Ac-

curate diagnosis can only be made by roent-

gen ray studies, which should always in-

clude a lateral view.

Cases with suspected fracture should not

be permitted to sit or stand and should be

transported in the prone position.

Anatomical reduction of the fragments

results in decreased disability, and can be

readily obtained in the lower dorsal and en-

tire lumbar area in fresh cases by the Rog-

ers’ method.

Recumbency should be maintained for ap-

proximately twelve weeks following reduc-

tion.

A spine brace should be worn after

weight bearing is resumed until normal
bone density is restored.
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DISCUSSION
DR. ROBERT R. BROWN (Nashville) : Dr.

Robertson has brought us a very timely paper

because of the fact that we are seeing so many
more fractures of the spine, especially of the com-

pression type, than we ever have seen before. The
high-powered machines and fast driving of auto-

mobiles have made this injury quite common, and

we see quite a number of them just merely from the

trauma of hyperflexion of the spine from riding

in the seat of the automobile and being pitched up
suddenly and coming back down on the seat rather

forcefully—enough to force enough pressure on

the spine to crush one of the vertebrae.

Formerly when we got this sort of history and

painful back we assumed that the trauma was not

of sufficient degree to fracture the vertebrae and

these cases were treated rather lightly. It is sur-

prising, though, the number of fractures of the

spine of the compression type that we get in this

way, and consequently these cases should be ex-

amined thoroughly and X-rayed always.

I was quite glad to hear Dr. Robertson bring

out the importance of the early or first-aid treat-

ment in these cases. They should not be allowed

to ride the rest of the way to the hospital or home
in a sitting posture in the car, but should be in a

prone position and should stay that way until a

definite diagnosis can be made.
I agree with the Doctor in his plan of treatment

of these cases and have nothing to offer except in

management of the cases that show no spinal cord

injury. In the last three cases we have had we
have given these people an anesthetic to complete

relaxation, and with the assistant making exten-

sion on the extremities we gradually force this

spine into hyperextension and put on the plaster

cast at that time. It has served in these cases to

get a complete reduction of the fracture and we
have had no complications from it.

The difficulty we have had in the gradual exten-

sion method is the pain complained of by the pa-

tient. Of course, the majority of cases will stand

the hyperextension and the slow gradual method,

but I have had quite a number of cases complain
severely of pain, and it is very difficult to keep
them in the right position during this gradual pro-
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cedure. In those cases in which there is no cord

injury I would prefer using a general anesthetic,

and with simple, easy, gradual methods, with no

severe force or sudden movement at all, a satis-

factory reduction can be gained immediately; the

patient is more comfortable and gets out of the

hospital earlier in this way.

Of course, in the cases with spinal cord injury,

while our results have not been entirely satis-

factory I believe that they should be given the

benefit of a laminectomy where from X-ray and
physical findings there is a definite possibility of

the cord still being pinched by some portion of the

fractured vertebra or lamina.

I enjoyed Dr. Robertson’s paper very much.

DR. R. W. BILLINGTON (Nashville): I en-

joyed Dr. Robertson’s paper. His results are ex-

tremely interesting. I agree with practically every-

thing he said except that I am not using the slow

method of correction which he has used chiefly.

In the first place, I like to insist on the con-

sideration of a fracture of the spine in every case in

which the patient complains at all of his back
after an injury, even a mild injury, and the fact

that a man gets up and walks and moves about and
doesn’t complain very severely doesn’t mean that

that man has not a fractured spine.

I will give one case in example. A man was
riding a horse and was thrown. He realized that

he had hurt his back, but he got up, got back on
the horse and rode for a mile or so. That might
make one feel that he could not have had a com-
pression fracture of the body of a vertebra, but
X-rays showed that he did have a very definite

compression fracture of the first lumbar vertebra.

If the patient complains at all of his back and on
pressure up and down the spine, starting from the

top and going to the bottom and pressing on every
spinous process and along either side of the spine,

you find any tender spot you had better consider

the possibility of a fracture.

The procedure which Dr. Robertson ha^ described

of slow correction has unquestionably produced
very satisfactory correction and that should be our
object in these cases of compression fractures,—to

set that fracture; don’t be satisfied to leave it

alone; it should be set like any other fracture, it

should be reduced to its normal shape as far as

possible. Because of the attachment of the inter-

vertebral ligaments to the adjacent margins of the

bodies of the vertebrae, hyperextension, pulling

on those ligaments, will actually restore the thick-

ness of the body of the vertebra which is com-
pressed, even in extreme degrees as in some of the

cases shown here.

About six or eight months ago after having the

experience of our patients complaining bitterly,

even with a moderate amount of narcotics, and
having difficulty keeping them on this frame while
producing this gradual increasing hyperextension,
without knowing of the work by Dunlap and Parker
which was published in the January issue of Bone
and Joint Surgery, I decided I would try rapid

correction under anesthesia, and I have used that

on seven or eight cases within the last six or eight

months quite satisfactorily. I wouldn’t advise this

in cases in which there is a lateral displacement

or other marked displacement at the point of frac-

ture, and where there is severe cord injury with

fractures through the laminae as well as crushing

of the bodies, but in the ordinary type of com-

pression fracture of the body I am, quite sure that

it can be done perfectly safely.

Give the patient a general anesthetic after he

has gotten over the shock and the severe pain of

the first two or three days, wait until that is past.

Put the patient to sleep. I use a different technic

from the one described by Dunlap and Parker.

They put the patient on his back, supine. I prefer

to put the patient on his face, to lay him on the

table with a sling or hammock of canvas placed

longitudinally under the patient, with stockinette

slipped over that. The hammock is next to the

skin and the patient prone on the table. You
have a strong assistant to hold the arms above

and another to get on a small stool or box at. the

foot of the table so as to give him the proper ele-

vation, and he grasps each ankle and makes trac-

tion first, without hyperextension, for a minute

or so (the patient is thoroughly relaxed)
;
then lift

the lower limbs so as to hyperextend the spine.

These fractures are usually between the tenth

dorsal and the third lumbar vertebrae. Before

hyperextending, on examination you practically

always notice some kyphosis at the level of the

fractured or crushed body of the vertebra. This

kyphosis is distinctly felt usually, and as the

patient is hyperextended put your hand over the

prominent vertebra and make a firm, not too sudden,

pressure as the patient is being hyperextended

with traction. In several of these cases I have felt

a definite crepitus when doing that, and have felt

the prominent vertebra go down to its normal

alignment and relationship with the spinous pro-

cesses above and below.

While he is held hyperextended he is lifted onto

a frame that may have been previously placed over

the table; the ends of the canvas are fastened

to the ends of a rectangular gaspipe frame which

is lifted up, and with the straps across underneath

the upper thighs and underneath the upper chest,

the patient is lying then on his face in that hyper-

extended position and requires no further holding.

The plaster jacket is put on in the usual way of

applying a cast in recumbency on such a hammock
arrangement.

These cases have shown very satisfactory cor-

rection of the deformity. Of course, the time is

too short to know what the final results will be,

but the patient gets over what little pain he has

following his manipulation in two or three days,

he can then be carried home, he can be cared for

without any professional nursing care, it shortens

the period of hospitalization, and decreases the

amount of expense to the patient. I really am
very enthusiastic over this method.
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DR. ROBERT C. ROBERTSON (Closing) : I

wish to thank Drs. Brown and Billington for their

kind discussion.

Regarding rapid versus gradual correction of the

spine: I have tried rapid correction by placing the

patient on a moderately curved frame upon re-

covery from shock, and in my hands this has re-

sulted in so much abdominal distention, nausea and
vomiting that I have discontinued its use. From
the reports that are being rendered elsewhere of

its success I feel that the error must have been

mine. What the eventual method as a happy
medium between gradual and rapid hyperextension

will be remains to be seen.

I feel that forceful pressure of the hand at the

site of the gibbus is not without its dangers, for

the simple reason that upon laminectomy in these

cases with paralysis, fractures of the laminae are

frequently found that cannot be identified on X-ray.

These fractured laminae may easily be driven

downward onto the cord. For that reason I have

not attempted to apply strong direct external

force and do not intend to do so.

I might add in closing that the principle of

hyperextension is a principle rather recently ap-

plied to the treatment of compression fracture and

dislocations of the spine. The details in their

minutiae have not as yet been worked out and it

will doubtless be some time before full agreement

can be reached.
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SARCOMA OF THE KIDNEY IN CHILDREN*

Charles Frederick Clayton, Jr., M.D., Knoxville

HISTORICAL LANDMARKS

B
EFORE 1900 knowledge of sarcoma of

the kidney in children was somewhat
vague. The variety of types and

microscopic characteristics of these tumors

made this study complicated. In the litera-

ture of malignant growths, the pathologists

and clinicians used a variety of terms, in

both .diagnosis and nomenclature. Benign

growths have a definite histology; while in

malignancy, as Keylnack has said, “clinical

progress halts for the advance in pathol-

ogy.” In the last two decades, the knowl-

edge of embryology and histology has great-

ly increased, and careful microscopic re-

view of hospital cases has helped to clarify

the situation.

The term “hypernephroma” was first

suggested by Lubarasch as signifying a

tumor derived from the adrenal
;

while

Grawitz, in 1883, gave the first accurate

description of the tumor. Before 1870, the

malignant tumors of the kidney in children

were considered as carcinomatous, and the

terms medullary cancer, encephaloid cancer,

or degeneration were employed by Parker
in 1850, by Shepherd in 1858, by Barthez

in 1864, and by Faludi in 1865.

In 1870 Catamni first recognized the

occurrence of sarcomatous elements. In

1872 Ebert observed that the multiple

types of tissue contained in renal tumors
were due to Wolffian body inclusions in the

kidney. Cohnheim, in 1875, explained the

striated muscle fibers as originating from
the primitive vertebrae. In 1884 Jacobi

collected a list of cases which he considered

sarcomatous. Paul in the same year noted

a case of congenital sarcoma of the kidney

;
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Read before the Tennessee State Medical Asso-
ciation, Nashville, April 11-12-13, 1933.

Ribbert, in 1892, collected the scattered

literature and made some original observa-

tions. He reported two cases in which
tumors containing striated spindles occu-

pied the pelvis of the kidney, one of them
in a child eight and a half years of age.

As early as 1860 Wagner published two
cases in which one kidney was converted

into a large tumor “composed, apparently,

of a combination of epithelial structure,

fibrous tissue, and glandular (pancreatic)

sarcoma.” “Both were female children, one

nine months old and the other eight years

old.” In May, 1885, Audain noted that

tumors as much as twenty pounds in weight

had been found in quite young children,

proving fatal by the fifth year. Bolton, in

1897, stated that “the classification of renal

tumors was in a state of chaos.” There was
then little American literature on renal

tumors. Only recently has knowledge on

renal neoplasms become more precise.

HISTOPATHOLOGY
According to Loughnane the kidney is a

composite gland
;
the ureter, pelvis, and col-

lecting tubules, being developed from the

Wolffian duct, are epiblastic; while the rest

of the kidney, its secretive mechanism and
supporting framework, being derived from
the intermediate cell-mass, is entirely meso-

blastic. In the foetal kidney connective tis-

sue is present in excess
; and likewise a con-

siderable number of plain muscle fibers are

around the collecting tubules, differing thus

from the adult kidney, which is very sparse-

ly supplied with connective tissue, and in

which muscle is restricted to a few plain

fibers lying beneath the mucous membrane
of the pelvis and in the capsule. The first

of the mesoblastic tissue to become differen-

tiated is that which goes to form Bowman’s
capsule and the glomeruli. A glomerulus

at first consists of a solid mass of cells pro-

jecting into a space lined with cubical epi-

thelium. Later in foetal life the mass be-

comes vascularized, at which time the peri-
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pheral layer of cubical cells becomes flat-

tened. The cubical shape of the cells cover-

ing the glomerulus is often retained until

the second month after birth. The tubules

in their beginning consist of solid cylinders

branching out into a mass of undifferen-

tiated cells, often surrounded by developing

glomeruli.

Reverting now to the renal tumors of in-

fancy, the picture is not unlike the normal

appearance, so far as the variety of cells is

concerned. Under the microscope are seen

:

spindle and round cells; tubules lined with

cubical epithelium; solid cylinders of such

cells ; masses of cells resembling glomeruli

;

muscle cells, plain and striated. On rare

occasions, cartilage, epithelial “pearls,” and

ganglion cells have been described. Fre-

quently the tumor is a veritable mosaic;

hence, unless careful examination is made
of many sections taken from different parts,

a diagnosis of carcinoma or sarcoma is

arrived at according as there is a predomi-

nance of cubical cells and tubules or spindle

and round cells respectively.

PATHOLOGY
Birch-Hirschfield, in 1898, attempted to

explain the mixed character of the con-

genital renal tumors upon embryogenetic

grounds
;
to show that a tumor was formed

from the kidney or Wolffian body anlage to

develop within the permanent kidney. At
that early stage of embryonic growth the

included tissue came from the mesoderm,

with the possibility of developing the vari-

ous epithelial and mesoblastic elements of

the genito-urinary tract.

Wilms, in 1899, believed that sarcoma of

the kidney originated from misplaced tissue

derived from the portion of the early meso-

derm which, through later differentiation,

produced the myotome or the anlage of the

voluntary muscles. However, the presence

of ectodermal derivatives, such as central

nervous system elements and stratified epi-

thelium, prevented acceptance of his theory

of totipotence of this mesodermal tissue.

Busse declared that the remnants of the

Wolffian body have never been found in

the kidney; and Muus thought that these

tumors originated from the renal blastoma,

and that other various tissue types included

could be explained by metaplasia. Ewing
thought the latter hypothesis could explain

why some renal tumors resemble an em-
bryonal adenocarcinoma. These varied

views account for the numerous names
given, such as adenomyo sarcoma, embry-
oma, embryonic sarcoma, mesothelioma,

Wilm’s tumor and teratoma; terms which
designate the type of contained tissue.

Wilson states that the skeletal contents,

muscle, and cartilage of the Wilms’ tumor

may be explained as having been derived

from cell inclusions of the sclerotome, this

being a portion of the mesothelium that is

differentiated from primitive nephrogenic

tissue. According to Wilson, most of the

renal tumors which have been diagnosed as

sarcomas are, in reality, mesotheliomas or

embryomas or Wilms’ tumors. Wilson’s

series contained two positively diagnosed

embryomas, each in children five years of

age, and one found at exploratory operation

in a child two years of age. The embryo-

logic' relationship of these tumors is traced

back to the time when the nephrogenic cord

was formed, or that part of the mesothelium

from the lower end of which was produced

the secreting portion of the kidney. Tissue

from lateral primitive organs containing

muscle and cartilage may have been in-

cluded in the formation of the nephrogenic

cord. Frazer considers that these tumors

are of low malignancy in their incubative

period, mainly adenomatous tissue ;
but that

later, when growing rapidly, assume a sar-

comatous structure of high malignancy.

However, in children, such a degree of

malignancy is uncommon.

From the Pathological Laboratory, Bos-

ton City Hospital, came a series of plates

(No. 6250) showing sarcomatous tissue of

the kidney. The low magnifications show

the general arrangements of cells as to dis-

tribution of tumor, the nodules showing

central necrosis, and the cortex being

thinned, but fairly normal. One of the

capsular veins shows a metastasis. Sar-

coma cells are quite closely packed with

compressed and inflamed parenchyma and

with flattened glomeruli, and between is a

zone showing marked round cell infiltration.
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Irregularity in shaper size, and staining re-

action of the cells and nuclei is noted, some
cells showing normal mitotic division.

In children, sarcoma of the kidney is

more common than carcinoma. Sarcoma
usually begins in the capsule; but at times

it begins deep in the parenchyma. Either

round-celled or spindle-celled types are

found, and occasionally cells are stretched

out into distinct fibers, forming fibrosar-

coma. The tumor mass is usually soft and
gray, with an uneven appearance.

DIAGNOSIS
In the diagnosis of renal sarcoma in chil-

dren, a complete history is of importance

in a negative way. As there are no subjec-

tive symptoms referable directly to kidney

disease, haematuria being infrequent and

urinary findings negligible, such a scarcity

of symptoms remains as an insuperable

barrier to the early diagnosis of the

condition. Symptoms for which the pa-

tient is brought to the physician either

arise late in the disease or are too vague

to indicate a specific cause. The present-

ing symptom is usually an abdominal mass

discovered by the mother during the process

of dressing or bathing the child, accom-

panied by a history of progressive loss of

weight, asthenia, and cachexia. The mother

often recalls mild digestive disturbances

and the enlargement of the abdomen
;
but

their common occurrence in childhood pre-

vents the parent suspecting a serious dis-

ease until the mass is discovered. Occa-

sionally, the mother may complain of the

child’s coughing considerably. A slight

elevation of temperature, 99 degrees to 101

(F), is the rule in most cases, owing prob-

ably to septic infection and to the elabora-

tion of abnormal products of metabolism

by the growing tumor. Greater increase in

temperature, accompanied by coughing and
more rapid loss of weight, suggests pul-

monary metastasis. In a large percentage

of cases, the mass is discovered by the physi-

cian during a routine physical examination

or while the patient is under treatment for

some other condition, as occurred in one

of our cases. So far as symptomatology is

concerned, “a painless and progressive

swelling of the abdomen is the cardinal fea-

ture of renal sarcoma.”

Of all tumors in children, 20 per cent

occur in the kidney, of which 90 per cent

are malignant. The tumor is palpable in

80 per cent of the cases; and pain occurs

in from 25 per cent to 30 per cent (Holt

and Howland).

For diagnosis of renal sarcoma in chil-

dren, a thorough physical examination is

indispensable. General observation may re-

veal a patient appearing extremely ill or in

relatively good condition depending upon

the extent of the disease. The skin and

mucous membranes exhibit the pallor of

marked anemia only. The body reveals,

generally, moderate or marked loss in

weight, dependent upon the extent of the

disease process. The habitus and osseous

and muscular systems reveal nothing of a

definite nature. In every case the lungs

should be examined in detail, both by the

usual methods of physical examination and

by roentgenograms, for evidence of pul-

monary metastasis.

Data of diagnostic importance are discov-

ered upon examination of the abdomen.

Inspection with the patient lying supine

immediately discloses the disproportion

between the protuberant abdomen with un-

ilateral bulging and the wasted chest and

extremities. The superficial veins of the

abdomen, as a rule, are markedly distended

and more pronounced on the side of the

affected kidney. In most cases of sarcoma

of the kidney, a palpable tumor is present

in the lumbar region. It is either an irreg-

ular nodular enlargement of the kidney or

a general uniform solid tumor, which does

not descend freely upon deep inspiration.

As it enlarges, it projects forward and

downward and may seem to fill up the nat-

ural hollow of the loin; but it very seldom

causes any prominence posteriorly. When
small, the tumor may be movable ;

but later

it becomes more or less fixed in place,

though even when quite large it can be lifted

slightly from its bed. The larger tumors

fill the flank and gradually extend toward

the mid-line, occupying the right or left
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half of the abdomen. There is no space be-

hind a renal tumor into which the fingers

can be pushed upon palpation.

The consistency of the tumor may vary

according to rapidity of growth. A some-

what fixed, firm, solid mass is found in those

of comparatively slow growth; and a soft,

seemingly fluctuant mass is found in tumors

of exceptionally rapid development. Upon
percussion, resonance due to the overlying

colon, is usually obtained over the anterior

portion of the abdomen. Posteriorly, there

is an area of percussion dullness continuous

from the lateral aspect of the swelling to

the mid-line, with no area of resonance be-

tween the renal mass and the spine.

Examination of the extremities reveals

moderate or marked degree of emaciation,

consistent with the amount of weight lost.

Occasionally there is found a moderate de-

gree of edema of the feet and legs, especial-

ly of the limb on the side of the renal tumor,

due to venous compression by the tumor,

and possibly to partial venous occlusion by
clumps of malignant cells.

In establishing the diagnosis of renal sar-

coma in children, laboratory procedures are

of aid in eliminating other simulating con-

ditions
;
but they are of little value in pro-

ducing positive evidence of the presence of

the tumor in question. Owing to technical

difficulties, many of the most useful pro-

cedures in establishing a diagnosis in adults

are physically impossible in the case of a

child. Routine laboratory tests should in-

clude a complete urine analysis; phenolsul-

phonphthalein renal-function test
;

blood

chemistry
; complete white and red cell

counts; blood Wassermann; malaria exam-
ination; tuberculin tests; and roentgeno-

grams with and without introduction of

opaque media. In sarcoma of the kidney

in children, laboratory data are disappoint-

ing. The urine examination usually reveals

no abnormality, except for scanty amount

of urine passed and occasionally for red

blood cells. This, however, is to be expected

in view of the fact that renal sarcoma is a

tumor in the kidney and not of the kidney

;

and that part of the kidney which is not

affected by pressure is perfectly normal.

For the same reason, renal-function tests

and blood determinations for non-protein

nitrogen and creatinine show no deviation

from the normal. Red cell count and
hemoglobin estimation reveal a secondary

anemia; slight leucocytosis is the rule

(9-10,000), with proportionate increase in

neutrophils. The Wassermann reaction is

of importance, merely in eliminating gum-
matous conditions of the liver and spleen.

Roentgenograms must include views of the

lumbar regions, both plain and after the

intravenous injection of uroselectan, and
views of the chest, to reveal possible

metastasis to the lungs. The Von Pirquet

test may be made to determine the presence

or absence of tuberculosis in the patient;

and guinea-pig injection of the urine, with
subsequent autopsy of the pig, may be nec-

essary to exclude renal tuberculosis.

Sarcoma of the kidney in children has

frequently been mistaken for enlargement
of the liver, gall bladder, spleen or lym-

phatic nodes
;
for tumor of the ovary or

suprarenal body; and for fecal accumula-

tions independent of the tumor mass. A
sharp edge implies normal spleen or liver,

and a normal kidney may be felt, this in-

dicating that the enlargement or tumor
comes from some other viscus. Rectal ex-

amination may give a clue to ovarian tumor.

Fecal mass can be indented by pressure.

There may be enlarged nodes elsewhere, as

in the groins or as shown by roentgeno-

grams of the chest. Sarcoma must be dif-

ferentiated from other lesions of the kidney,

such as tuberculosis, polycystic disease, and

hydronephrosis.

The diagnosis of renal sarcoma, then, re-

quires exhaustive study. A general physi-

cal examination may reveal tuberculosis of

the lungs, suggesting a similar lesion of the

kidney; enlarged lymph nodes in the groin

or the chest imply that the abdominal mass
is of a similar nature

;
evidence of metasta-

sis in the lungs or elsewhere indicates sar-

coma; jaundice hints at liver or gall blad-

der; and pigmentation of skin and changes

in the voice indicate a lesion of the supra-

renal glands. Enlargement of the superfi-

cial veins of the abdomen and ascites and
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edema of the abdominal wall and lower ex-

tremities point toward a late stage of renal

sarcoma. Palpation of the tumor region

often aids, by disclosing the thin edge of a

liver or spleen, a notch in the spleen, move-

ments upon respiration in hepatic or splenic

enlargement, and absence of movement in

retroperitoneal nodes, suprarenal tumor,

and usually in the larger renal tumors a

pitting on pressure in fecal impaction, or

a fullness in the loin indicative of renal

tumor. Bilateral tumors are highly indica-

tive of polycystic disease. A complete blood

count in certain blood dyscrasias may in-

criminate the spleen. A positive Wasser-
mann test may sway the balance in favor

of gummata of the liver. High blood urea

nitrogen, low phenolsulphonphthalein elim-

ination, and blood in urine arouse suspicions

of polycystic disease or hydronephrosis of

the kidney. Roentgenograms may disclose

metastasis to the lungs in renal malignancy

;

stone in the ureter, in hydronephrosis; or

enlarged mediastinal nodes, associated, with
an abdominal mass due to lymph nodes.

Pyelograms, following the administration

of uroselectan or injection of the renal pel-

ves, will not only differentiate between renal

and extrarenal masses, but may give valu-

able aid in determining the nature of a

kidney tumefaction. The kidney pelvis is

enlarged in hydronephrosis and is distorted

in tumor. Cystoscopy may reveal typical

evidence of tuberculosis of the bladder and
imply a similar lesion of the kidney. A posi-

tive Von Pirquet test, pus and blood in the

urine, and tubercle bacilli in the urine, as

shown either by smears or guinea-pig inoc-

ulation point to renal tuberculosis. Cysto-

scopic evidence may disclose a solitary kid-

ney. By ureteral catheterization, specimens
of urine can be obtained from each kidney
and, after intravenous injection of a dye,

the functional ability of each kidney can
be determined. The diagnosis of renal sar-

coma in children is facilitated by six factors,

as named by Warner, viz.: location, size,

contour, consistency, mobility, and pain.

Pain occurs late, and is a symptom of rapid-

ly growing tumor. Other later develop-

ments are constipation or diarrhea, vomit-

ing, and distension of the superficial veins

of the abdomen. The tumor may fill one half

of the abdomen, while the rest of the body

is reduced to extreme emaciation.

TREATMENT
The treatment of renal sarcomas is well

summarized by the following quotation

:

“Unless they are operated upon they usual-

ly terminate fatally; some of the results of

operation and radiation therapy, during

recent years, have been encouraging
;
and no

cases should be abandoned, no matter how
young the patient

;
but recurrence in a few

weeks is the usual result.”

Smith declares that, in his hands, roent-

gen rays have been a disappointment in

the treatment of sarcoma of the kidney. In

no case was there the slightest evidence of

benefit from the treatment of a large pri-

mary or secondary tumor, when covered

by skin or other protecting tissue. He be-

lieves that the treatment which offers the

greatest probability of cure is surgical re-

moval of the entire tumor, or as much of it

as is possible, and then the application of

heroic radiation doses to the open field, pro-

ducing necrosis about the site of the opera-

tion.

Nephrectomy is contraindicated in ad-

vanced cachexia. If the tumor is large and

cannot be removed by lumbar incision the

abdominal route is the only alternative. The
abdomen is opened by an incision through

the semilunar line
;

the intestines are

pushed aside with aseptic gauze compresses.

The kidney is exposed, covered by parietal

peritoneum. After the peritoneum cover-

ing the kidney is carefully incised, the cap-

sule of the kidney tumor is enucleated. Tap-

ping of a cystic tumor with a trocar fa-

cilitates exposure of the pedicle. Should

the surgeon find difficulty in reaching the

hilum to ligate the vessels and ureter sepa-

rately, a covered compression forceps is

used to grasp the structures during the kid-

ney removal, and they are then ligated. The

peritoneal incision and parietal wound are

closed. Following nephrectomy, the patient

may go into shock and fail to recover.

According to Robbins, “Sarcoma of the
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kidney in children has been found to be in-

tensely malignant, with a high rate of pri-

mary mortality from operation and a high

rate of recurrence
;
so that a total mortality

rate, including that of operation and re-

currence, has been reported as high as 93

per cent (plus).”

ORIGINAL CASE REPORTS
The records of seven typical cases which

were diagnosed by the author as sarcoma
of the kidney follow:

1. Pearl McC Admitted 9-12-30,

to Mississippi State Charity Hospital,

Vicksburg, Mississippi; age, eleven months;
white; female; temp., 100.3; pulse, 130.

Present Illness : About three months be-

fore admission the mother noticed a small

swelling in the child’s right abdomen. The
mass steadily increased in size and now
fills the entire right abdomen. The mother
thinks that the mass changes in size. No
digestive disturbances except that the baby
refused its feedings several times. No
urinary symptoms. No cough.

Physical Examination: The child seems
attentive and apparently has no acute pain.

The skin is warm, moist, and not cyanotic.

A prominent swelling in the right abdomen.
The mass is firm, not fluctuant, not movable,
oval in outline, and the size of a newborn
infant’s head. It is separate from the liver

;

the spleen is not enlarged
; there is no un-

due tenderness over either kidney nor any
other part of the abdomen; the heart and
lungs are normal

; the external genitalia are
normal

; and there is no edema.

Laboratory Reports : Urine : color, straw

;

reaction, acid; albumin, a trace; sugar,
none

; few pus cells
;
few red blood cells

;
no

casts. Blood: R.B.C., 4,040,000; Hb., 70
per cent; W.B.C., 15,900.

Operation : Under ether anesthesia a
right pararectus incision was made from
the costal margin to below the umbilical
level; the posterior peritoneum over the
tumor was incised and the tumor freed

; the

pedicle clamped, cut, and ligated; the pos-

terior peritoneum sutured; the abdominal
wall closed in layers without drainage. The
child died six hours after the operation.

Pathological Report by Dr. Eugene A.
Case, of Graduate Hospital of University of

Pennsylvania: The mass, roughly pear-

shaped, weighs 820 gms. ; dimensions are

11x13x16 cm. The kidney lies at the small

pole of the mass
;
the outer surface is fair-

ly smooth but uneven, owing to low rounded
elevations of variable size. Very irregular

blackish streaks and areas represent hem-
orrhage, and were probably red at the time
of removal. The tumor is firm (formalde-

hyde fixed specimen). The cut surface

shows the kidney compressed, so that its

outer surface is from 1 to 1.5 cm. in width.

The tumor has invaded the hilum of the

kidney, and at its poles, the organ blends

into the mass for a short distance; despite

this, the tumor appears to be fairly well sep-

arated from the kidney. The surface of the

fixed tumor tissue is white and the tissue

moderately soft; the outer zone is firmer

than the central portion (an accident of

fixation), and in this zone blackish areas

and streaks are present. A close inspection

shows narrow strands of stroma dividing

the growth into rounded masses, suggestive

of cloud effects. Sections from the tumor
mass and kidney show a growth, having a

loose fibrous stroma, which is quite cellular

in places and presents mitotic figures. The
stroma has the appearance of mesenchyme
and seems to consist of fibrous tissue only.

A search was made for muscle fibers, but

none was found. The stroma supports cell

nests of varying size; some are quite large.

The nests are very numerous, and in many
of them are distinctly formed tubules lined

by one or two layers of columnar cells with

elongated nuclei, deeply stained. A few

have cells, more like the developed cells of

the kidney tubules. The cells of the nests,

apart from the tubules (and many do not

show them), are undifferentiated epithelial

cells, with elliptical elongated nuclei, that

stain deeply. Mitosis is not infrequent.

Necrosis is present in the center of some
nests. The kidney is invaded by the tumor,

the cells infiltrating diffusely in various

areas. This tumor has grown from em-

bryonal tissue, which plays a part in the

development of the kidney; and it is inti-
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mately attached at the hilum of the

stretched and compressed organ.

It is a definitely malignant tumor and of-

fers a poor prognosis. At least, that is the

usual history o;f these growths. McFarland

calls them mixed tumors of the kidney;

Boyd, embryonmas; Ewing, adenomyo sar-

comas. The diagnosis is embryoma of the

kidney. Malignant.

2. Clarence H. T Admitted, 1-30-

31, to Mississippi State Charity Hospital,

age nineteen months; white; male; temp.,

99.2; pulse, 105; resp., 30.

Present Illness : One month before ad-

mission the father noticed that the child’s

abdomen was somewhat larger than usual,

but paid no attention to it. One week be-

fore admission the child became ill, and the

family physician diagnosed pneumonia.

Three days later the child entered the hospi-

tal with a swelling in the left lower abdo-

men. No digestive disturbances. No urinary

symptoms, except phimosis and an inability

to void freely at times. No jaundice. No
edema.

Past Histoy'y : An attack of colitis in

the summer of 1930; otherwise in good

health up to a month ago, when this mass

was discovered.

Physical Examination : Seemingly the

child is not having pain. The skin is. warm
and moist; the mucous membranes are a

bit pale. Except for a swelling in the left

abdomen the child appears quite normal.

There is no general glandular enlargement

;

the veins over the entire abdomen are dis-

tended. The head and neck are normal
;
the

heart and lungs are normal except for oc-

casional scattered rales between the scapula.

There is a large, hard oval and slightly

movable mass protruding from the left ab-

domen, extending from the left costal mar-
gin to the pubes and filling the entire left

abdomen. The liver is palpable, but the

spleen is not. There is no tenderness over

the kidneys or elsewhere. External genitalia

are normal except for a phimosis. Extremi-
ties are normal, and there is no edema.

Laboratory Reports : Essentially nega-

tive except for secondary anemia. Blood:

R.B.C., 2,700,000; Hb., 60 per cent; color

index, 1.1: W.B.C., 13,400; polys., 81.

Operation : Under ether anesthesia a

left rectus incision was made from the

costal margin to the pubes. The posterior

peritoneum over the tumor was incised and

the tumor freed. The pedicle was clamped,

cut, and ligated
;
the peritoneum was closed

;

the abdominal wall was closed in layers. The
child died 48 hours after operation.

Pathological Report by Dr. Eugene A.

Case: The tumor mass, including the re-

mains of the left kidney, measures 21x18x9

cm. in its greatest diameters and weighs

1280 grams. It has an odd shape, being a

large rounded mass bent at the middle into

a right angle, with short, thick, rounded
limbs. The surface is smooth, apart from
low bosses and areas, where the tumor has

broken through the capsule. The areas of

rupture are large and their surfaces rough-

ened. The bulging tissue is soft. The cut

surface varies in appearance and consist-

ency. A large part of it is fasciculated and

the substance firm. In another portion of-

the mass, the surface is granular and the

substance soft near the surface of the

tumor. In one area hemorrhage has oc-

curred, involving a portion of tissue fully

5 cm. in length and 3 cm. in width and

thickness. The kidney is stretched over

part of the growth, and it is reduced to a

layer of tissue not more than 5 cm. thick.

From this appearance, it would seem that

the tumor began in or near the hilum of

the organ, gradually stretching the organ

until it has assumed its present position.

Microscopical sections were made from
various parts of the tumor, including both

the firm and soft tissues. It is difficult to

give an exact description of the histological

picture. In general, it consists of a stroma

of fibrous tissue which held the various ele-

ments together. This stroma is of the adult

type in some sections, quite cellular in oth-

ers, and loose and edematous in others. Scat-

tered through the fibrous tissues are mus-
cle fibers, both striated and non-striated.

They are irregular in distribution; but oc-

casionally they occur in small, loose collec-

tions where the tissue is edematous. Large
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and numerous areas of undifferentiated

round cells are scattered through the

growth. These cells are tumor cells and

not lymphocytes or mononuclear wandering

cells. Epithelial elements, taking the form

of very irregular tubular structures, have

grown in various part of the tumor. Most

of them are surrounded by these undifferen-

tiated round cells, but the others are not.

The “tubules” are lined with elongated

epithelial cells having small, deeply stained

nuclei. They are arranged in several ir-

regular layers. Where the hemorrhage has

occurred, the tissue has undergone consid-

erable necrosis; and here are found infil-

trations of cells of the mononuclear type,

along with some polymorphs. Mitosis is

not infrequent in the tumor. While this de-

scription is unsatisfactory, yet the tumor

accords with its type. McCallum calls these

tumors composite tumors; Wilms (and this

is a Wilms’ tumor) calls it mixed tumor,

and Birch-Hirschfield, adenomyo sarcoma.

The diagnosis : Composite tumor of the left

kidney (adenomyo sarcoma). Malignant.

3. Oscar J Admitted, 6-9-31, to

Mississippi State Charity Hospital; age,

twenty-one months; colored; male; temp.,

98 ;
pulse, 122 ;

resp., 20.

Present Illness : Child was apparently

well until two months before admission, at

which time the mother observed some swell-

ing of the abdomen. Abdomen continued

to enlarge until a week ago, when the child

was taken with an attack of vomiting which

continued all day. The family physician

was called in, and diagnosed the mass as

either enlarged spleen or kidney.

Past History : An attack of vomiting one

week ago; otherwise in good health until

two months ago, when the mass was discov-

ered. No urinary symptoms. No diarrhea.

No jaundice.

Physical Examination

:

The child, ap-

parently suffering no acute pain, is well

nourished and developed. The skin is warm,

moist, and elastic; color is chocolate; no

scars, pigmentations, or eruptions; mucous

membranes not cyanotic. There are no

glandular enlargements, no abnormal pulsa-

tions
;
has a protuberant abdomen which is

symmetrically enlarged
;

superficial veins

prominent; umbilicus protrudes. The head,

neck, heart, and lungs are normal. An ab-

normal growth fills the left half of the ab-

domen. The mass is hard and is attached

in the left renal region. The entire abdo-

men is more tense on the left side. There

is dullness over the left hypochondriac,

lumbar, and iliac regions extending as far

as the mid-line, with resonance over the i

right side. The liver is palpable, but the

spleen is not; there is no tenderness any-

where. External genitalia are normal, ex-

tremities are well developed, and there are

no abnormal findings, except for a slight

swelling of the feet and ankles, which does

not pit on pressure.

Laboratory Reports : Urine examination

was normal; P.S.P., 55 per cent in two

hours
;
Pyelograms after the intravenous in-

jection of uroselectan, normal. Blood:

R.B.C., 4,510,000; Hb., 45 per cent; Color

index, .5; W.B.C., 11, 571; Polys., 67; S.M.,

4 ;
L.M., 4 ;

Myelo., 6 ;
Eos., 1 ;

Bas., 0. Blood

chemistry: Urea nitrogen, 19; Uric acid,

1.7 ;
Creatinine, 2.5

;
Chlorides, 500 ;

Sugar,

95. Wassermann, Kahn, Kline, and Young
tests for syphilis, negative.

Operation : Performed 6-17-31, under

ether anesthesia a left rectus incision was

made from the costal margin to the pubes,

exposing the tumor mass. The posterior

peritoneum was incised and reflected; the

pedicle was clamped, cut, and ligated at the

hilum; posterior peritoneum was closed by

continuous suture, and the abdominal wall

closed in layers without drainage. The child

died from evisceration seven days after the

operation.

Pathological Report by Dr. Eugene A.

Case : The mass is composed of tumor tis-

sue attached to the hilum of a small kidney,

lying near one of the poles of the tumor.

It weighs 1,420 gms. and measures 16.5x

15.24x13.97 cm. The kidney measures 7.5

cm. in length, and varies in thickness from

1.2 to 2.5 cm. Its cut surface shows the

growth to have invaded the hilum and

pushed the kidney tissue to one side, with-

out definitely involving it. The kidney it-

self, bleached by preservatives, shows a
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fairly sharp distinction between the cortex

and the medulla. Evidently the growth has

arisen independent of the kidney, involving

it secondarily. The tumor is rounded; its

surface is bossellated, and it appears to be

enclosed in a fibrous capsule. The cut sur-

face is white (bleached)
,
and the tissue soft,

edematous, and fleshly in character. It is

not very vascular, though in one area the

presence of hemorrhage indicates larger and

more numerous vessels. Sections from the

tumor mass show an irregular arrange-

ment that is difficult to describe so that one

may visualize its appearance.

The supporting structure is fibrous tis-

sue, forming the capsule and extending

through the growth in strands of varying

size down to minute trabeculae. In many
areas the fibrous tissue is loose, cellular,

and edematous, bearing a resemblance to

mesenchymatous tissue.

The cells are elongated and the nuclei

oval or elliptical. Much of this sarcomatous

tissue is present in the growth. In other

areas, the tissue is denser and less like sar-

coma.

Epithelium occurs in more or less cir-

cumscribed areas supported by the stroma,

which subdivides it into small spaces or

“alveoli.” The epithelial cells are of mod-

erate size, and the nuclei are rounded and

well stained. The cytoplasm appears to be

degenerated, for the limits of the individ-

ual cell are usually indistinct, making it

difficult to determine the type of cell found

in this portion of the growth.

In a few areas, a rounded, duct-like ar-

rangement has occurred
;
but, on the whole,

differentiation of the epithelium has not

taken place. Careful study failed to reveal

muscle tissue, either striated or non-

striated. Areas of anemic necrosis are

scattered through the tumor. They are not

accompanied by infection or inflammation.

Comments : While this is by no means
typical of the usual Wilms’ tumor, I am of

the opinion that it belongs to this type of

growth. McCallum calls them “composite

tumors,” the term I shall adopt in this case.

Diagnosis: Composite tumor of the left

kidney (embryoma, adenosarcoma, etc.).

4. Roselle McL Admitted, 11-

15-31, to South Mississippi Charity Hospi-

tal, Laurel, Mississippi
;

age, 3 years 8

months; white; female; temp., 101; 'pulse,

156 ; resp., 30.

Present Illness : Two and one-half months
before admission the mother’s attention was
called by a friend to a mass in the baby’s

abdomen. The mother states that she had

not paid any special attention to the child’s

abdomen, as it had been large for some
time. A week ago the child began having

frequency of urination, and yesterday

vomited two or three times. No cough. No
digestive disturbances. Bowels regular.

Appetite fair. Restless sleep for the past

week. No jaundice.

Past History : Had colitis when three

months old, an attack of vomiting one

month ago, and another yesterday.

Physical Examination : The child is

listless, and discloses a marked loss in

weight, with emaciation of the chest and

extremities, and a large protuberant abdo-

men. The skin is dry, warm, and free from
cyanosis; the mucous membranes are pale;

there are no glandular enlargements; no

edema
;
the superficial veins over the right

side of the abdomen are distended. There
is a mass oval in outline, firm, immovable,

filling the right side of the abdomen and at-

tached in the region of the right kidney.

The liver is palpable
;
the spleen is not. The

area of dullness extends from the mid-line

posteriorly to two inches beyond the mid-

line anteriorly downward to the pubes and

upward to within three inches of the costal

margin; the remainder of the abdomen is

resonant. Tenderness was not elicited over

either kidney or the abdomen.

Laboratory Reports : Urine : straw

color
;
acid

; 1020 ;
pus cells, 5-6 H.P.F.

;
red

blood cells, occ. ; no casts
;
P.S.P., 55 per

cent two hrs. reading. Blood: R.B.C.,

5,000,000 ;
Hb., 50 per cent

;
W.B.C., 13,400

;

Poly., 68; S.M., 26; L.M., 4; Eos., 2; color

index, .5. Wassermann and Butler tests

for syphilis, negative; Malaria, negative;

Pyelogram after uroselectan injection in-

travenously, negative; Roentgenogram of

chest, negative.
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Diagnosis : Sarcoma of right kidney. Re-

sult: Child died, 11-17-31, two days after

admission. No autopsy.

5. Donald G Admitted, 2-3-32,

to South Mississippi State Charity Hospi-

tal, age, 26 months; white; male; temp.,

101.2 ;
pulse, 100.

Present Illness : One month before ad-

mission, the mother while bathing the child

observed a lump the size of an orange in

the left side of the abdomen. It rapidly

increased in size. Two weeks ago the child

developed a cough, and has lost considerable

weight. Appetite is fair, sleep is restless,

bowels are constipated. No urinary disturb-

ances. No jaundice.

Past History : Had malaria.

Physical Examination : No evidence of

acute pain. The child is very thin and

anemic; is attentive, but not very playful.

Head and neck are normal; the mucous
membranes of the mouth are pale. Marked
emaciation of the chest and extremities,

and a large protuberant abdomen, with en-

larged superficial veins. The heart is nor-

mal. A few mucous rales throughout the

chest. Palpation of the left abdomen dis-

closes a mass about the size of a newborn
infant’s head. The mass is firm, fixed, oval

in outline, fills the entire left abdomen, and
has its origin in the region of the left kid-

ney. The area of dullness extends from the

mid-line anteriorly to the spine posteriorly,

and from two inches below the costal mar-
gin downward to Poupart’s ligament. The
rest of the abdomen is resonant. There is

no undue tenderness over either kidney or

other parts of the abdomen. There is no

space behind the mass into which the fingers

can be pushed. The liver is palpable; the

spleen is not. There is no edema.

Laboratory Reports

:

Urine : straw color

;

acid; albumin and sugar, negative; pus

cells, 5-6 H.P.F. ; P.S.P., 50 per cent two
hrs. reading. Blood: R.B.C., 2,770,000;

Hb., 50 per cent; color index, .9; W.B.C.,

9,200 ;
Polys., 68 ; S.M., 27 ;

L.M., 5 ; N.P.N.,

19. Wassermann and Butler tests for

syphilis, negative. Malaria, negative.

Roentgenograms of chest, normal.

Diagnosis : Sarcoma of right kidney. Dis-

charged, 2-14-32. Died, 3-2-32. No autopsy.

6. Clardy T Admitted, 4-4-32, to

Mississippi State Charity Hospital, age, 3

years; colored; female; temp., 97.2; pulse,

150; resp., 40.

Present Illness : Four months before ad-

mission the mother noticed an abdominal

mass which has steadily increased in size

and now fills the entire right abdomen. The
child vomits occasionally, but has no cough

;

no urinary symptoms. Appetite good

;

sleeps well
;
walks some

;
but does not play.

Physical Examination : The child obvious-

ly is in no acute pain
; the skin is warm and

moist
;
there are no glandular enlargements

;

the mucous membranes are pale
;
the heart

and lungs are normal. She has a protuber-

ant abdomen with bulging on the right

side. An abnormal mass which is rather

firm, but in places soft though not fluctu-

ant, fills the right side of the abdomen and

is attached in the region of the right kidney.

The entire abdomen is tense—more so on

the right. There is dullness over the right

hypochondriac, lumbar, and iliac regions,

extending as far as the mid-line anteriorly

and downward to the pubes and backward

to the spine, with resonance over the left

side. The liver and spleen are not palpable.

The external genitalia are somewhat en-

larged. There is slight swelling and pitting

on pressure of the feet and ankles, more

marked on the right.

Laboratory Reports : Urine: pale and

cloudy
;
1013 ;

acid
;
albumin, one plus ;

sugar

and acetone, negative; pus cells, 12 H.P.F.

;

red blood cells, negative. Blood: Hb., 70

per cent; W.B.C., 7,250; Polys., 57; S.M.,

40; L.M., 1. Malaria, negative; Wasser-

mann and Butler tests for syphilis, negative.

Operation : Performed 4-6-32, under

ether anesthesia. A right rectus incision

was made from the costal margin to the

pubes. The posterior peritoneum was in-

cised and reflected, exposing a large tumor

mass involving the upper pole of the right

kidney. The mass extended as high as the

diaphragm, filled the right lower quadrant,

and reached the mid-line medially. The

lower pole of the kidney appeared normal.

The tumor had ruptured through the upper
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portion of the renal capsule, presenting a

loose conglomerate necrotic mass, which

pushed the diaphragm upward on the right

side and displaced the liver anteriorly and

to the left, the right border of the liver ap-

proximating the mid-line. Other abdominal

organs were normal. The loose necrotic

material was removed by hand. The renal

pedicle was clamped
;
the ureter ligated and

severed from the kidney. The blood vessels

were ligated separately. The remaining

portion of the tumorous mass and kidney

were removed. The posterior peritoneum

was closed by continuous suture; the abdo-

men was closed in layers, with five stay

sutures; no drainage. The child died on

completion of operation.

Pathological Report by Dr. Leon S. Lip-

pincott, Vicksburg, Mississippi: Right kid-

ney 8x5x4 inches, irregularly lobulated,

gray pink, moderately firm, much gray-

white, soft, ragged tissue adherent. Surface

soft, boggy, gray, yellow-streaked
;
some red

mottling. One end shows considerable nor-

mal kidney tissue with cortex 3-16 inch.

Weight, 550 grams; total weight of the

tumor with necrotic mass, 4206 grams. Sec-

tion from normal-appearing-area capsule

moderately thickened; some lymphoid cell

infiltration. Near surface, kidney tissue

fairly normal, shading into embryonic type

and tumor tissue. Numerous hyaline casts.

Some fibrosis, especially in region of larger

vessels. Some lymphoid cell infiltration.

Some passive congestion.

Diagnosis : Adenomyo sarcoma with

a—Large areas of necrosis,

b—Scattered acute purulent inflammatory

areas.

c—Scattered areas of hemorrhage,

d—Chronic inflammation.

7. Elnor P Admitted, 7-19-32, to

Vicksburg Charity Hospital, age, 5 years;

colored; female; temp., 100; resp., 28.

Present Illness : Mother first observed the

enlargement of the abdomen about four

months before admission to the hospital.

The mass has enlarged progressively.

Bowels have been regular. No urinary

symptoms.

Physical Examination : Discloses an

emaciated child, without acute pain, with

a large, protuberant abdomen. The head

and neck are normal; the mucous mem-
branes are pale. The heart and lungs are

normal. Palpation reveals a mass in the

left abdomen. The mass is bilobed, one

node just below the costal margin extend-

ing a little to the right of the mid-line and

above the umbilicus to the xyphoid process,

measuring about four inches laterally. The
second node of similar size is below and to

the left of the umbilicus. The mass is hard

and fixed, and arises from the left kidney

region. Dullness extends from the spine

forward to the mid-line, upward to the

costal angle, and downward to the inguinal

region. The right abdomen is hyperreso-

nant. There is no space behind the tumor
into which the fingers can be forced. The
external genitalia are normal

; rectum nor-

mal.

Laboratory Reports : Urine : straw color

;

cloudy; 1030; acid; albumin, sugar, and
acetone, negative; pus cells, 8 H.P.F.; oc-

casional red blood cell; casts, negative;

bacteria present; P.S.P., 55 per cent in two
hrs. Blood: R.B.C., 3,800,000; Hb., 70 per

cent; color index, .9; W.B.C., 8,750; Polys.,

64; S.M., 33; L.M., 3; Eos., 0; Bas., 0;

Wassermann and Butler tests for syphilis,

negative
;

Malaria, negative
;

Coagulation

time, four minutes; N.P.N., 29.6; Creati-

nine, 1.2.

Operation : Performed, 7-22-32, under

ether anesthesia. A left rectus incision was
made extending from the costal margin to

the symphysis pubis. Posterior peritoneum

was incised over the kidney mass. The
tumor removed, ureter, renal vein, and

artery were ligated, and all bleeding points

arrested. The posterior peritoneum was re-

united by continuous suture; the abdomen
was closed by layers with eight-stay su-

tures, and two Penrose drains extended into

the renal fossa, one superficial and the other

deep to the posterior parietal peritoneum.

Results : The child died three hours after

operation.

Pathological Report by Dr. Eugene A.

Case: This large growth with projecting

nodules looks not unlike a uterine fibroid,
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weight 1814 grams. One of the nodules is

Kidney shaped, measuring 6 cm. long, 3 cm.

wide, and 4 cm. thick. Section proves it to

be the kidney of a child. The tumor is

firm (fixed in formaldehyde), and is covered

with a capsule of fibrous tissue. The cut

surface of the mass reveals nine or ten

nodules. One nodule is hemorrhagic, but

the others are not. Some of them are soft

and cellular in appearance, but others are

distinctly fibrous. In the latter the fibers

are cut at various angles, giving the surface

a “watered silk” appearance. In these

nodules the tissue is white and tough, offer-

ing resistance to cutting. The tissue of the

softer nodules is yellowish and apparently

more cellular. Necrosis has taken place in

some areas, while in others there is a serous

exudate which has coagulated under the in-

fluence of the fixative. The cut surface of

the kidney proper is free from tumor tis-

sue. Though one pole has been compressed,

but not invaded, the tumor has not arisen

from the kidney itself. The microscopical

picture is typical for a composite tumor.

Some portions are quite cellular, while oth-

ers are more fibrous. The cells are arranged

in groups of varying size and shape. The
cells are more or less elongated, and the

nuclei elliptical and deeply stained, owing

to the quality and density of the chromatin.

Mitosis is not very frequent. In places the

cells form duct-like structures. The cells

lining them are usually columnar. These

cellular groups resemble a very cellular em-

bryonic tissue, and are not sharply sepa-

rated from the stroma. The latter is loose

in some parts of the growth and dense in

others. In the fibrous nodules the stroma

is dense and contains fewer muscle fibers.

Groups of cells such as the above are pres-

ent, but they are less numerous and smaller.

Scattered through the stroma may be seen

many fibers of muscle tissue, many of which
are distinctly striated. Slides taken from
the area where the tumor encroaches upon
the kidney show no invasion of the kidney

tissue. It is distinctly separated by a fibrous

capsule.

Diagnosis: Composite tumor (Rhab-
domyosarcoma) .

SUMMARY AND CONCLUSIONS
1. Parthogenesis of renal sarcoma in

childhood is obscure. The lesion is desig-

nated by various terms, viz.: “embryoma,”
“Wilms’ tumor,” “adenomyo sarcoma,” and
“mixed tumor”

;
but whatever name be used,

the tumor is congenital.

2. Sarcoma of the kidney manifests it-

self most often within the first five years

of life. It has an insidious onset, and is

characterized by a rapid increase in the size

of the abdomen.

3. Every possible diagnostic procedure

must be employed, as early diagnosis is the

only hope for successful treatment.

4. Radiation therapy may be tried, but

only in the early stage or subsequent to

operation. Surgery, by excision, is the main
recourse.
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DISCUSSION
DR. H. C. GAYDEN (Nashville) : Mr. Presi-

dent and Gentlemen: I wish to take this oppor-

tunity to thank Dr. Clayton for his very beauti-
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ful paper. This represents a great deal more
work than we realize because Dr. Clayton has

been interested in this subject particularly for

many years, submitting this thesis to the Univer-

sity of Pennsylvania for his degree of Master of

Medical Science. It is upon this subject that he

has been collecting this material for many years.

I looked over the data that he has gone over

and it represents not only the American literature,

but the literature of many foreign languages. He
has left nothing unsaid; he has taken up every

means of diagnosis that is known; he has taken

it even into the various complications that might
arise. He leaves very little for me to add, only

that I should like to emphasize some of the things

that he has already touched on.

The classification of tumors from the standpoint

of a clinician I think should interest us no further

than to decide first whether it is a malignancy or a

benign tumor, and second, in a kidney, whether it

is of the pelvis of the kidney or the parenchyma.
That being decided on by the clinician, the rest will

have to be left to our very competent laboratory

men. The doctor says the clinician will have to

stand aside and wait for the pathologist to catch

up. I have not found that so. Our pathologists

have been a little bit keener, I think, in many in-

stances than we have been. The unfortunate part

is that our pathologists are so keen that they fre-

quently don’t agree. All the pathological work
brings out is the fact that they describe a tumor
by its make-up, whether it be round cell, spindle

cell, squamous cell, nodular, and those various

things.

As to classification, we don’t have to be so very

interested because knowing what our kidney or

urological system is developed from, the Wolffian

duct, we are able to trace what the make-up of the

tumor is. We know that in the new growth, as the

term implies, there are a lot of pathological cells

that should not be there.

The Doctor brought out very beautifully that

sarcoma occurs in the first five years of life, and
we all know that the earlier the malignancy the

less hope we have to do anything for it. I know
of nothing more distressing and more touching

than to have an only child of a couple brought in

with a hopeless disease, consequently it is a sub-

ject that we should be thoroughly interested in.

He said we should bring in every possible diag-

nostic procedure, that is, our X-ray and our recent

development in urological surgery with uroselec-

tion or the skiagram for intravenous diagnosis.

He would have you believe that it is a simple pro-

cedure to introduce intravenously a shadowgraph
medium which will bring out the kidney. Un-
fortunately there is so much normal secreting

healthy kidney tissue that the uroselectan passes

on through and leaves you no shadow; consequent-

ly, for the sake of a few men who probably have
not seen some of the later instruments, I stuck a
little cystoscope in my pocket just to show you how
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they can be used even on babies of so young an
age. This little instrument represents Butter-

field’s cystoscope, a little trick that carries one

catheter. You can work out the diseased side,

withdraw that and go in by the side of the other

catheter and develop your function on the other

side, as the Doctor brought out, and probably you

would have a single horseshoe or unilateral kid-

ney.

I do insist on cystoscopy, because you get the

same thing in the child that you get in the grown
individual—compressed calices, deformity of the

pelvis, pressure symptoms, filling defect symptoms,

etc.

As to treatment of cancer, wherever we find can-

cer we use our deep therapy with surgery. Of
course we all prefer surgery. When do you do i

surgery? The earlier the better. If we can get the

tumor before it has metastasized to other places,

the more hope we have for cure. Unfortunately

we wait for the mother to make the diagnosis, ij

That we have to do, but if we could get it then in-

stead of many times saying, “Well, maybe it will

disappear,” and instead of putting it off just go in
,

immediately and get an early diagnosis while we
can possibly enucleate it and then add our X-ray

after the surgery, we could do much more.

DR. W. D. HAGGARD (Nashville) : I am glad

the last speaker stuck that cystoscope in his pocket,
j

We have a story here of one of our ophthalmologi-
|

cal friends told upon one of our cystoscopic friends.

They were talking about the Lindbergh baby’s
^

kidnapping and what would be suitable as punish-
|

ment for the kidnapper, and everybody expressed I

his opinion as to what should be done to the kid- J

napper for this heinous crime. One wanted him 3.

drawn and quartered, another wanted to burn I

his eyes out, and various and sundry things were 1

suggested. Finally this man said, “Naw, don’t I

do that. Get one of these urologists to cystoscope V

him.” (Laughter.)

I have always been very much interested in

tumors of the kidney, because I have had more than
|

my portion and they are very sad cases because 1

in adults the majority of them belong to the so- I

called hypernephromata type, they are very malig-
|

nant and very prone to recur. They are extremely
|

difficult tumors to remove; they are a little bit too

large to be removed behind; it is just like the J

surgeon said, no matter which way you go, wheth- I

er in front or behind, you wish you had gone the

other way, but as a matter of fact if the tumor is >

quite large I think the anterior operation is much i

more suitable, it is easier and much more satis-

factory.

We have a man in the hospital who had a large

tumor of the left side that had been worked out

very thoroughly by some very competent men, and
they had looked upon it as an enlarged spleen. The

|

blood picture, however, did not correspond to any ‘

splenic change that you could imagine. Moreover, 1

i
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we could not feel the notch, and lastly, but by

no means least, the colon was on top of the tumor,

you could map it out with very simple percussion,

s You didn’t even have to insufflate the colon as we
formerly did, and we should do now if we can’t

j

be sure whether it is renal or splenic. We didn’t

change the diagnosis. He was all ready for re-

I moval of the spleen. One of my urological friends
1

said that if we cystoscoped him it would give a

beautiful picture. Yes, that is about all we would
have had, and we wouldn’t have had the patient.

He had already left another hospital because they

proposed to put a cannula in the tumor in order

to draw out some cellular material to study. The
man was unwilling to have that done, and I think

he would have been unwilling to have us cysto-

scope him. You should have a pyelogram which

,
gives you a very beautiful spider-like pelvis of the

kidney, and in that way gives you an excellent

differential diagnosis. In this man we were able

to remove the tumor of the kidney. The renal

ligament in this case was very, very tough and
hard to separate so that we injured the spleen and
had to suture it.

Another case recently had a right-sided tumor
that I saw in the summer and supposed it to be

gall bladder; it was atypical in its history; it was
a smooth, round, globular tumor in the right side.

The urine was perfectly negative. His story was
not a convincing one of gall bladder, but we just

presumed it was that and advised exploration. He
didn’t have it done, but in Louisville he had some
pyelograms made which were very beautiful, and
he still declined operation until he had a severe

hemorrhage from the kidney, and of course we all

realize that a hematuria should be very assiduous-

ly investigated for the origin of it, of course those

associated with tumefaction or the tumor type. In

this man, after the enormous hemorrhage he had
which persisted for a number of weeks, we were
able to enucleate the tumor under spinal anesthesia,

which is a very satisfactory mode of anesthesia,

particularly in tumors where there is great diffi-

culty in enucleation, because it gives you, as you
know, such beautiful relaxation; you can almost
take it in the other room and sever the pedicle

because it is so easy and relaxed, it is not like a
tense patient under an anesthetic. The sad part

about these cases is that they are so prone to re-

turn. He is perfectly well now, but I am familiar

with relatively few cases of this variety who have
survived any very great length of time.
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EDITORIAL

Codes of Fair Practice.
The financial depression which has

brought so much suffering and tragedy has
been in progress for a sufficient length of

time to enable us to look backward and place

our fingers upon at least some of the in-

fluences which played a major part in its

cause and prolongation.

The most obvious cause of all the trage-

dies that have happened as a result of the

depression is a lack of ethical conduct upon
the part of large numbers of people, many
of whom are leading citizens in commerce,
in finance, in politics, and in all other lines.

Just now diligent effort is being put
forth to secure the adoption of codes of fair

practices in many industrial and commer-
cial pursuits. Emphasis is on ethical prac-

tices.

It is obvious that financial powers which
are abundant in this country are incapable

of controlling the forces of the depression

when not governed by ethical principles.

It is obvious that the forces of education

and enlightenment when not governed by
ethical principles make no headway in com-
bating the evils of the depression.

The lack of ethics in political leadership,

of course, can do nothing but aggravate the

situation—no difference how much effort

may be expended.

We are all involved in the task of deal-

ing with the consequences of the depression.

Progress is relatively slow in dealing with
the cause, in so far as the lack of ethics is

a factor.

It is becoming more and more obvious
that ethical conduct all up and down the

line will play a major role in ending the

depression with its attendant suffering.

It is becoming increasingly evident that

education, which does not bring a higher
ethical sense, is of doubtful benefit.

Progress in the sciences will be of slight,

if any, benefit if not guided by ethical prin-

ciples. There is a possibility that progress

in science without a corresponding progress

in ethical principles may be harmful.

A progress which is not directed by
ethical principles will be a distorted prog-

ress. It will be so distorted as to be of

doubtful benefit at all.

Doctors may well take pride in the fact

that they have worked under a code of medi-

cal ethics for more than two thousands
years. The code enjoins upon doctors fair

practices as between competitors and fair

practices as between doctor and patient.

In recent years it has been alleged that

the code of medical ethics may be a hin-

drance to medical progress. This cannot be

true. The contrary is true. In these

years some influences have been making
headway toward destroying the effects of

the code in medical practice, either by cir-
j

cumvention or by direct attack.

It is a bit strange that this should occur j-

'

at a time when an effort is being made to
j

;

secure the adoption of codes of fair

practices in industrial, commercial and
banking pursuits.

Institutions have ventured to commit vio-
j

|

lations which individuals would not dare J

commit. Recently the medical profession of

Philadelphia has called attention to unfair

ethical practices by hospitals, and some so- i
j

called social agencies. Numerous instances
j

of breaches of fair practices are being cited, i

Many of these institutions and agencies are
j

dependent upon the free services of physi- I

cians for their very existence.

The medical profession, in our opinion,
|

had better cling to the code tenaciously. If

some institutions are hindered in the course |
they are going by complying with the pro-

visions of the code the hindrance will be a
benefit to them and the public at large. WE
CERTAINLY HAVE LEARNED THAT
ALL CHANGE IS NOT PROGRESS.
The principle of the greatest good to the

]
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greatest number compels that ethical prin-

ciples be followed. As a result of the en-

forcement of the provisions of the code

there may be instances in which the ap-

pearance of harm may be cited, but the

injury, if any, will be compensated for a

thousand times by the good that will come
to the many.
On another page of this issue will be

found an extract from the Penn. Med. J.,

Vol. XXXVI, No. 9, on this subject—In-

dexed—Report of the Section on Dispensary
Abuses and Social Service Departments.

The Federal Relief Administration and
the Medical Profession of Tennessee.

The burden of giving medical care to the

indigent has been weighing heavily on the

medical profession throughout the present

depression. The burden has been entirely

too heavy but doctors have made no loud

outcry of complaint.

Some satisfaction is to be found in the

fact that the Federal Relief Administra-
tion has recognized the obligation of char-

ity agencies toward the medical profession

and the indigent. The Federal Relief Ad-
ministration is providing for some remun-
eration to the doctors. It is not adequate

remuneration, of course, and doctors do not

expect adequate remuneration for services

rendered the indigent. It is remuneration

in an amount that will probably cover the

actual costs of rendering the services. The
Federal Relief Administration limits serv-

ices.

On this page of this issue will be

found a tentative plan that has been drawn
up by the state director of the Federal Re-
lief Administration and his associates in

cooperation with members of the medical

profession. In the drafting of this tenta-

tive plan the two groups are compelled

to stay within the limitations fixed by the

Federal Relief Administration.

The state medical association, of course,

could not draft a plan, nor could the state

association endorse a plan which would be

binding upon the local societies. These

tentative plans in the final analysis are to

be approved by local societies and then in-

dividual doctors will become eligible to par-

ticipate in the relief work by indicating to

the local relief administrator their willing-

ness to comply with the terms of the plan.

This plan is very similar to those that are

being followed in other states.

Tennessee State Relief Administration

Rules and Regulations Governing Medical

Care Provided in the Home to Recipients

of Unemployment Relief

I. Policy:

Under the provisions of the Federal

Emergency Relief Act of 1933, the Ten-

nessee State Relief Administration is

authorized to furnish medical services and

supplies to families and individuals ap-

proved for relief of any kind. Application

may be made for medical care the same as

for any other necessity.

The phrase “in their homes,” as used in

Rules and Regulations No. 3, shall be in-

terpreted to include office service for am-
bulatory patients, with the understanding

that such office service shall not supplant

the services of clinics already provided in

the community.

Medical care shall not ordinarily be

authorized by County Relief Directors for

conditions that do not cause acute suffering,

interfere with earning capacity, endanger

life or threaten some permanent new handi-

cap that is preventable when medical care

is sought.

II. Procedure:

1. Authorization: A Disbursing Order of

the Tennessee State Relief Administration

or requisition for medical care shall be

issued by the County Relief Director to the

patient, or head of the family, using the

name under which all relief is given. All

authorizations for medical, nursing and

dental care shall be issued in this written

form prior to giving such care; except

where telephone authorization is necessary

in an emergency, in which case such tele-

phone authorization shall immediately be

followed by a written order.

The second exception to this procedure is

an emergency in which it is unquestionably

impossible for either patient or doctor to
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communicate with the County Relief Direc-

tor to secure the necessary authorization.

Emergency bills will be paid only when the

patient is eligible for relief. Eligibility will

be determined by the County Relief Direc-

tor. Only one emergency call will be paid

for any one illness or injury. Follow-up

calls must be authorized by the County Re-

lief Director after consultation with the

doctor. No claims shall be paid for office

visits or other medical attention unless the

County Relief Director sends the patient to

the doctor with a requisition for medical

care or Disbursing Order for examination

or treatment or both.

(a) Acute Illness: Authorization for

medical care for acute illness shall be

limited to not more than 6 visits. Medical

care in excess of this shall not be authorized

until a reinvestigation of the case in the

home has been made by the County Relief

Director.

(b) Cfi7'onic Illness: Medical care for

prolonged illnesses, such as chronic asthma,

chronic heart disease, chronic rheumatism,

diabetes, etc., shall be authorized on an in-

dividual basis and, in general, visits shall be

limited in frequency by agreement (i.e., not

more than 1 visit per week for a period not

exceeding one month) . Medical care in ex-

cess of this period shall not be authorized

until a reinvestigation of the case in the

home has been made by the County Relief

Director. Nursing care for such chronic

illnesses shall, in general, be authorized in

accordance with the need for such care as

indicated by the attending physician. If

necessary, more frequent visits by the

physician or nurse for an acute attack oc-

curring in the course of a chronic illness

may be authorized. Care for chronic illness

authorized under this section shall supple-

ment and not supersede existing community
services, such as visiting nursing service or

institutional care.

(c) Choice of Doctor: Families shall be

urged to continue the services of the family

physician, if they have one. However, any
physician accepting this arrangement may
be called and may accept Disbursing Orders

for approved services. Participation shall

be open to all physicians licensed to prac-

tice medicine in the State, subject to local

statutory limitations and to the general

policies outlined in the Rules and Regula-

tions of the Tennessee Relief Administra-

tion governing medical care. Physicians

authorized by County Relief Directors to

give medical care under this program shall

have accepted, or shall be willing to accept,

the regulations and restrictions inherent in

the program. In order to provide adequate

medical care it may be desirable for County
Relief Directors to maintain on a district

basis a list or file of physicians in the county

who have agreed in writing to comply with

the officially adopted program. A similar

policy and procedure should be followed in

the preparation of approved lists of nurses,

dentists, and pharmacists. Licensure

and/or registration to practice their re-

spective professions in the State shall be a

prerequisite to approval of graduate nurses,

dentists, and pharmacists for authorized

participation in the State program for the

provision of medical care.

2. Method of Payment: All fees are paid

in full and the recipient of care or the per-

son responsible for his or her support is not

liable for additional charges. With the ex-

ception of maternity cases, the Disbursing

Order should be given to the doctor at the

time service is rendered. Physicians,

nurses, and dentists who are providing

authorized medical care to relief clients in

their homes shall submit to the County Re-

lief Director monthly (within 5 days after

the last day of the calendar month in which
such medical care was provided) an item-

ized bill for each patient. Details for mak-
ing out itemized statements for services,

medicine, supplies, and mileage, will be

found on the requisition for medical care.

When the requisition is presented to the

County Relief Director a Disbursing Order

will be issued.

III. Fees Authorized:

1. Office Visits: $0.50 (fifty cents) will

be paid for each office visit for each patient

for examination or treatment or both. Pa-

tients able to go to the doctor’s office must
do so rather than create the cost of a home
visit. Whether or not a patient will go to

the office will be determined by the patient’s
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physical condition, need for an attendant,

the distance to be traveled and the means of

transportation, considering foremost the

patient’s comfort and whether or not travel

would complicate the condition.

2. Bedside Care: $1.00 will be paid for

calls within two miles of the doctor’s office.

10 cents per mile for distance traveled over

two miles from the doctor’s office will be

paid. If more than one patient in any one

household needs attention only one fee will

be allowed. A “household” refers to a group

of people all of whom eat from the same

supply of food.

3. Maternity Care: $12.00 is the maxi-

mum amount that may be paid for the care

of both mother and infant. Care will in-

clude prenatal examination and treatment

as needed for illness incident to pregnancy

;

care of mother and infant at time of de-

livery, and bedside calls on the first, third,

and fifth days after delivery and as fre-

quently as the patient’s condition requires

up to and including the fourteenth day.

(Mileage, i.e., beyond a distance of two

miles, will be paid for each visit.) At the

end of six weeks the mother may go to the

doctor’s office for a final post partum ex-

amination without extra charge. Post

partum visits shall include examination and
treatment of the infant as needed, and the

administration of prophylaxis (to prevent

blindness) as required by law, shall be

made without extra charge. An order for

maternity care should be issued before con-

finement and given to the doctor only when
he visits on the fifth day after delivery.

Doctors will not be paid unless follow-up

visits are made, on the first, third, and fifth

days after delivery. Maternity care may
not be considered an emergency. Due cau-

tion shall be exercised that authorization

for delivery in the home does not involve

undue risk to the patient for whom hospital

care may be imperative. The physician

authorized to attend a confinement in the

home shall be responsible for certifying to

the County Relief Director that, in his pro-

fessional judgment, delivery in the home
will be safe.

4. Surgical Care: $3.00 to $20.00 is the

maximum that may be paid for surgical

care. Minor surgery fee should be $3.00.

Maximum allowed for fractures is $10.00.

For the reduction of a fracture, follow-up

visits, where necessary and authorized, will

be paid for at the rates scheduled in para-

graphs 1 and 2. The amount charged should

be made according to the extent of the in-

jury or the services rendered. The name
of operation and description of work done

must be written on Disbursing Order be-

fore bill will be paid. Surgery will be paid

for if performed at doctor’s office, patient’s

home or the place of emergency.

5. Special Services: Medical and nursing

services not covered above, such as X-ray,

laboratory services, etc., shall be authorized

on an individual basis, subject to the gen-

eral provisions of this agreement as to

Policy (I) and Procedure (II).

6. Dental Care: Dental care shall, in

general, be restricted to emergency extrac-

tions. Emergency repairs may only be

authorized on an individual basis for con-

ditions which threaten a permanent new
handicap that is preventable when dental

care is sought, or which cause acute suffer-

ing, endanger life or interfere with earn-

ing capacity. $1.00 per tooth is the maxi-

mum which may be charged for emergency

extractions and is understood to cover use

of anesthetic and all necessary supplies.

Dentist and dental care shall be subject to

the same general restrictions indicated for

physicians as to authorization, etc.

7. Bedside Nursing Care: Authorized

bedside nursing shall not supersede or sup-

plant existing local official services giving

such care under the provisions of the law.

Bedside nursing care shall be subject to the

same general restrictions as to authoriza-

tion as outlined in the foregoing for care

by physicians, and in addition shall not be

authorized by the County Relief Director

except on the recommendation of the at-

tending physician, in cases where a physi-

cian is in attendance, that such nursing

service is needed as part of the medical

care. The fee for such authorized bedside

nursing service shall be $1.00 per visit.

The same limitations as to number of visits

for cases of acute and chronic illness shall

apply to bedside nursing care as to medical
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care. Method of payment of bills shall be

the same for bedside nursing care as for

medical care.

8.

Prescriptions and Medicine: Physicians

providing authorized medical care to in-

digent persons shall use a formulary which
excludes expensive drugs where less-ex-

pensive drugs can be used with the same
therapeutic effect. When expensive medi-

cation is considered essential by the

authorized attending physician it may be

authorized after consultation with the local

medical advisory committee.

Prescriptions for necessary drugs and
medicines shall be restricted to the National

Formulary or the United States Pharma-
copeia. To avoid excessive expenditures for

remedies of unknown or doubtful value,

proprietary or patent medicines shall not

be authorized.

When a prescription (compound of speci-

fied ingredients) is required the prescrip-

tion should be taken to any local drug store.

Upon presentation of the prescription and

a statement from the druggist of the cost,

the County Relief Director will issue a Dis-

bursing Order for the exact amount. (Much
of this detail work can be done by telephone

and save the client or patient from going

from one place to another—details to be

worked out by the County Relief Director

and druggist.) There are many prescrip-

tions on the market which can be asked for

by name for which prescription prices need

not be paid. Attached is a list of such

preparations which are commonly used.

Local prices can be filled in and the list

checked by the County Relief Director

every time a prescription (real or so-called)

is presented, before a Disbursing Order is

issued.

The druggist must give ‘the name and

quantity of the medicine supplied on each

Disbursing Order. The formula and num-
ber of each prescription costing more than

25 cents shall be submitted with and made
a part of the druggist’s bill. In event the

doctor supplies medicine (he never fills a

prescription out of his own supplies) the

name and quantity of the medicine must be

written on the Disbursing Order which
authorized him to give medical aid.

9. Surgical Dressings: Whether supplied
by the doctor or bought at a drug store the

name of the dressing and quantity used (or

supplied) must be written on the Disburs-

ing Order. In so far as possible homemade
bandages and dressing should be used. The
doctor can give instructions for sterilization

for ordinary bandages and dressings. Pads,

bandages, etc., for maternity care should

be ready before delivery and can be made
of any clean, soft, white cotton material,

old or new.

10. Special Diets. Extra Foods: Will be

supplied as ordered either as extra food or

special kinds of food.

11. Yeast and Cod-Liver Oil: County Re- •

lief Directors will continue the distribution

of yeast and cod-liver oil to any individual

designated by any doctor, provided the in-

dividual is certified for relief. Usual re-

ceipt forms shall be taken from the client.

12. County Health Units: The preceding

provisions will in no way interfere with or

replace the work of the County Health

Units. The doctor affiliated with the

County Health Unit and the County Physi-

cian are not included in this plan.

Report of the Section on Dispensary
Abuses and Social Service

Departments

L. Waller Deichler, Chairman

(Reprinted from the Pennsylvania Medical

Journal, Volume XXXVI, No. 9.)

Every physician is entitled to a fair re-

muneration for his services. It should be

sufficient to support his family free from
anxiety and concern ;

otherwise, he will not

have time to devote to scientific research

and to study, without which efficient medical

practice is impossible.

The members of the committee are fully

aware of the difficulties inherently associat-

ed with any attempt to correct long stand-

ing, traditionally inherited and patiently

endured abuses. We believe, however, that

fundamentally the problem of correcting

dispensary and social service abuses is a

simple one, which can be successfully solved

if each member of The Philadelphia County
Medical Society will do his or her part.
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The committee offers for your considera-

tion and action the following recommenda-

|

tions:

1. As the dispensary of any hospital is a

place for the efficient treatment of the de-

lj serving sick-poor, except for emergencies,

none but this class of patients should be

admitted at any time. Our city possesses

a sufficient number of indigent sick at all

times to tax the facilities and professional

! staffs of every dispensary without treating
! patients able to pay for medical service in

free dispensaries.

In this connection, the Bureau of Legal

Medicine and Legislation rules: “The fact

! that a hospital receives from the operation

of one or more of its departments more

i
money than the operation of that depart-

ment or departments costs, does not neces-

I
sarily imply that the hospital is not a

|

charitable institution.” Whether a chari-

table hospital is or is not worthy of

j
the support of philanthropic agencies, and
of the services of practicing physicians, de-

pends upon the manner in which that hos-

pital is discharging its functions. If it is

discharging those functions efficiently and
economically, with due regard for the public

and the medical profession, it is worthy of

such support. If the hospital is operated on

an inefficient, extravagant scale, without

due regard to public interests and to the

interests of patients and of the profession,

r it is unworthy of support. No hospital is

|

operated efficiently or economically if it fails

: to provide adequate machinery to prevent

the diversion of its funds to the service of

undeserving patients.

2. To avoid exploitation of the indigent,

the drug departments in hospitals should be

regulated so that prescriptions are dis-

pensed at cost. Most hospitals today show
a decided profit from the sale of drugs. The
Wills Hospital in one year made a net profit

of $12,229.70. The primary purpose of the

drug department in the hospital should be
to furnish its various departments with the

medical and surgical supplies necessary to

conduct its work and not the maintenance
of a profit-making department. Dispensary
patients should be permitted to have their

prescriptions filled at the drug store of their

choice. In this connection the Superior

Court of Pennsylvania has handed down the

following decision : “The prescription is the

property of the patient, and it is his right to

have it filled wherever he chooses to take

it.” He should not be compelled to have it

filled at the hospital.

3. Another abuse is the hospital optical

department. There is no excuse for the

maintenance of an optical department in

any hospital. Every hospital conducting

such a department is unethical, and all, with

the exception of the Pennsylvania Hospital,

show a decided profit from the sale of

glasses. This profit pays for the main-

tenance of the department, the salary of

one or more refractionists, a clerk, and a fee

to the optician who provides the glasses and
fits them to the patient. The extent to

which this abuse may be carried is reflected

in the report of the Wills Eye Hospital,

which in 1931 showed a profit of $32,179.

Some hospitals sell glasses to the patients

at a 25 per cent reduction on the regular

retail price. We would call attention to the

fact that every prescription optician in the

City of Philadelphia has always given a 25

per cent discount to every patient present-

ing a hospital prescription. In addition,

these opticians are willing to sell glasses to

the poor at $3 a pair, and to the very poor

have always been willing to furnish the

glasses free of charge, when their attention

is called to the fact by the prescribing phy-

sician. Most hospital optical departments

are in unfair competition with the taxpay-

ing optician and the public is being exploited.

We believe that hospitals would not main-

tain their optical departments if they were

deprived of the profit derived from them.

4. Any doctor not licensed to practice in

the State of Pennsylvania, who is employed

by any hospital dispensary and paid a

salary for his work, should immediately be

dismissed, and a “regular” appointed to fill

the vacancy. The practice of medicine by
unlicensed and unregistered physicians is

contrary to the law of the State of Pennsyl-

vania, and if necessary, the law should be

invoked.

5. Hospitals should be compelled to com-
ply with any regulations for dispensary
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management adopted by The Philadelphia

County Medical Society, which are equitable

to the patient, the hospital, and the doctor.

If after suggestions are made looking to the

correction of dispensary abuse the hospital

cited refuses to adopt them within a reason-

able time, then all members of the staff, who
are members of this Society, should be re-

quested to resign and the name of the hos-

pital refusing to cooperate should be pub-

lished to our members who in turn should

withdraw their support from that hospital.

Should any members of the staff refuse to

cooperate, their names should be made
known to the membership, who in turn

should refuse to support them.

The Philadelphia County Medical Society

should discipline such members by declar-

ing them unethical and expelling them from

membership in the Society, which in turn

would automatically deprive them of mem-
bership in the State and National societies.

Finally, we should insist that the American

Medical Association no longer regard that

hospital as a member of the A class which

would prevent the recognition of any intern

coming from that institution. Unfortunate-

ly, the chief offender, the Wills Hospital, is

not included in the A. M. A. list of hospitals

approved for internships, but its staff are

members of this Society. Just 2 weeks ago,

the staff of this hospital was asked to ap-

prove keeping the hospital open in the eve-

nings so as to extend the usefulness of the

hospital. People who are employed could

come at night, and the additional revenue

would greatly help the hospital. We are

happy to report this motion was unanimous-

ly defeated, but one member of the staff is

suggesting that the small fee of $3 be col-

lected from each patient refracted for

glasses. The basis of this appeal is that the

eye physician would not examine any person

for such a ridiculous fee. This has not been

presented for action.

6.

The basic function of the Social Serv-

ice Department of the hospital is not under-

stood by the medical profession at large. Its

primary duties are to aid in assigning the

patient to the proper department in the

hospital, and to follow up the case after dis-

charge from the hospital in order that the

recommended treatment may be carried out.

Because of the activity of lay boards of

many of our hospitals to conserve expense,

the Social Service Department in many
hospitals has degenerated into a clerical

force concerned chiefly with the collection

of fees from the patients on admission. The
staffs of our hospitals rarely show any in-

terest in the social service department. It

is therefore recommended that they become
familiar with the working of this depart-

ment in order, by intelligently directing its

work, to restore it once more to its proper

function. Eventually supervision of the

Social Service Department should be re-

moved from the lay board and returned to

the medical staff where it belongs.

7. A list of reputable physicians in each

neighborhood of the city, who are willing

to assume treatment of patients on their dis-

charge from the hospital, should be fur-

nished to the Social Service Department of

each hospital. The doctor selected should, if

possible, be the family physician, if there be

one; otherwise, the nearest neighborhood

physician. Thus, the Social Service Depart-

ment will no longer be compelled to refer

the patient on discharge to the hospital dis-

pensary for follow-up treatment.

8. Unnecessary Reference of Patients to

Hospital Dispensaries: The doctor has al-

ways been his own worst enemy, and needs

much encouragement and instruction. All

too frequently the physician resorts to the

easiest way of disposing of a patient by re-

ferring him to the hospital, and the dis-

pensary is all too willing to accept without

investigating the patient’s economic status.

It is therefore recommended that no pa-

tient be admitted to a dispensary without a

letter from the family doctor, or a note

signed by two lay individuals—the local

clergyman, a reputable business man in the

neighborhood, or a district welfare worker

who can certify that the patient is known
to be without sufficient financial resources

to pay for private care.

Patients who have once registered in a

hospital dispensary are permitted to return

even after a lapse of months or even years

and are readmitted without question. It

is recommended that when any patient is
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discharged, his case record should be closed

and he should not be permitted to return to

|
that dispensary without a current certificate

I

setting forth his present economic condi-

tion. This plan has been inaugurated by
Dr. Turnbull at the Philadelphia General

Hospital ;
one form is a demand for an ex-

||

cuse from the local physician, who has re-

j fused to carry out the follow-up treatment

on the discharge of the patient from the

hospital.

9.

Patients protected by accident and
I health insurance policies are not indigent,

and therefore should not be admitted to the

public wards, but should be placed in pri-

t vate or semiprivate accommodations where
the physician can collect a fee for his serv-

ices. Hospitals should not receive compen-

sation cases as free patients, either in the

dispensary or in the hospital proper. First

aid may be administered in the dispensary

after which, if ambulatory, the patient

[

should be referred to his family physician.

|

If they must be admitted to the hospital

!

they should not be placed in the public ward,

|

unless the doctor is permitted to charge for

! his services in that ward.

Persons who have any sources of income
' from business or investments should not be

i treated at the dispensary. If they are fac-

ing bankruptcy, the doctor should be willing

i to care for them gratuitously in his office.

The Philadelphia County Medical Society

believes that none but the indigent should

be admitted to hospital dispensaries and
that they should not be required to pay a

fee. Those who can afford to pay have no
right in the dispensary.

Every hospital should hang in a conspicu-

ous place in its dispensary a card reading,

! “Only Indigent Patients Need Apply For
Treatment.” If deception is practiced by
any patient, his card should be recalled and
the patient discharged. A record of offend-

ing patients might be kept for the mutual
protection of all hospitals.

10.

The public should be informed that

doctors are not paid for their services in

wards and dispensaries of hospitals. Many
laymen have the erroneous impression that

doctors are well paid for this work, there-

fore have no hesitancy, not only in asking

but in demanding free service. Many also

believe that because they have contributed

to one of the welfare agencies, they may
demand free treatment in any hospital, be-

cause the welfare contributes to the main-

tenance of the hospital. They believe that

such contribution places them in a pre-

ferred class.

It is the desire of every physician to give

to the public the best possible medical care,

but the cost of the care of the indigent must
not fall upon the doctor. It must be met by
civic or other agencies, so that in due time

physicians who are now giving their serv-

ices free to hospitals for the care of the

indigent will be compensated for this serv-

ice.

11. It is recommended that the medical

profession be given representation on the

board of every Welfare Organization and

Health Agency in order that they may
actively assist in correcting existing abuses

in the distribution of free medical service.

School medical inspectors and nurses

should be discouraged from sending any

case to a hospital dispensary that should be

referred to the family doctor. These agen-

cies are well able to determine the financial

status of the family and to decide whether

or not the case is deserving of free care.

12. The Section on Legislation Relative

to Medical Economics should obtain copies

of all bills presented to the legislature which

in any way affect the practice of medicine

in any of its branches in time to notify the

members of The Philadelphia County Medi-

cal Society, who in turn should make it their

business to personally notify all local sena-

tors and representatives of our opinion of

the legislation. There should always be a

united support of The Philadelphia County

Medical Society’s recommendations in this

respect, irrespective of which branch of

medicine is affected. The entire profession

should work “one for all and all for one.”

Too often because legislation affects but one

branch of medicine those not directly inter-

ested are prone to exhibit a deplorable in-

difference to the proposed legislation.

13. The medical student is well trained in

the scientific phase, but not in the art of the

practice of medicine. His training should
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include a comprehensive course in medical

economics, which should be a part of the

curriculum of every medical school.

The medical staff of every hospital should

instruct their interns regarding the fore-

going recommendations and it would be

worth while for The Philadelphia County
Medical Society to present to each member
of the graduating class of the medical

schools of Philadelphia a small booklet ex-

plaining the economic side of the practice

of medicine.

14. Upon the adoption of the recommen-

dations contained in this report, it is sug-

gested that the Committee on Dispensary

Abuses and Social Service Departments be

authorized to continue its work and to

coalesce with such other subcommittees

whose recommendations overlap in order

that further investigations be instituted for

the correction of the abuses above outlined.

DEATHS
Dr. S. B. Hall, Clinton; Lincoln Me-

morial University, Medical Department,

Knoxville, 1893 ; aged 69 ;
died October 1st,

after an illness of several months.

RESOLUTIONS

ANDERSON COUNTY MEDICAL
SOCIETY’S TRIBUTE TO DR.

S. B. HALL
Since infinite wisdom permitted a vacan-

cy to occur in the circle in Anderson Coun-

ty’s organized medicine
;
which vacancy

automatically occurs in the State and
National Organization, in the removal of

Dr. S. B. Hall.

Since we acknowledge only the physical

vacancy, we cling to the coveted memories
of the life he lived and good lessons he

taught us. The life was the culmination of

being well-born, well-reared, plus individual

determination to be a benefactor to man-
kind. The lessons being the product of a

long experience in scientific investigation

and bedside observations.

These sentiments are our heritage and
we freely admit, that other vacancies that

have, and will occur, are greater, and will

be the greater, in proportion to the contact

had with this good man and splendid prac-

titioner of medicine.

This tribute to be published in Anderson
County’s News, State and National Journals

of Medicine, also to his family.

Drs. J. T. Hayes,

0. E. Ballou,

H. D. Hicks.

NEWS NOTES AND COMMENTS

CORRECTION
The October issue of the Journal con-

tained an article by Dr. Chas. D. Blassin-

game, Memphis, entitled, “Treatment of

Subacute: Maxillary Sinusitis.” A typo-

graphical error occurred in the last sen-

tence of the first paragraph.

The sentence as printed reads: “When
enough evidence has been obtained to in-

dicate that an empyema does not exist, the

first step is to irrigate the suspected an-

trum.” It should read : “When enough evi-

dence has been obtained to indicate that an

empyema does exist, then the first step is

to irrigate the suspected antrum.”

The American Association for the Study

of Goiter again offers $300.00 as a first

award and two honorable mentions for the

best essay based upon original research

work on any phase of goiter especially in

regard to the basic cause. The First Award
in 1933 was given Anne B. Heyman, A.B.,

M.S., University of Michigan, “The Bac-

teriology of Goiter and the Production of

Thyroid Hyperplasia in Rabbits on a Special

Diet.”

Honorable mentions were awarded J.

Lerman, M.D., and W. T. Salter, M.D., Hun-
tington Memorial Hospital, Boston, Mass.,

“The Calorigenic Action of Thyroid and

Some of its Active Constituents,” and Prof.

Dr. Stefan Konsuloff, Sofia, Bulgaria, “Ex-

perimental Studies on Etiology of Goiter.”

Competing manuscripts must be in En-
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glish and submitted to the Corresponding

Secretary, J. R. Yung, M.D., 670 Cherry

St., Terre Haute, Ind., not later than April

1, 1934.

Dr. Louis Killeffer has recently opened

an office in Harriman.

Dr. J. L. Montgomery, of Erwin, was
operated on in October at a Knoxville hos-

pital.

Dr. Wayne B. Stone, of Shreveport, has

moved to Friendship and opened an office.

A report from the University of Ten-

nessee at Memphis says there are 300 stu-

dents in the Medical Department; 200 in

the School of Nursing; 50 in the School of

Pharmacy and 135 in general classes.

Dr. Frank L. Alloway, of the Mount Alto

Hospital, Washington, D. C., has opened

offices in Kingsport.

Dr. R. Waller Blain, of Franklin, was
operated on recently at Barr’s Infirmary,

Nashville.

Dr. W. L. Williamson, Memphis, an-

nounces the removal of his offices to the

Medical-Dental Bldg., 915 Madison Ave.

GEORGIA DOCTORS PLANNING
RELIEF PAYMENT PROGRAM

Atlanta, Oct. 25.— (UP)—Thirteen At-

lanta physicians have petitioned to form
a corporation for moderate wage earners

whereby they, at a small, regular monthly
charge may receive any amount of medical

attention.

The corporation would be known as the

Fulton County Medical Relief Association.

Under tentative plans, a person with a

maximum salary of $150 per month and
a minimum salary of $75 per month could

obtain the attentions of a physician for

$1.50 per month.

The monthly payments would not include

costs of medicine, hospitalization, and other

items apart from the services of physicians

ordinarily covered by fees, it was said.

Spreading the costs of medical care will

bring an assured income to the physicians

and make it possible for the small wage
earner to obtain adequate treatment, it was
pointed out.

The group of thirteen ultimately would

extend its membership to all members of

the Fulton County Medical Society.

The following changes of address have

been reported to us by the post office during

the last month.

Dr. H. C. Busby, Columbia, Tenn., to

3000 Reistertown Road, Baltimore, Md.

Drs. W. D. and Virginia Hickerson,

Baton Rouge, Louisiana, to Natchez, Missis-

sippi.

Dr. W. H. Slaughter, Memphis, to Gal-

veston, Texas.

Dr. W. W. Walker, Columbian Mutual
Tower, Memphis, to 1121 Madison Ave.

Dr. S. E. Johnson, Columbian Mutual
Tower, Memphis, to 1400 Fidelity Bank
Bldg.

Dr. S. L. Raines, Physicians and Sur-

geons Bldg., Memphis, to 1640 Vinton Ave.

Dr. S. H. Sanders, 899 Madison Ave.,

Memphis, to 300 Medical Arts Bldg.

Dr. A. M. Goltman, 20 South Dunlap St.,

Memphis, to 995 Madison Ave.

MEDICAL SOCIETIES

Blount County:

Future programs are:

November 16 — “Irregularities of the

Menstrual Function,” by Dr. W. B. Lovin-

good. To open discussion Dr. H. A. Callo-

way.

November 23—“Syphilitic Myocarditis,”

by Dr. J. A. McCulloch. To open discussion

Dr. F. A. Zoller.

November 30 — “Treatment of Acute

Nephritis,” by Dr. S. S. Kittrell. To open

discussion Dr. J. E. Hall.

December 7 — “Early Diagnosis and
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Treatment of Carcinoma of Cervix,” by
Dr. C. C. Vinsant. To open discussion Dr.

J. E. Carson.

December 14 — “Hyperthyroidism,” by
Dr. Dewey Peters.

Chester-Henderson-Decatur Counties

:

On October 12, the meeting was held at

Lexington, a large crowd being present.

Dinner was served at the Oakley Hotel,

after which the scientific session was held

at the courthouse.

Dr. H. G. Rudner read a paper on “Vin-

cent’s Disease,” and its complications, and
was followed by demonstration of the same,

with lantern slides by Dr. J. J. Shea.

Dr. Bolling, of Memphis, read a paper on
“Heart Lesions and their significance.”

Dr. Mitchell talked on “State medicine,”

and the subject was discussed by Dr.

Beard of Chester, and Dr. Williams of

Hardin.

Doctors present — Henderson County,
Brandon, Bolen, Goff, Johnson, Howell,

(secretary) and Wylie (presiding). De-
catur, McMillin

; Chester, Beard and Ander-
son.

Visiting doctors: Parker, Powers, and
Anderson, Madison County; Shea, Bolling,

Rudner, Mitchell and Ching, Shelby County

;

Williams and Hughes, Hardin County.
The next meeting will be held in Hender-

son, Chester County, November 9.

Davidson County:

October 10—“Back Injuries,” by Dr. Geo.
K. Carpenter. Discussion opened by Drs.

Duncan Eve, Jr., and J. J. Ashby.
October 17—“The Effect of Sympathetic

Neurectomy on Interstitial Cystitis,” by
Dr. H. L. Douglass. Discussion opened by
Drs. W. 0. Floyd and L. W. Edwards.

October 24—“Report of Last Year’s Ac-
tivities in Public Health and Free Clinics

in Davidson County,” by Dr. Stanley Teach-
out. Discussion opened by Drs. 0. N.
Bryan and D. R. Neil. “The Buy Now
Campaign,” -by Mr. Jack Keefe, Assistant

City Attorney.

October 31 — “Surgery, Queen of the

Arts,” by Dr. W. D. Haggard.

This was Dr. Haggard’s presidential ad-

dress at the recent meeting of the American

College of Surgeons. At the request of the

officers and a number of the members of the

Nashville Academy of Medicine, Dr. Hag-

gard consented to repeat the address here.

Fayette-Hardeman Counties:

Late in October doctors of these two

counties met at the Western State Hospital,

Bolivar, and took steps to form a new so-

ciety. Other counties will be asked to enter

the united society.

Dr. G. T. Brinkley, of Fayette Corner,

was elected President. Dr. L. D. McAuley,

of Oakland, Vice-President and Dr. D. M.

McAnulty, of Bolivar, Secretary-Treasurer.

There is every reason to expect the for-

mation of a strong society which will be of

benefit to all.

Gibson County:

On October 30, this society was addressed

by Drs. J. L. McGehee and J. R. Reinber-

ger of Memphis. Dr. McGehee discussed

“Tumors of the Female Breast.” A num-
ber of slides illustrated the lecture. Dr.

R. L. Sanders, Memphis, discussed the

paper. “The Toxemias of Pregnancy” was
Dr. Reinberger’s subject. Numerous illus-

trations were shown. Dr. Lyle Motley,

Memphis, discussed the paper.

The November meeting will be held on

the last Monday, at which time Dr. Martin

Fisher, of Cincinnati, and Dr. Stewart

Roberts, of Atlanta, will be the speakers.

Giles County:

Dr. W. F. Copeland was the essayist of

the September meeting.

Greene County:

The Greene County Medical Society met
at the Greeneville Golf and Country Club

October 17, at 6:30 P.M.

After a delightful dinner was served for

the society and visiting physicians from

Newport and Knoxville, the scientific pro-

gram was taken up.

Dr. R. B. Wood, Knoxville, read a paper

on “Coronary Sclerosis,” illustrated by
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cardiograms. This was a very interesting

1
paper but too little understood by those

present to bring much discussion.

Dr. M. S. Doak, Newport, followed with

|

a paper on “Fads and Quackery in Medi-

(

cine.” This paper caused much discussion

and amusement for all present.

Members present were : Drs. Mathes,

| Bell, Dyer, Crews, Cowls, Coolidge, C. P.

|
Fox, Sr., C. P. Fox, Jr., Brown, McKissick,

and Blanton. Visitors from Knoxville were

I

Drs. R. B. Wood and R. G. Reaves. Visitors

from Newport were Drs. C. G. Holland, J.

j* E. Hampton, W. C. Ruble, Jr., C. W. LaRue,

W. C. McGaha, M. S. Doak, L. S. Neas, E:

E. Northcutt and Fred M. Valentine.

Our society meets every second Tuesday
evening at 6 :30 and is in splendid working
condition.

C. P. Fox, M.D., President,

M. A. Blanton, M.D., Secretary.

Hamilton County:

Future programs are scheduled as fol-

lows:

November 16—“Gastritis,” by Dr. E. C.

Anderson. “Mental Attitude in Surgery,”

by Dr. J. A. Reynolds.

November 23—“Abdominal Drainage,”

by Dr. W. J. Sheridan.

November 30—Thanksgiving.

December 7—Election of officers.

December 14—“Trans-urethral Resection

of the Prostate with Case Reports,” by Dr.

G. M. Roberts.

Hardin, Lawrence, Lewis, Pei'ry, and
Wayne Counties:

The October meeting was held in Hohen-
wald on the last day of the month. A good
attendance enjoyed the following program:
“Pellagra,” by Dr. T. J. Stockard, Law-
renceburg. Discussion opened by Dr. W.
E. Boyce, Flatwoods.

“New Developments in the Treatment of

Prostatic Obstruction,” by Dr. C. F. Ander-
son,. Nashville. Discussion opened by Dr.

G. N. Springer.

“Gall Bladder Disease,” by Dr. H. H.

.Shoulders, Nashville. Discussion opened
by J. H. Tilley, Lawrenceburg.

Knox County:

On October 17, Dr. Oliver Hill read a

paper on “Ticks Disease. A Case Report.”

Dr. Hugh Reeves assisted Dr. Hill and Dr.

Victor Hill opened the discussion.

October 24, Dr. John Moore’s subject

was “Health in the Schools.” Dr. Austin

opened the discussion.

Madison County:

“Obstetrics in General Practice” was the

subject of Dr. F. C. James’ paper on Octo-

ber third.

Monroe County:

On October 10, Dr. W. J. Cameron, of

Sweetwater, read a paper on “Pyelitis,” and

Dr. M. D. Shearer, of Tellico Plains, on

“Hypertension.”

At the close of the meeting the following

resolutions were passed

:

1

—

That in and around Sweetwater, there

are a large number of charity patients.

2

—

That these people have been fed,

clothed, and furnished fuel by the Red

Cross, the churches, and other organiza-

tions, and at the same time have received

medical aid by the various physicians, with-

out compensation to the physicians from

any source.

3

—

That, also, we have a large number

of people who have been on very small in-

comes for the past three years, that have

received medical attention which has been

charged.

4

—

That the willingness on the part of

the doctors to aid the suffering, during a

period of dire financial strain, has caused

a general laxness on the part of the public,

and a feeling of financial irresponsibility

toward the doctors.

5

—

That since work and salaries have

been increased, several families, owing

from one to every doctor in town, have

been able to purchase automobiles and other

luxuries they could do without, and paying

no part of their income to their doctors.

6

—

That, hereafter opportunity will be

given every man to arrange to divide a part

of his income with the doctors he owes.
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7

—

We therefore resolve, that a concen-

trated effort of all doctors will be made to

collect from the man who owes all, and pays
none.

8

—

That the man who has a regular in-

come, and makes no effort to keep his medi-

cal fees paid, will be asked to pay cash for

each individual call, at time such calls are

made.
9

—

That an effort will be made to shift

the responsibility of medical care from the

doctor to the head of the family, where it

rightfully belongs.

10

—

That any family that has made an

honest effort to keep medical bills paid, and
now temporarily out of work, will receive

medical attention.

11

—

That charity patients, really deserv-

ing medical attention, will continue to re-

ceive same.

J. A. Hardin,

T. M. Roberts,

W. J. Cameron,

L. L. Barnes,

W. H. Arrants.

Montgomery County:

On October 24, all the members of the

society were invited to the Clarksville Hos-

pital to meet two new doctors, P. E. Wilson

and Rodney Workman.

Shelby County

:

The Memphis and Shelby County Medical

Society met on November 7th. The follow-

ing papers were read:

“The Therapeutic Intravenous Use of

Hydrochloric Acid,” by Dr. Sidney Meeker.

Discussion opened by Drs. O. P. Walker and
J. A. McIntosh.

“Diet and Vitamins in Relation to Teeth,”

by Dr. A. G. Jacobs. Discussion opened

by Drs. T. P. Nash and Edward C. Mitchell.

Case reports : “Cancer of the Appendix,”

by Dr. L. S. Baskin.

“Retroperitoneal Cyst,” by Dr. W. L.

Williamson.

Sullivan-Johnson Counties:

Dr. Warren Vaughan, of Richmond, ad-

dressed the Sullivan-Johnson County Medi-

cal Society on November first.

Washington County:

The Washington County Society will hold

its December meeting on the seventh. The
following papers will be read: “The Role

of Fluids in Surgery,” by Dr. H. B. Cupp.

Discussion to be opened by Dr. L. K. Gibson.

“Neurological Subject,” by Dr. W. G.

Preas. Discussion to be opened by Dr. E. T.

Brading.

“Surgery of the Genito-Urinary Tract,”

by Dr. E. T. West. Discussion by Drs. H.

M. Cass and H. D. Miller.

Wilson County:

On the seventh of December the program
will consist of the “President’s Address,”

election of officers and payment of dues for

the next year.

OTHER MEDICAL SOCIETIES

At the recent meeting of the Walnut Log
Medical Society the following officers were

elected

:

President, Dr. Thomas D. Moore, Mem-
phis; Vice-President, Dr. Vernon Pace,

Paducah, Kentucky; Secretary, Dr. C. L.

Denton, Dyersburg.

The Middle Tennessee Medical Society

will meet in Murfreesboro, November 23

and 24. The program is being arranged

and will be mailed before the meeting. All

doctors in the state are invited to be

present. The local society is making prepa-

ration to entertain a large crowd.

VANDERBILT UNIVERSITY MEDICAL
SOCIETY, OCTOBER 6

1. Case Report—A Case of Simmonds’s

Disease (Hypophyseal cachexia).—Dr. Al-

bert Weinstein.

A 27-year-old native farmer of Tennessee,

one year ago began to lose strength. In

January, 1933, he noted onset of loss of

weight, headache, bouts of fever associated

with nausea and vomiting, loss of libido and
potentia, and sensitivity to cold as well as

thinning of the beard. Examination showed
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loss of 50 per cent of body weight and evi-

dence of impaired function of the thyroid,

pituitary, suprarenal and sex glands. The
experimental work of Paulesco and Smith

' was reviewed and the clinical syndrome as

described by Simmonds discussed. This is

the first case observed in Tennessee and the

fourth in the United States.

Case discussed by Drs. Burwell and
Wolfe.

\
2. Incidental Guanidinemia as a Cause of

Tetany.—Drs. Katherine Dodd and Ann S.

Minot.

A report of eleven clinical cases of tetany

t was given. None of the usual causes of

tetany : low serum calcium, high serum
phosphate nor alkalosis was present in any
of the patients. All had an increased con-

centration of guanidine in the blood. Guani-

dine is known to be antagonistic to calcium

and hyperguanidinemia can be shown to

produce tetany experimentally. We believe

that these are instances of clinical tetany

due primarily to the toxic action of guan-

idine.

Discussed by Dr. Robinson.

3. Certain Aspects of Epidemic and

Sporadic Encephalitis with Especial Refer-

ence to the St. Louis Epidemic.—Dr. James

Dawson.

The St. Louis epidemic of encephalitis is

likened to the Japanese type B epidemic and

Australian X disease because of seasonal

incidence, abrupt onset, short clinical

course, absence of cranial nerve paralysis,

and sequellae, and frequency of muscular

tremors. It is differentiated from Econo-

mo’s encephalitis on this same basis. Al-

legedly successful attempts to transmit these

types of encephalitis to animals are men-
tioned and criteria are given for evaluating

the significance of these and other viruses

recovered from human cases. Two cases of

sporadic encephalitis are reported in which
typical viral intranuclear inclusions were
found in brain cells. It was suggested that

these cases be designated- “inclusion en-

cephalitis.”

Discussed by Dr. Burwell.

WOMAN'S AUXILIARY

President-- Mrs. W. O. Floyd, Nashville

President-Elect Mrs. Willis Campbell, Memphis
Press and Publicity

Mrs. W. W. Wilkerson, Jr., Nashville
/

Although the publication date of this

Journal will make the following invitation

too late to be effective, we are printing it

as it came to us, that all of us may appre-

ciate the warmth of hospitality which the

ladies of Richmond are showing to the wives

of the members of the Southern Medical

Association.

AN INVITATION TO RICHMOND
If you have never been to Richmond,

haven’t you always wanted to come? And
if you have been to Richmond, haven’t you

just longed to come back? Well, this is the

time to make that dreamed-of trip. In ad-

dition to the lovely old landmarks of history

and tradition you have seen before or read

about, we are now able to visit lovely re-

stored Williamsburg with its governor’s

palace and House of Burgesses standing

again “with the glory that was Greece and

the grandeur that was Rome.” Many of the

beautiful old homes have been restored and

they with their gardens are enchanting.

The whole atmosphere is saturated with the

spirit of two centuries ago.

Only a few miles from Williamsburg is

old Jamestown with its air of brooding sad-

ness as one walks among the bits of con-

struction which are all that remain of the

efforts of those first brave men of Virginia.

A trip to these interesting shrines is in-

cluded in the entertainment being planned

by the doctors’ wives of Richmond for the

wives of doctors who will come to the South-

ern Medical Association in November. Com-
mittees have been busy with plans for

weeks and a most cordial welcome awaits

you. We urge you to come.

Sylvia Burns Sanger.

(Mrs. W. T. Sanger).

Press Chairman of Woman’s Committee.

Mrs. Willis Campbell, of Memphis, and
Mrs. Charles Hill, of Nashville, have been
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appointed to serve as delegates from Ten-

nessee to the Southern Convention to be

held in Richmond, November 14-17.

The following invitation also is of great

interest to the wives of members of the Ten-

nessee Medical Society : Dr. Charles Ander-

son, President of the Middle Tennessee

Medical Society, has extended an invitation

to the Auxiliary, asking its members to be

present at the meeting to be held in Mur-
freesboro on November 23, 24. Our first

Vice-President, Mrs. Theodore Morford,

and our Vice-President from Middle Ten-

nessee, Mrs. Oscar Nelson, are planning an

interesting program. All wives are urged

to attend this meeting in the interest of

state organization. We hope a large num-
ber of the members of the Auxiliary, and

the non-members, will join us for this occa-

sion.

REPORTS OF LOCAL AUXILIARIES

Shelby County:

Mrs. W. T. Black, President.

The October meeting was the occasion of

the annual reception for the members of

the Auxiliary. The party was held at the

home of Mrs. B. F. Turner. The entertain-

ment included a musical program by local

artists, and a short talk on “India,” by Mrs.

Otis Warr. Following the program an

elaborate tea was served.

Davidson County:

Mrs. Benjamin F. Byrd, President.

The first meeting of the fall was in the

form of a tea held at the home of Mrs.

Herschell Ezell in Belle Meade. Mrs. Byrd
presided over a brief business session pre-

ceding the delightful tea hour. Reports

were given by the officers and chairmen.

Mrs. J. Travenick, Jr., and Mrs. Lynch
Bennett joined the Auxiliary at this meet-

ing.

On October 9, a State Board meeting

was held at the Y. W. C. A. in Nashville.

Mrs. W. 0. Floyd, the State President, was
in the chair. Dr. H. H. Shoulders spoke

effectively on “The Auxiliary and State

Medicine and Public Health.” A detailed

business meeting followed. At the conclu-

sion of the meeting the out-of-town guests

of the Board were entertained for luncheon

in the tea room of the Y. W. C. A. by the

members of the Davidson County Auxiliary.

Out-of-town members who attended the

meeting included: Mrs. Willis Campbell,

Mrs. W. H. Gragg, Mrs. W. T. Black, Mrs.

W. T. Brown, Mrs. Sidney Meeker, Mrs. D.

H. James, all of Memphis, and Mrs. W. W.
Potter of Knoxville.

PERSONAL ITEMS
We regret to say that Mrs. W. N. Nash,

of Knoxville, has been, for the past few
weeks, confined to her home because of ill-

ness. Our sympathy is extended to Mrs.

Nash, and also to Knox County Auxiliary

for the temporary loss of this enthusiastic

and capable worker.

Mrs. Fred Overton, of Nashville, has re-

covered from a small operation which was
recently performed.

Mrs. Carl McMurray, of Nashville, has

been appointed chairman of Health Pro-

gram for Fifth District of the Tennessee

Federated Women’s Clubs.

ABSTRACTS OF CURRENT LITERATURE

ANESTHESIA
By Hugh Barr, M.D.

Medical Arts Building, Nashville

Analgesia and Anesthesia in Obstetrics. J. M. Whit-

field, Jr., M.D., Richmond, Va. Virginia Medical

Monthly, Nov., 1933.

The author presents a review of 744 deliveries

in which a variety of drugs has been employed.

In all these cases either sodium amytal, nembutal,

dial, or avertin, has been used for producing basal

anesthesia. The present practice is to administer

fifteen grains of sodium amytal or seven and a

half grains of nembutal as soon as labor has really

started and to reinforce this with hyoscine 1/200

grain as needed.

Delivery can be completed without further medi-

cation but usually chloroform, ether, gas or local

is used for the completion of labor. Strange to say

out of the 744 deliveries there were only 160 spon-

taneous. The rest were divided between low for-

ceps, mid forceps, version, breech presentations and

extractions, abortions, and caesarian sections.

The author explains this high operative per-
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centage as due to the belief that the second stage

should be terminated as soon as possible consistent

with safety to the mother and baby. Also because

patients under the influence of drugs cannot be ex-

pected to cooperate in the second stage of labor, so,

therefore, the natural expulsive forces will often

need assistance, and also many of these cases were

referred due to complications.

In his conclusions he states that complete am-
nesia can be produced in 95 per cent of cases and

the maternal and infant mortality is not affected.

CLINICAL PATHOLOGY
By R. H. Monger, M.D.

Medical Arts Building, Knoxville

Liver Function—An Appraisal of the Modified Tolerance

Tests. H. J. Ricketts. Arch. Int. Med., 52 : 147, 1933.

The test the author studied is as follows:

1. The estimation of blood sugar during fasting

was made in the morning.

2. The patient was then given 20 units of insulin.

3. Twenty minutes later, the patient was given

50 gm. of dextrose in 500 c.c. of water by
mouth, followed by 1,000 c.c. of water by
mouth.

4. Blood sugar determinations were made at

one-half hour, one hour, two hours after the

ingestion of the dextrose and water.

The modified dextrose tolerance test of the func-

tion of the liver, as described by Althansen, Gun-

ther, Lagen and Kerr, was performed on ten pa-

tients who were considered to have normal livers at

the time of examination, and on four patients with

frank hepatic disease.

Of the ten normal patients, nine responded to

the test by a drop in blood sugar to points con-

siderably below the critical level for normal reac-

tions, and showed symptoms and signs of hypo-

glycemia. Four patients had frank hepatic disease,

and three of these responded by definite chemical

and clinical hypoglycemia. There was no essential

difference between the behavior of the normal and
the abnormal groups. The modified dextrose tol-

erance test in its present form is not a satisfactory

measure of the metabolic function of the liver.

Pregnancy — Hormone Diagnosis of Variability — F.

Spillman, M. A. Goldberger and R. T. Frank. J. A.

M. A., 101: 266, 1933.

These authors studied thirty-three pregnancy
cases in which missed abortions was suspected or

expected from the hormonal aspect in order to

determine the relationship between the female sex

hormone of the blood and the pituitary hormone
of the urine on the one hand and fetal life or

death on the other. The Frank-Goldberger Method
was used in the blood studied, and either the

Ascheim-Zondek or the Friedman test in the urine

studies.

A negative female sex hormone was obtained

when the fetus was dead in 23 cases and a positive

reaction when the fetus was alive in 8 cases. The
results here were 100 per cent correct.

A negative pregnancy reaction was obtained

when the fetus was dead in eleven cases, and ten

cases gave positive reactions in spite of dead fetus,

approximately 50 per cent correct. The female sex

hormone blood determination has proved itself in

this series an absolute indicator of whether a

fetus is dead or alive. The urine pregnancy test

is of value only where the reaction is negative.

The presence or absence of the hormones de-

pends on the degree of involution of the placenta

and its attachment to the uterine wall.

DERMATOLOGY
By E. E. Brown, M.D.

Doctors Building, Nashville

The Use of Sodium Perborate in the Treatment of

Chronic Paronychia Due to Yeast Infection, Prelimi-

nary Report. Ethel M. Rockwood, M.D. The New
England Journal of Medicine, August, 1933.

The diagnosis in all cases treated was confirmed

by scraping from beneath the nail fold and cul-

tures. The majority of the yeasts isolated belonged

to the Monilia albicans group. The method of

treatment is as follows:

The patient makes a thick paste of the sodium
perborate with a few drops of water. This is

worked under the nail fold very gently with a small

cotton tipped toothpick, and then packed around
at the sides and under the nail. Without dressing

a rubber finger cot is drawn on and allowed to

remain overnight. The purpose of the latter is to

increase the moisture present. The patient is then

instructed to soak the affected fingers three times

a day in a warm solution of the sodium perborate

made by adding two teaspoonfuls to a half a glass

of water, and to continue the soaking as long as

effervescence takes place. This may be from one-

half to three quarters of an hour. So long as

active effervescence took place the solution was
effective as a germicidal agent. This was apparent-

ly due to the liberation of nascent oxygen.

The treatment was most satisfactory. Cases of

three months to five years standing have been en-

tirely cured in a comparatively short time, i.e.,

three to eight weeks. Pain and soreness was re-

lieved in from seven to ten days.

ORTHOPEDIC SURGERY
Robert R. Brown, M.D.

Doctors1 Building, Nashville

A Treatment for Fracture of the Neck of the Femur.

Guy W. Leadbetter, M.D., Washington, D. C., in

the Journal of Bone and Joint Surgery, October

Number, 1933.

Fractures of the neck of the femur have become
a vital issue to the surgeon, the patient, and the
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relatives of the latter. During the last few years

the standard of demand by the laity for better

functional results of fractures has been more ex-

acting. It is incumbent upon the physician to

select the method which, in his judgment, will

cause the least amount of primary shock during

manipulation, to utilize the fixation which will ade-

quately maintain reduction, and, finally, to secure

a high percentage of anatomical reduction and firm

union with good physiological results.

Whatever method of reduction and fixation is

selected the writer believes that the so-called after-

care is the most important in the preservation of

life. Because of age, the functions of the individ-

ual are at a basic level and, in most cases, trauma

and subsequent shock have caused the vitality to

drop to a still lower level. It is essential, there-

fore, that no treatment be instituted which will

further depress the vital centers, for pain in most

fractured hips subsequent to reduction is negligible.

Good elimination and frequent change of position

are important factors. Due attention to the two

dangerous complications—general toxicosis, having

its origin in the intestinal tract, and pulmonary

hypostasis—will also aid in preventing the third

serious complication—that of mental bewilderment,

delirium, or psychosis.

Without hesitation the writer recommends plas-

ter fixation, properly applied, as the best means of

carrying out all the above mentioned treatment.

Plaster fixation must have two objectives; first, to

immobilize the fracture; and, second, to facilitate

postoperative care.

The writer here gives a detailed description of

his method of reduction, as well as plan of apply-

ing plaster cast for fixation. He also gives a sim-

ple test for telling or determining whether or not

the fracture has been properly reduced before ap-

plying the cast. His method, as well as the appli-

cation, is illustrated with multiple photographs.

He calls attention to the fact that Doctor Whit-

man, in 1904, first described the positions of ab-

duction and internal rotation as being the only

positions for reducing a traumatic coxa vara. Here

the author gives his objections to the old procedure,

as well as bringing out the advantages of his plan,

and states that the manipulation he suggests is

simple, anatomically sound, non-shocking, and of-

fers hopes for one hundred per cent reduction.

The consideration of the embryology and anat-

omy of the hip joint lays the foundation for the

manipulation described. There are multiple X-rays

showing fractured hips that have been properly

reduced and that have firm bony union.

In this paper is presented a study of thirty-six

cases treated by this method, in which he obtained

seventy per cent of good bony union. A table is

furnished of the cases, giving the ages and final

results, as well as the mortality in this series.

He concludes the article as follows:

This paper, then, presents a method of manipu-
lation which is anatomically and physiologically

logical. It is easy to accomplish and, by applying

the test which the author believes to be infallible,

assures one of good anatomical reduction, thereby

greatly enhancing the chances of bony union by
preserving the normal relations of the only source

of callus in the neck of the femur—namely, the

cancellous structure. As soon as we free ourselves

from the didactic and empirical teachings which
have been in vogue for the last twenty-five years

and apply ourselves to the anatomical and physio-

logical problems presented in fractures of the neck

of the femur, and arrive at agreement on better

methods of complete fixation of these fractures,

then, and only then, will the percentage of good

end results increase.

OPHTHALMOLOGY
By Robert J. Warner, M.D.

Doctors Building, Nashville

Changes in Refraction in Diabetes Mellitus. K. O.

Granstrom. American Journal of Ophthalmology,

Oct., 1933.

From review of the literature and study of over

one hundred cases the author concludes that tran-

sitory refractive changes in diabetes occur at all

ages, and are more pronounced in the young.

Hyperopia is more frequent than myopia, usually

occurs at institution of diabetic therapy and is

associated with diminishing glycosuria: in patients

under thirty years of age it is associated with

diminished accommodation. Myopia is found in

untreated cases and is associated with a high

glycosuria and blood sugar. Studies with the

stigmatoscope indicate that these refractive

changes are due to intracapsular changes in the

lenticular index of refraction. The author believes

that the demonstrated retention of salt in the body

tissues in cases of diabetes probably also occurs in

the lens nucleus, raising the index of refraction

and causing a myopia. With the passing of gly-

cosuria the retained salt leads to edema in the

tissues, and edema in the lens nucleus lowers the

index of refraction and leads to hyperopia.

Moving Pictures of the Fundus. P. Bailliart, American

Journal of Ophthalmology, Oct., 1933.

The Argentine ophthalmologist Lijo Pavia first

successfully demonstrated the possibility of mov-

ing pictures of the fundus, and together with the

writer was to demonstrate at the Madrid Con-

gress a case of spontaneous pulsation of sub-

macular choroidal arterioles in a senile lesion and

a case of induced arterial pulsation, whose proper

technique is shown by slow motion to be productive

of sudden violent arterial contraction.
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PEDIATRICS
By John M. Lee, M.D.

Doctors Building, Nashville

The Treatment of Scarlet Fever With Antitoxin. Luke

W. Hunt, M.D., Chicago. Jour. A. M. A., Nov. 4,

1933.

Numerous reports in the literature bear out the

statements: “The most important factors in the

management of scarlet fever are the early diagnosis

of the disease and the administration of an ade-

quate amount of scarlet fever antitoxin. If this is

done, a favorable effect will be noted on the

severity of the febrile stage of the disease, on the

course and duration of the fever, on the intensity

and duration of the skin lesions, and on the occur-

rence of complications.”

This is a report of a study made on 2,303 cases

of scarlet fever treated in the Durand Hospital

during the years 1924 to 1931. Of these cases, 882

were given scarlet fever antitoxin while the re-

maining cases did not receive antitoxin. The pa-

tients receiving antitoxin ran a milder clinical

course than those who did not. The temperature

and rash subsided earlier, there was less toxemia,

and complications were observed less frequently

in this group. The earlier in the disease antitoxin

was administered, the more favorable the clinical

course, and fewer complications were noted. No
definite effect was noted on complications that

existed at the time antitoxin was given. Almost

all the complications that occurred in the series

in which antitoxin was given appeared in patients

who received the antitoxin relatively late in the

disease.

Serum reactions occurred in 22.7 per cent of the

treated cases. They were not more severe and
were less frequent than after the use of diphtheria

antitoxin. Most of the serum reactions occurred

in patients who had previously had serum ad-

ministered.

SURGERY— GENERAL AND
ABDOMINAL

By John L. Dies, M.D.

1213 Exchange Building, Memphis

Management of Head Injuries. W. Eugene Delaney, Jr.

The American Journal of Surgery, New Series,

Volume XXI, September, 1933, Number 3, Pages

403-405.

In the dehydration therapy, besides the intra-

venous use of 50 c.c. of 50 per cent glucose solu-

tion every eight hours, it is well to give 4 oz. of

50 per cent magnesium sulphate solution slowly

per rectum every four to six hours. Fluids are

restricted to not over 20 oz. a day in the conscious

patient at the start, but later are given more freely.

No attempt is made to administer fluids while the

patient is unconscious. Magnesium sulphate may

be given by mouth if the patient is conscious and
it does not disturb him too much. Close observa-

tion of the patient’s general condition should de-

termine the amount of dehydration necessary as

there is danger in carrying this treatment too far.

Here, as in other measures, our course is governed
by the condition of the individual patient.

When intelligently and carefully performed, lum-
bar puncture is of vast help in these cases and is

useful in conjunction with the dehydration treat-

ment. The finding of bloody fluid should indicate

to us the need of a subsequent spinal drainage.

Lumbar puncture is a valuable procedure in de-

termining fractures of the base. The head should

be lower than the rest of the body when a lumbar
puncture is done and should not be elevated after

puncture has been performed. Repeated lumbar
punctures are advisable in cases showing persisting

signs of increased intracranial pressure. Other-

wise, a patient seldom needs more than one tapping
and in the event the manometric reading is high

enough fluid should be drained off to lower the pres-

sure one-half the distance to normal. Often only

a few cubic centimeters are necessary to do this.

I have seen marked improvement following this

procedure and believe it should be repeated as

symptoms of increased pressure return. One
should, however, in all cases be guided entirely by
the condition of the patient.

Eye-ground examination revealing evidence of a

papilledema is a definite indication of the need for

lumbar puncture, and if there be muscle twitching

or paralysis with a fixed dilated pupil, the evi-

dence points to extradural or subdural hemorrhage
amenable only to operation. A dilated pupil per se

signifies pressure on the same side but is not of

itself an indication for operation.

Not only should we combat shock and wait

sufficiently long for the patient to react from it but

delay in operation is often wise. This should

mean waiting for two to five days if possible. This

cannot be done in cases of rapidly increasing ex-

tradural hemorrhage but is entirely possible in

depressed fractures.

In 4 cases of depressed comminuted fractures

which have come to operation in our hands in the

last three years the average interval between acci-

dent and operation was three and one-half days.

Another case of subdural hematoma was operated

on eight days after the accident. A sixth case of

extensive injury to the brain with a compound
comminuted fracture was operated on within a few
hours after the accident and as soon as he reacted

from shock. This patient was having free drain-

age of cerebrospinal fluid from the wound with a

large amount of brain hanging out of the wound
over his face. In a case of extensive maceration

of the brain in a little girl who suffered a severe

comminuted fracture operation was performed five

days following the injury. Fortunately there are

no deaths to report in this series of operations.

In 26 fractures of the skull, all proved by X-ray,

which have been under my care in the past three
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years there have been 3 deaths. One man who
had a fracture of the vault died of pulmonary
embolism from the site of amputation of a leg,

the day following his injury. The fracture of the

skull was a linear one and there was no marked
intracranial pathology. Thesej facts were con-

firmed by autopsy. The second patient who had a

fracture of the vault also had multiple fractures

of the pelvis, and compound comminuted fractures

of both bones of both legs. He was seventy years

of age, the oldest in our series, and died eight days

after the accident of renal complications. The third

death is the only one in this series of 26 cases in

which death occurred from the cranial injury. This

man had a fracture of the base in the middle and
posterior fossae and also the vault, and expired

within twenty-four hours without any localizing

symptoms or signs. His systolic blood pressure

never registered over 144. A spinal tap revealed

pure blood under 22 mm. of pressure. About 4

c.c. of this fluid were obtained and death ensued

shortly afterward, apparently from a medullary

edema with respiratory failure. The mortality

rate in 26 cases with 3 deaths is 11.5 per cent.

The following are indications for surgical inter-

ference :

1. Depressed fractures.

2. Subdural or extradural hemorrhage.

3. Compound comminuted fractures with cerebral

injury. In this latter group is included the

removal of accessible foreign bodies.

In all cases of head injury, except in the three

classes just enumerated, the fracture should be

disregarded entirely. The problem is one of intra-

cranial injury and not of fractured skull. We
must determine the presence or absence of intra-

cranial trauma and treat the patient for the under-

lying pathology in the contents of the skull.

This may be hemorrhage, laceration, pressure

atrophy, anemia or edema of the brain. We sub-

scribe to the principle of conservative treatment
consisting of rest in bed, dehydration, and lumbar
puncture, with operative interference as a last

resort only in the cases which do not respond to

this treatment and which fall in the category of

the cases suitable for operation as already men-
tioned.

UROLOGY
By Tom R. Barry, M.D., F.A.C.S.

Medical Building, Knoxville

Intravenous Urography. Ochsner, Wishard, and Mertz.

J. Urol., Oct., 1933.

They analyze 160 pyelograms done by the intra-

venous method. They were especially impressed

with the high incidence of failure even in normal
kidneys. Its failure to clearly visualize minor
changes in the kidney eliminates the procedure

from universal use.

It is also of questionable value in determining

renal function. Failure to visualize one kidney

is by no means a reliable indication of the absence

or even diminution of renal function.

Its greatest usefulness is in urinary tract ob-

struction, questionable shadows (stones) can often-

times be accurately localized. If stones produce

a complete occlusion for any length of time, no

visualization will be obtained.

Hydro or pyonephrosis will often give satisfac-

tory images. In these cases films taken at end of

1 hour are usually the most dense. This method

is of little value in the detection of early renal

tumors and is often misleading.

In carcinoma of the bladder it is not entirely

satisfactory.

Early renal tuberculosis may be entirely over-

looked if intravenous urography is employed.

It is of greatest value in the detection of renal

anomalies. It is also of value in differentiating

an apparent from a real ureteral kink. It is

occasionally of value in traumatic renal injury.

They conclude. 1. That general use of this

method by the unexperienced may be disastrous.

2. It is subject to gross error in evaluating renal

function.

3. It is of great value in determining the loca-

tion, etc., of calculi.

4. Renal anomalies are often well demonstrated.
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The opening session of the House of Delegates,

held in connection with the One Hundredth An-

nual Meeting of the Tennessee State Medical As-

sociation, at the Hermitage Hotel, Nashville, April

11, 12, 13, 1933, convened at two-twenty o’clock,

Dr. E. R. Zemp, Knoxville, Speaker of the House,

presiding.

SPEAKER ZEMP: The first thing I want to

do is to appoint the Credentials Committee, which

will be as follows

:

Dr. Ralph Monger,

Dr. C. M. Hamilton,

Dr. Roy Douglas.

He also announced that officers and ex-presidents

were eligible to a seat and a vote in the House

of Delegates.

There being a quorum present the House was

declared open for business.

On motion Dr. Dean Lewis, President-Elect of

the American Medical Association, was invited to

address the House.

The address of Dr. Lewis appears on another

page of this issue of the Journal.

The Speaker of the House announced the appoint-

ment of additional committees as follows:

Committee on Reports of Committees—Dr. L. W.
Edwards, Nashville, chairman; Dr. J. H. Reving-

ton, Chattanooga; Dr. W. L. Williamson, Memphis;

Dr. T. R. Ray, Shelbyville; Dr. J. R. Thompson,

Jackson.

Pursuant to instructions given by the House of Delegates
the proceedings of the House are condensed so as to eliminate
from publication much of the discussion. These published
minutes include every report of officers and committees in
full ; also every resolution or motion and the action taken
with reference thereto.

A complete stenographic report is on file at the head-
quarters’ office and available for examination by any member.

Committee on Reports of Officers—Dr. R. B.

Wood, Knoxville; Dr. P. H. Wood, Memphis; Dr.

J. C. Pennington, Nashville; Dr. W. D. Anderson.

Chattanooga; Dr. J. T. Moore, Algood.

Committee on Resolutions—Dr. E. H. Baird,

Dyersburg; Dr. J. A. McCulloch, Maryville; Dr.

B. L. Runyon, Clarksville,

The Credentials Committee made its first report

recommending the seating of some delegates

whose certificates of election had arrived at the

headquarters’ office too late to be included in the

preliminary roll call.

The next order of business was the reports of

officers.

The Treasurer was called on for his report.

DR. J. 0. MANIER: Mr. Speaker and Gentle-

men: Here is the audit of the handling of your

funds during the year 1932. It is entirely too

voluminous to read, and I wish to file it with the

request that it be turned over to the proper com-

mittee for auditing.

SPEAKER ZEMP: I will appoint an Auditing

Committee in a little while.

REPORT OF AUDIT FOR YEAR ENDED
DECEMBER 31, 1932

To the Chairman and Board of Directors, Ten-

nessee State Medical Association,

Nashville, Tennessee.

Sirs:

Complying with your request we have made an

audit of the Cash Receipts and Disbursements of

the Tennessee State Medical Association for the

year ended December 31, 1932.

The results of our examination are presented in
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the accompanying Comments and on Exhibit and

Schedules designated as follows:

Exhibit “A ”—Statement of Receipts and Disburse-

ments for the Year Ended December 31, 1932.

Schedule A-l—Statement of Receipts by months for

the Year Ended December 31, 1932.

Schedule A-2—Statement of Medical Defense Fund

for the Year Ended December 31,

1932.

Schedule A-3—Analysis of Increase or Decrease in

Funds for the Year Ended December

31, 1932.

Comments on Audit

Cash, $187.76. This item represents the cash

on deposit at the American National Bank on De-

cember 31, 1932, and was verified by a reconcilia-

tion of the bank’s statement with the Association’s

cash records.

All Cash Receipts appearing on the Receipts

Register, which was tested for omissions and found

correct, were traced into the depository or ac-

counted for.

Signatures and endorsements on cancelled checks

were examined and the payees and amounts were

compared with the Cash Disbursement Record for

a verification of disbursements. Salaries due Dr.

W. M. Hardy and Miss Batey for the last half of

December, 1932, amounting to $75.00 and $62.50

respectively were not paid until January, 1933.

Investments, $10,000.00. The Association owned

on December 31, 1932, First Mortgage Real Estate

Notes bearing 6 per cent interest as follows:

Maker Date Due Amount
S. H. Dillard and wife 6-1-29 6-1-32 $ 2,500.00

T. H. Haile, Jr., and wife 9-1-31 9-1-36 5,000.00

J. H. Horn and wife 6-1-29 6-1-32 2,500.00

Total $10,000.00

The above notes were inspected on April 6, 1933,

at the American National Bank, where they are

deposited for safe-keeping.

It will be noted that, Exhibit “A,” shows In-

terest Received, $750.00, whereas 6 per cent of

$10,000.00 is $600.00. This difference of $150.00 is

due to the fact that in prior years the December

interest payments on account of the Dillard and

Horn notes have not been entered until after the

close of the year, while the December, 1932, interest

was entered in December, 1932.

A Fire Insurance Policy on Office Furniture and

Fixtures in the amount of $500.00 and a Fidelity

Bond of $10,000.00 on the Treasurer, Dr. J. O.

Manier, were in effect on December 31, 1932, both

of which will be subject to renewal in the year

1933.

State Medical Association were printed and dis-

tributed during 1932, all of which were paid for

during the period covered. For an analysis of the

costs reference is made to Exhibit “A.”

Unpaid advertising accounts are not included

in this report. A detail of these items has been

prepared and left with the Secretary.

Respectfully submitted,

OSBORN & DUNCAN.
W. M. Duncan,

Certified Public Accountant.

Nashville, Tennessee,

April 7, 1933.

EXHIBIT "A”

Statement of Receipts and Disbursements for the Year

Ended December 31, 1932

Receipts
Dues $5,805.00
Medical Defense 1,666.00
Advertising 4,241.64
Interest on Investments 750.00
Cuts, Subscriptions, etc. 158.55
Exhibition Space 250.00
Rent Refunds 29.70
A. M. A. (Making Maps) 21.60
Women’s Auxiliary 10.00
Refund Travel Expense to Memphis 5.36
History Sales 6.00
Census Sales ; 4.00

Total Receipts. .$12,947.85

Disbursements
Medical Defense $2,760.46
Medical Journal:

Printing 20,600 copies $3,348.00
Inserts and Reprints 159.25
Cuts and Halftones 113.00
Postage 276.00 $3,896.25

Convention Expense:
Reporting Service $ 403.18
Programs and Supplies 153.00
Addressing and Mailing Pro-
grams 46.10

Badges 27.78
Travel Expense, etc., arrang-
ing space 53.00

Other Travel Expense 49 45 $ 732.51

Salaries

:

Dr. H. H. Shoulders, Secre-
tary-Editor $1,500.00

Dr. W. M. Hardy, Assistant
Secretary-Editor 1,725.00

Miss Willard Batey 1,437.50

Dr. J. O. Manier, Treasurer 100.00 $4,762.50

General Expenses and Other
Disbursements

:

Expenses of delegates to A. M.
A. Convention $ 201.97

Expenses of Trustees Meeting 57.00
Office Rent 660.00
Stationery, Printing and Mis-

cellaneous Supplies 444.40
Postage 96.00
Auditing . 65.00

Refund of Dues 21.00
Bond of Dr. Manier — 25.00
Press Clipping Service 30.00
Travel Expense to Memphis 100.00
Miscellaneous 65.90

Check Tax 1.56 $1,767.83

Total Disbursements $13,919.55

Excess of Disbursements over
Receipts—Schedule A-3

Represented by

:

Cash Balance, 1-1-32

Cash Balance, 12-31-32

$ 971.70

$1,159.46
187.76*

Decrease in Cash Balance $ 971.70

Twelve issues of the Journal of the Tennessee ,Balance per Statement o£ American National Bank.
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SCHEDULE A-l

Statement of Receipts by Months for the Year Ended

December 31, 1932

12-15 Cornelius & McKinney—Milliken vs.
Dr. Fentress $ 125.00

Adams, Donelson & Pope—Lee vs. Drs.
Campbell and Speed 200.00

Total Disbursements for the Year Ended
December 31, 1932 $2,760.46

Month Dues

Inter-
est on

Medical Adver- Invest- Miscel-
Defense tising merits laneous Total

Jan.
Feb.
March
April
May
June
July
August
Sept.
Oct.
Nov.
Dec.

$2,533.00 $ 914.00 $ 367.00
1,164.00 314.00 381.84
932.00 204.00 320.98
416.00 88.00 315.63
80.00 14.00 374.87

136.00 14.00 339.69
140.00 28.00 277.23
128.00 20.00 296.49
36.00 6.00 212.06
48.00 6.00 268.75
28.00 482.50

164.00 58.00 604.60

$ 35.60 $ 3,849.60
2,011.84$150.00

300.00

300.00

2.00
14.00

273.26
3.00

87.85
10.90
2.00

23 50
5.00

28.10

1,470.98
1,092.89
471.87
877.54
456.13
446.49
277.56
327.75
538.60

1,126.60

Totals, $5,805.00 $1,666.00 $4,241.64 $750.00 $485.21*
Total Receipts for Year Ended December 31, 1932

—

Exhibit “A” __$12,947.85

Receipts from Cuts, Subscriptions, Census Sales, Exhibi-
tion Space, History Sales, etc.

SCHEDULE A-2

Excess of Disbursements over Receipts

—

Schedule A-3 $1,094.46
Represented by

:

Cash and Investments on Deposit l-l-32-$2,051.34
Cash and Investments on Deposit 12-31-32 956.88

Decrease in Medical Defense Fund $1,094.46

SCHEDULE A-3

Analysis of Increase or Decrease in Funds for the Year

Ended December 31, 1932

Medical
General Defense

Balance, 1-1-32 : Fund Fund Combined
Cash ($891.88) $2,051.34 $ 1,159.46
Investments 10,000.00 10,000.00

Total $ 9,108.12 $2,051.34 $11,159.46

Balance, 12-31-32:

Cash ($769.12) $ 956.88 $ 187.76
Investments 10,000.00 10,000.00

Statement of Medical Defense Fund for the Year

Ended December 31, 1932

Total $ 9,230.88 $ 956.88 $10,187.76
Increase or (Decrease) $ 122.76

Schedule A-2 ($1,094.46)
Exhibit “A” ($971.70)

Receipts

Received from Members $1,666.00

Disbursements

1-15 S. R. Miller—Supplies and Clerical
Work $ 9.50

Lillard & Webb—Duggan vs. Dr. L. C.
Ogle

Catherine Clark—Duggan vs. Dr. L. C.
Ogle

Adeline McKenzie—Duggan vs. Dr. L.

C. Ogle

1-

22 Paul Barrett—McClain vs. Dr. Cox__

2-

29 Omar L. Jewell—McClain vs. Dr. Cox
3- 3 Dunn & Jackson—Geo. Matthews vs.

Dr. D. Lozier
4- 6 Dr. R D. Moore—Refund of Dues

4-

15 W. L. Swallows—Gentry vs. Dr.
Shipley

Pearson & Hewgley—Stewart vs. Dr.
Hollingsworth

Sarah Woodall—Stewart vs. Dr. Hol-
lingsworth—

S. R. Miller—Supplies and Clerical
Work

Adams, Donelson & Pope—Perry vs.

Dr. Gartley
Adams, Donelson & Pope—Glatt vs.

Dr. Brown

5-

18 Adams, Donelson & Pope—R. O.
Espey vs. Dr. W. W. Walker

5-24 W. M. Satterfield—Mrs. H. B. More-
lock vs. Dr. Meeker

Adams, Donelson & Pope—Mrs. H. S.

White vs. Dr. Gragg

5-

27 Adams, Donelson & Pope—Mrs. Lula
Watts vs. Dr. Nowlin

6-

15 Adams, Donelson & Pope

—

Katie Martin vs. Dr. Black
T. O. Pittman vs. Dr. Dies
A. A. Pillman vs. Dr. Dies
Mrs. Virginia Lee vs. Dr. Willis
Mrs. Virginia Lee vs. Dr. Speed

S. R. Miller—Supplies and Clerical
Work

10- 3 S. R. Miller—Supplies and Clerical
Work

C. P. Hutcheson—Defending Dr. S.

D. Davis
10-25 Adams, Donelson & Pope—Thelma

Morelock vs. Dr. Meeker

10-

27 Adams, Donelson & Pope—Mary Ann
Galloway vs. Dr. Witheringcon

Geo. H. Boulware—Mary Ann Gallo-
way vs. Dr. Witherington

11- 2 Sarah Woodall—Stewart vs. Dr. Hol-
lingsworth

11-10 Cates, Smith & Long—Phipps vs. Dr.
Carter

The report of the Board of Trustees was then

called for. Dr. J. 0. Manier was recognized.

DR. J. 0. MANIER: This is the report of the

Board of Trustees, at least of their meeting that

was held between the two regular meetings. Ac-

cording to the Constitution and By-Laws, it is

obligatory on the Board of Trustees to hold one

meeting between the regular meetings. The gen-

eral idea of this meeting, of course, is for the

Board of Trustees to consider anything they may
see about the state society and, as we understand it,

come back to you and give you information that

you might not be able to get otherwise.

REPORT OF THE CHAIRMAN OF BOARD OF
TRUSTEES FOR THE CALENDAR YEAR

ENDING DECEMBER 31, 1932

April 11, 1933.

To the House of Delegates of the Tennessee State

Medical Association:

The regular semi-annual meeting of the Board
of Trustees was held on Friday evening, November

11, 1932, in the office of the Tennessee State Medi-

cal Association at Nashville. Those present were

Drs. T. R. Ray, Shelbyville; E. R. Zemp, Knoxville;

John L. Jelks, Memphis; Ralph Monger, Knoxville,

and J. 0. Manier, Nashville.

The trustees at this meeting reviewed the finan-

cial status of the Association for the year 1932 to

the date of the meeting and were very happy to

find that the Association would seemingly for the

year 1932 be able to operate within its income.

The details of the financial transactions of the

Association for the year 1932 are set out fully in

the Auditor’s report, and have been commented on

to some extent by the Secretary in his report.

200.00

10.00

10.00
65.70
38.50

125.00
2.00

50.00

300.00

30.40

10.50

250.00

125.00

75.00

29.50

50.00

150.00

200.00

9.50

11.26

150.00

125.00

125.00

5.00

228.60

50.00
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While the general fund of the Association suf-

fered no loss during the year of 1932, such was not

true of the Medical Defense Fund, which, during

1932, operated at a definite loss. The amount of

expense incident to the operation of medical de-

fense in 1932 was so much out of balance with its

income during this year that your Board has

felt it wise and proper to lay before you for your

consideration and action certain facts in reference

to the present status of the Medical Defense Fund
and its financial future under the present scale of

fees under which it operates.

A few facts and figures from the past few years

are essential if this body is to have a clear under-

standing of the trends in the financial status of

the Medical Defense Fund.

First, as to the number of members participating

in medical defense during the past four years:

1,190 members paid medical defense fee in 1929

1,053 members paid medical defense fee in 1930

853 members paid medical defense fee in 1931

833 members paid medical defense fee in 1932

From these figures it can readily be seen that

the trend of members participating in medical de-

fense has been rather steadily downward. As a re-

sult of the decrease in this membership quite nat-

urally the receipts for the Fund for each year have

decreased in direct proportion to the annual loss

in paid-up members.

On the other side of the ledger, however, the dis-

bursements for medical defense have rather shown
a tendency toward a gradual increase, as follows:

Disbursements for 1929 $1,921.25

Disbursements for 1930 1,959.69

Disbursements for 1931 1,976.00

Disbursements for 1932 2,760.46

On December 31, 1930, there was a balance on

deposit to the credit of the Medical Defense Fund
of $2,321.34.

During the calendar year of 1931 receipts for

the Medical Defense Fund amounted to $1,706.00,

while disbursements during that year amounted to

$1,976.00—excess of disbursements over receipts

accounting for a net operating loss to the Fund
in 1931 of $270.00.

On December 31, 1931, there remained a balance

on deposit to the credit of the Medical Defense
Fund of $2,051.34, which was increased during
the year of 1932 by $1,666.00, placing to the credit

of the Medical Defense Fund for the year 1932

$3,717.34. Against these assets there were charged
during the calendar year of 1932, disbursements

for the Medical Defense Fund in the amount of

$2,760.46—again creating an actual operating def-

icit for 1932 of $1,094.46, and leaving to the credit

of the fund as of December 31, 1932, $956.88 as

against a balance of $2,051.34 as of December 31,

1931.

Should these trends, as shown above, namely

—

a gradual decrease in medical defense paid-up

membership on the one hand, and on the other a

definite increase in annual disbursements from the

fund, continue for even a small number of years

the assets of the fund will inevitably become ex-

hausted. In fact, at the present time, in a strictly

business sense, the fund could not be liquidated

since there exists, at the present time, 22 out-

standing suits which are now pending and for any
of which that may come to trial the fund must be-

come responsible. There is also a still further po-

tential liability which accrues to the assets of the

fund during the succeeding twelve months which
follows the annual payment of dues, since in any
calendar year, the fund, of course, is responsible

for any suits that may be filed within twelve

months after the presumed malpractice occurred.

If the above figures and facts are analyzed one

can at least see a very grave possibility of there

occurring ultimately a considerable deficit in the

Medical Defense Funds which would, of course,

have to be met from some other source than the

fund itself.

Your Board of Trustees in considering this

matter has felt that you should be definitely in-

formed in relation to the existing financial situa-

tion in order that you might take whatever reme-

dial action you consider wise.

So far as your Board of Trustees are concerned,

they are unanimous in the belief that it is unfair

for the general fund participated in by every mem-
ber of the Association to be called upon to meet any
deficit that might arise in the future in the Medical

Defense Fund, which at present is only partici-

pated in by 55.8 per cent of the membership whose
dues to the Association create the general fund.

On the other hand, so long as this House of Dele-

gates has authorized and continues to authorize the

Medical Defense Fund as one of the functions of

the State Association there arises a definite moral

and legal question as to whether the general fund

would not be liable for fulfilling the contract made
by the Defense Fund with the participating mem-
bers in event in the future the Defense Fund be-

came inadequate to meet its own obligations.

After due consideration of all the above facts,

your Board of Trustees felt there were only three

courses that could be sanely laid before you for

your consideration and decision.

First, that the Medical Defense Fund should

liquidate its existing obligations and the fund be

discontinued for the future.

Second, that the Medical Defense dues be raised

to an amount adequate to successfully finance the

demands made on the fund.

Third, that definite laws and regulations be

drawn up and adopted, fixing the maximum liability

of the fund in all individual cases within such

limits as would enable the fund under its existing

annual dues of $2.00 to operate safely from a

financial point of view.

In reference to the second suggested course of

action, namely—the raising of medical defense dues

to an amount adequate to furnish unrestricted

medical defense and yet for the fund to be able
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to operate within its income, inquiry from the

actuarial departments of several commercial in-

surance companies engaged in the sale of profes-

sional liability insurance reveals the fact that

out of premiums paid for such protection said

companies set aside to cover the item of actual

medical defense an amount varying from $5 to

$10 per annum, depending upon the company and

the size of the policy bought, the remainder of the

premiums paid for being allocated to the over-

head cost of salesmanship and the actual payment

of damages that might be allowed by court pro-

cedures.

In reference to the third suggestion of meeting

the difficulty of the finances of the Medical De-

fense Fund, at the present time there is no limit

as regards the monies to be allocated to the defense

of any individual suit. In many instances, suits

have been settled by one trial in a lower court;

in other instances, numerous trials in the lower

courts, and in still others, cases have been carried

through the whole system of existing courts. As

a result of this varied liability in the final legal

settlements of individual suits the costs to the

Defense Fund in such suits have varied in the

widest imaginable limits—some as low at times

as $25.00, or less, to as high in one instance as

$2,700.00.

In furtherance of this third suggestion, the

resolution passed by the House of Delegates

originally constituting the Medical Defense Com-

mittee gave to this committee full power to set

up any and all regulations they might deem neces-

sary for the proper functioning of the Medical

Defense Fund. In view of this existing fact,

should this body see fit to adopt the suggestion as

regards fixing the maximum liability of the Fund
in any individual case, it would only be necessary

for the House of Delegates to instruct the Medical

Defense Committee to draw up such rules and

regulations as would be adequate to attain this

objective.

It is interesting to note, for instance, that the

average cost during the past three years for the

suits for which costs were paid was $121.75.

It is also interesting, but likewise distressing, to

realize there are still outstanding 22 suits which

if and when they come to trial should pursue the

average cost of the past three years would entail

a proper and justifiable charge of $2,678.50 against

the existing balance as of March 31, 1933, which

is $1,351.90.

Your Board of Trustees has felt so keenly the

gravity of this situation that it was deemed wise

and in this detail to lay the entire matter before

you for your consideration and action. In so doing

the Board of Trustees does not wish in any sense

to be construed as being in the least critical of

the Medical Defense Fund under the method under

which it is operated. Certainly no man is due a

greater debt of thanks for a pure labor of love

than Dr. S. R. Miller in his untiring efforts over

a period of years in conducting this fund as he
has so ably done.

Respectfully,

J. O. MANIER, Chairman,

Board of Trustees.

April 11, 1933.

The report was referred to the Committee on

the Reports of Officers.

The next order was the report of the Secretary-

Editor. Dr. H. H. Shoulders was recognized.

REPORT OF THE SECRETARY-EDITOR FOR THE
CALENDAR YEAR ENDING DECEMBER 31,

1932, TOGETHER WITH A SUPPLE-
MENTAL REPORT FOR THE

FIRST QUARTER OF 1933

To the House of Delegates of the Tennessee State

Medical Association:

Membership

The membership of the Association was 1493 at

the end of 1932. As compared with the enrollment

at the end of 1931 it shows a reduction of 77

members.

I believe we must all agree that this is a small

reduction when we consider that the year 1932

wTas probably the worst depression year our coun-

try has ever experienced.

Local Societies

There were 63 active societies during the year

embracing 70 counties.

We will again say that the local societies which
do the most effective work are the ones with a

fairly large membership.

Some years ago we began to urge that local

societies be combined in sufficient number to make
up a larger membership. It is interesting to

observe that this same general idea is taking hold

of the public with reference to counties as political

subdivisions of the state. It has become increas-

ingly evident that a large number of smaller

counties make for inefficiency in government and
higher expenses in government.

The fact was brought out that the boundary
lines of counties were determined largely by the

time required for a citizen to get up in the morn-

ing, do his chores, go to the county seat and do

some business and return home before dark. This

was logical for the times—the conditions of the

roads and the methods of travel. Today a county

might just as well be sixty or seventy miles in

diameter.

Our local component societies would be increas-

ingly efficient if we had about twenty-five societies

embracing the entire state. We allude to this ques-

tion again for the purpose of giving emphasis to

its importance. Our Association might lend its

support to the movement already inaugurated of

dividing the state into a smaller number of coun-

ties.
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The Journal

Every issue of the Journal was mailed on time

and contained its full sixty-four pages each issue.

We would not refer to the editorial policy except

to say that we have been gratified by receiving

commendation from within and without the state.

Two states since last year have requested extra

copies and have transcribed the editorials for use

in their own states.

It has been our purpose to conduct the editorial

policy along the lines formulated by this House

of Delegates. We have endeavored to combat the

influences which lead us into state medicine. As
to whether or not our efforts bear fruit time alone

can tell.

Finances

The gross income of the Association for the

year 1932 was $12,947.85. Of this $1,666.00 was
defense dues. When this is deducted from the

gross it leaves a balance of $11,279.85 as ordinary

income for the Association for the entire year.

This is a falling off of $1,377.10 as compared with

1931.

This reduction in income is accounted for very

largely by two items.

The reduction in income from dues amounted

to $308.00. The reduction in income from adver-

tising amounted to $1,130.56, or a total of $1,438.56.

This more than accounts for the loss in income.

Notwithstanding this loss in income our expenses

have been reduced in every way possible with the

net result that we have operated within our income

and have the sum of $122.76 to spare.

These economies have been effected with the

result stated without giving up a single vital

activity of the Association. In fact, several ac-

tivities have been engaged in that were not en-

gaged in heretofore. One in particular is the

activity of the Committee on Education, and that

committee headed by Dr. John M. Lee has con-

ducted the work of the committee with efficiency

and with marked economy.

Expenditures

The expenditures of the Association for 1932,

exclusive of the Defense Fund, was $11,159.09.

The expenditures, exclusive of the Defense Fund,

for 1931, was $12,535.76—showing a reduction in

expenditures amounting to $1,376.67, as compared
with the previous year.

The items which compose this income are as

follows

:

Dues $5,805.00

Advertising 4,241.64

Interest on Investments 750.00

Miscellaneous 485.21

The miscellaneous income is derived principally

from rental of exhibit spaces, return from cuts

run in the Journal, etc.

The membership will readily see that approxi-

mately one-half of the income of the Association

is from sources other than from dues of members.

This is the condition which enables this Association

to carry on with a per capita dues of $4.00 per

year, which is the smallest in effect in America
today in any Association which publishes a maga-
zine.

The Medical Defense Fund

Only brief reference will be made to this fund
at this time because it is a fund over which I as

an executive officer have no control. We act as

custodian of the fund only. We receive the funds,

place them to the credit of the Defense Fund and
the Treasurer acts as custodian. Bills are paid out

of this fund on the approval of the Chairman of

this committee.

This fund will be discussed at some length by
the Treasurer in the report of the Board of Trus-

tees. I will merely mention the facts that ex-

penditures for the year 1932 exceeded the re-

ceipts by $1,094.46, and that the balance to the

credit of the fund on January 1, 1933, was $956.88.

This is a matter for the House of Delegates to

give some serious thought to.

Our books for the year have been audited and
a report of that audit will be filed with you by
the Treasurer. This audit gives an itemized

statement of the receipts and the expenditures

and, of course, is subject to your inspection.

General Conditions

We are pleased to believe that organized medi-

cine in Tennessee has withstood the trying ordeal

of the depression so far as well as, if not better

than, similar organizations. We believe that the

medical profession is now more thoroughly im-

pressed than it has ever been before with the

necessity of combating the different agencies and

influences which would drive us into medical com-

munism if allowed to. There is yet great need

for cohesive and militant action by the profession.

As was said sometime ago by our great president,

“the battle for human freedom is a battle which

never ends”—or words to that effect. We win

our wars but we can lose our freedom at home
after winning our wars with foreign foes.

Respectfully submitted,

H. H. SHOULDERS, M.D.,

Secretary-Editor.

April 11, 1933.

This report was referred to the Committee on

the Reports of Officers.

The Speaker of the House announced a recess of

the House for the purpose of forming a nominating

committee from each grand division of the state.

This committee was formed, as follows:

From East Tennessee—
Dr. Ralph Monger, Knoxville, Chairman.

Dr. F. B. Bogart, Chattanooga, Vice-Chairman.

Dr. Hiram Laws, Secretary.

From Middle Tennessee—
Dr. J. O. Manier, Nashville.

Dr. J. C. Pennington, Nashville.

Dr. J. R. Freeman, Springfield.
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From West Tennessee—
Dr. W. Britt Burns, Memphis.

Dr. J. D. Brewer, Dyersburg.

Dr. A. A. Oliver, Paris.

The next order of business was reports of com-

mittees. The first report called for was the Com-
mittee on Education.

DR. J. O. MANIER : I am reading this report

for Dr. John M. Lee who is the Chairman of the

Committee on Education but was not able to be at

this meeting.

REPORT OF THE COMMITTEE ON EDUCATION
OF THE TENNESSEE STATE MEDICAL

ASSOCIATION, 1932-1933

The Committee on Education of the Tennessee

State Medical Association was appointed by the

president as a result of the adoption by the House

of Delegates of recommendations made by the

Liaison Committee that a series of meetings be

held in the various county and district societies,

at which meetings, speakers representing the

Tennessee State Medical Association should em-

phasize the importance of immunization, the re-

sults that could be expected, and the technique

of the various procedures.

The committee met with the chairman in Nash-

ville in the summer of 1932 and voted to concen-

trate their first efforts on four diseases—-smallpox,

typhoid fever, diphtheria, and rabies. An article

was prepared giving in brief the biologicals used,

the indications, the contra-indications, the technique

of administration, and the results to be expected

from the use of immunizing agents against these

diseases. This article was published in the Journal

of the Tennessee State Medical Association in

August, 1932, and reprints were secured for dis-

tribution.

The secretaries of all the county and district

medical societies of the state were requested by

letter that arrangements be made for representa-

tives of the Committee on Education to meet with

these societies for the purpose of reviewing with

the members the question of immunizations. The
State Commissioner of Health was advised of

these proposed meetings and was invited to attend

them himself or have a representative of his de-

partment attend if he so desired. At most of

these meetings a representative of the State Health

Department was present and addressed the meet-

ing to the effect that this activity of the State

Medical Association was approved by the Com-
missioner of Health.

To date, representatives of the committee have

met with 28 societies of a total of 60 in the state,

and 5 other meetings are scheduled for the near

future. These 28 societies represent the members
in 40 counties. Numbers of physicians attended

these meetings from adjoining counties that have

no medical societies. Of the remaining 27 so-

cieties, some have not replied to our request, and
others reported that they had no regular meet-

ings. At these meetings the subject of immuni-
zations was reviewed, and the technique of ad-

ministering them demonstrated. From the interest

manifested by those in attendance at these meet-
ings, it is believed that this activity of the State

Medical Association has been a worth-while con-

tribution to the promotion of the practice of pre-

ventive medicine and public health in Tennessee.

In view of the results thus far obtained by the

work of this committee, and in view of the grave
responsibility resting upon the medical profession

in all matters pertaining to public health, it is

strongly urged that the State Medical Association

give serious consideration to the question of con-

tinuing its activity with its members in an educa-

tional way, and enlarging its program to include

such phases of medical and surgical work as from
time to time may seem desirable.

Your chairman has received most valuable aid

from the officers of the State Medical Association,

the Liaison Committee, and from individual mem-
bers, for which he is most grateful. The members
of the committee have given most generously of

their time, services, and resources in this work
at a time when every added burden is most keenly
fplt

Respectfully submitted,

JOHN M. LEE, Chairman.

The report was referred to the Committee on
Reports of Committees.

SPEAKER ZEMP: State Tuberculosis Hospital

Commission. Dr. Manier, are you ready to report

on that?

DR. MANIER: That Committee was appointed
to meet with the State Tuberculosis Commission
but there has never been any meeting. Conse-
quently, we have no report to make. We had no
occasion to function at all.

The Liaison Committee’s report was called for.

DR. R. L. SANDERS: Mr. Speaker: Mr. Dixon
has not been well for some days. He has a report

which is not quite complete and is still under the

process of construction. He handed it to the rest

of us today. We have gone over it and have
approved the part he has drafted. It is regrettable

that Dr. Dixon is not here because he has been
very active as Chairman of this Committee all

through the year. As you know, this Committee,

in its activities, is a sort of go-between. It had a

number of meetings. Out of that came the ques-

tion of the Educational Committee which Dr.

Manier has just reported on for Dr. Lee. In addi-

tion to that, it has been assisting the Legislative

Committee in a bill that has been drawn and is

being worked on now, which was authorized by this

body at Memphis last year, namely, the creation

of a health council.

Our activities this year have been primarily on

the question of helping the Educational Committee

to further its work as much as possible. I will

read a portion of this report and give you the

substance of what Dr. Dixon has reported to us.
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REPORT OF THE LIAISON COMMITTEE OF THE
TENNESSEE STATE MEDICAL ASSOCIATION,

1932-1933

The Liaison Committee has been active through-

out the year in an effort to further the work of

the Committee on Education, and in an effort to

pass the bill approved by the House of Delegates

at the Memphis meeting.

In carrying out this work, members of the Liai-

son Committee have attended meetings of county

societies throughout the state where they have pre-

sented a program of the society with reference to

the creation of a Board of Public Health.

These meetings have been under the direction

of the Committee on Education, but a member of

the Liaison Committee has attended practically all

of them and outlined the purpose of the bill and the

report of the Association’s position on this matter.

Some member of the Public Health Department has

attended most all of these meetings and taken part

in the program.

In view of this attitude of the representatives of

the State Department of Health we were greatly

surprised at a later date to learn that they were

actively opposed to the passage of the bill.

It is our feeling that these meetings have been

of value, both from an educational standpoint and

from the standpoint of welding the profession into

a unit on questions which directly concern its

activity. Respectfully submitted,

W. C. DIXON, Chairman.

DR. SANDERS: The rest of the report of Dr.

Dixon and ourselves has to do primarily with the

activities of the Committee in so far as furthering

the bill was concerned. Much opposition was met

all along the line, and the efforts to overcome the

opposition and to make this bill as plain as possible

constituted the balance of the Committee’s work
during the year. They have been busy, Dr. Dixon,

in particular, the Chairman of this Committee,

and still at the present time they are right in the

midst of activities with reference to the bill. It

is now in the House.

I should say, Mr. Speaker, we are not quite ready

to finish this report because we are in the midst

of helping the Legislative Committee carry it

through. I do not think it will be possible to com-

plete the report, certainly not today because other

matters are before us.

The report was referred to the Committee on the

Reports of Committees.

SPEAKER ZEMP: Dr. Everett, you are the

Committee on Public Policy and Legislation.

DR. H. B. EVERETT: Mr. Speaker and Gentle-

men of the House: We had thought that we would
have a report ready but some developments have

come about in the last few hours that make it

necessary to ask you to defer our report until

probably tomorrow morning.

The Speaker called for the report of the Com-
mittee on Cancer Research.

DR. W. BRITT BURNS: Dr. Malone had to

leave and he asked me to read his notes.

The Cancer Committee has just about come to

the conclusion that doctors do not want to do this

work. We have had some very satisfactory work
from just two or three.

Dr. Ed Newell of Hamilton County had seven
radio talks, seven newspaper articles, and a sympo-
sium at the Chattanooga Academy of Medicine,

two reels which they put on in the Academy at an
open meeting, furnished by the American Journal
of Cancer.

Our good friend, Dr. Lancaster, had a very
satisfactory report. He had four radio talks, I

believe, at Knoxville, and put on about four or

five county meetings. He ran the reels and showed
some slides. He did some work before one of the

Tri-County societies up in East Tennessee.

We had some work in Madison and some in

Haywood and Gibson. In Shelby County we have

put on the reel on Cancer of the breast, and we
still have some slides that we are going to use

before the Shelby County Medical Society.

I started out before the presidential election and
during the campaign to get some radio talks, but

we never were able to get them. The first objection

was that that kind of stuff could not go over the

radio, there were so many people listening in who
should not hear it. I copied twenty-one lectures

of about two minutes each to be read every night.

The Chairman of the Program Committee of the

Appeal papers said we could not use them. I had
a heart-to-heart talk with them. On account of

the presidential election and the use of the air we
never were able to get them in. I went to the

managing editor on three occasions and I said,

“The last time you promised me you would cer-

tainly put it over. You haven’t done it yet.”

I promise you that we are going to get those

over if I have to see the president of the paper.

I think we can do it, but we have not done it yet.

I was chairman of the state committee for two

years, and chairman of the state committee for

Tennessee for the American Society for the Control

of Cancer. I was successful in getting those things

over in the newspapers. I had no trouble with

the newspapers all over the state. I remember
they let me make one radio talk. It was the only

one I ever made. I persuaded the American So-

ciety for the Control of Cancer to send a nicely

bound book on the cancer situation, of about 125

pages. I got a book for every doctor in Tennessee.

They were sent to me at Chattanooga. They
came just as the Association adjourned. I took

those books to Memphis, and they would not

furnish me postage to send them out. I was about

fed up on it myself, and I could not furnish the

postage. I could not get our county society to do

it. Finally I asked that they be sent down there

and distributed to the doctors in Memphis. It

took a motion to get the Secretary to agree to

send the janitor after them. We finally got them
down there. There were enough books so that
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every member of the society, that is the Memphis
and Shelby County Medical Societies, could have

one. They took about six of them, I think. I

know I missed about six.

That is the cancer situation. The doctors do

not want it. I don’t know why they don’t want it.

It is a nice compendium; it is well put up, but they

do not want that book. They do not want these

others things. We are not getting cooperation,

and I don’t know why. I am not complaining.

We are not going to work on it any more after

we get through with this. That is our report.

SPEAKER ZEMP: That was a sad report,

Doctor.

The report of the Committee on Medical Educa-

tion was called for. Three members being absent,

Dr. McCulloch reported there had been no meeting

of the Committee during the year.

The Committee on Medical Defense was asked to

report.

DR. S. R. MILLER: Bear in mind, please that

this report is as of January 1 and is not up to

the present time.

Dr. Miller read the report of the Medical Defense

Committee, as follows:

January 1, 1933.

To the House of Delegates of the Tennessee State

Medical Association.

Gentlemen :

We beg to submit herewith the nineteenth an-

nual report of your Defense Committee’s work.
We reported January 1, 1932, twenty-five suits

at issue.

One suit was filed in 1929, and handled by an-

other member of the committee, who overlooked

reporting it for record, making a total of twenty-
six suits January 1, 1932.

Fifteen suits were filed and accepted in 1932,

making a total of forty-one suits at issue in 1932.

One was won by trial in circuit court.

Five were won on peremptory instructions.

Three were dismissed by the trial Judge.

Nine took nonsuits.

Two were compromised.

One resulted in judgment.
Twenty are pending in lower courts, and three

are appealed to higher courts.

One suit has had four mistrials, and is still

pending.

Some of the nine nonsuits are now barred by
statute of limitation, and some are not yet barred.

Some of the five suits dismissed on peremptory
instructions can yet appeal to a higher court, so we
have twenty-three suits at issue, and a part of

fourteen other suits that are yet potential suits.

We have twenty-three at issue this year as

against twenty-six the year previous. In addition

to this, two suits disposed of early in January,

1932, was by error reported in 1931, but really

should have been included in this year. That
would have made last year’s suits twenty-eight.

The cause of the excessive work this year is prob-

ably due to the aggressive work of counsel, and the

hope of the plaintiff for early financial reward.

The Treasurer reported at the beginning of the

year a

Balance of $2,051.34

Receipts in 1932., 1,666.00

Disbursements in 1932 2,700.46

Balance, $ 956.88

It can readily be seen, that we could not wind
up this feature of the Association’s work on the

$956.88 balance.

There has been no time since the inauguration

of this work, when the suits could be finished on
the amount of money held by the Treasurer of

this fund. The attention of the House of Dele-

gates has been called to this fact repeatedly.

In an Epitome of the History of this Commit-
tee’s work furnished to the Secretary, which was
not published in the Journal, it was shown that

to that date, the cost to the Association would
average approximately $159.00 per suit. This in-

cluded several cases that amounted to more than

$500.00, and one that amounted to more than

$1,200.00. Several of our twenty-three cases at

issue will probably cost us only a nominal sum,

and some of them nothing, as the Insurance Com-
pany’s counsel thus far are handling those cases,

and we are not furnishing associate counsel, and
will not,, unless there is incompetence or default by
the Insurance Company’s counsel, but in that event,

we will go to the rescue of the doctor with our

counsel.

One of the nonsuits has already been refiled,

and others may be, but I think we can depend upon
the fact that the considerable majority of the non-

suits, and peremptory instruction judgments, will

give us no further concern.

Of course no one can say with any accuracy
what the cost will be to wind up this work as it

stands today, and includes as it necessarily would,
any suits yet to be filed against members pro-
tected in 1932.

We must bear in mind, that any alleged mal-
practice occurring in 1932 can be sued for within
twelve months of the alleged malpractice, and
unfortunately a few suits are filed after the year’s

statutory limitation, always trying to establish

the claim of a contract, rather than malpractice,

as the contract claim does not expire by statutory
limitation within the year.

We have always been able to defeat such claims,

for the reason that the court holds that the claim

is not properly one of contract, but one of mal-
practice, but it costs us money to establish that

fact.

While no one can give an accurate estimate of

the amount of money that it would take to wind
up our Association’s work now, your Committee
is probably in better position to make an estimate

than you as individuals are, and we place that

estimate as $2,500.00 to $3,000.00. We do not be-
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lieve that it will go beyond $.3,000.00, but will

more probably be under $3,000.00.

In preparing the Epitome of the History of the

Association, we thought we had some of the

chronological facts and statistics that would enable

each of you to understand more of the work which

has been done by the Committee, but the Secretary

thought that the members would be more interested

in an outline of the policies, rules and regulations,

under which the Committee is working, and these

were also furnished the Secretary.

In view of the original instructions by this body

to the Committee, viz.: “Give members who have

paid medical defense fee proper defense in mal-

practice suits,” this Committee has not felt that it

was proper to set any limit on the amount of money
expended in a suit.

Many cases have been easily handled through to

a finality, and the majority of them have not been

at excessive expense, probably 1-3 or 1-4 of what
the suit would cost an individual, but a few cases

have required an unusual amount of work and ex-

pense.

One suit required twenty days’ trial. One suit

has already had four mistrials, and is still pend-

ing. Another suit, and our most expensive one,

had two mistrials in the lower court, and three

trials, with a verdict, in the lower court, and three

trials in the higher courts, making eight trials in

this suit.

If this body should direct the Committee to limit

its expense to $200.00 or $300.00, or any other

amount, we would not be able to estimate whether

the trial could or could not be finished with our

counsel, and it would be embarrassing to our coun-

sel, and a disadvantage to the defendant doctor,

for us to retire at that point. Likewise if judgment
is rendered in the lower court against a defendant

doctor, it would be a disadvantage to him, to pro-

vide his own counsel in an appeal, whether that

appeal is by the plaintiff, or the defendant. If

our counsel was selected by the defendant, the dis-

advantage would not be so great, but such counsel

would certainly be expected to cost us at least

double the cost of our retained counsel, and in some
cases would not be as able or as efficient for this

class of work, as our counsel is selected with great

care, and often with the opinion of eminent law-

yers, or judges, as well as doctors.

It must also be borne in mind, that Insurance
Companies do not in their policies, limit the amount
of expense incurred, though they do limit the

amount of liability of a judgment.

The House of Delegates must consider all these

matters, and of course should take the action that

is to the best interest of the Association and or-

ganized doctors.

The Chairman, speaking for himself, believes

that it would be unwise to make the medical de-

fense fee compulsory on every member, but he does

believe, however, that if this work is to be con-

tinued, each County Society should be handled as a

unit, and if the Society elects that each of its

members should be protected with medical defense,

provision for same should be made in their Con-
stitution and By-Laws, and if the Society does not
take that action for the whole membership, each
of its members should be denied protection by this I

Association.

Signed by S. R. MILLER, Chairman,
H. B. EVERETT.

(The report was referred to the Committee on
Reports of Committees.)

The Committee reports being completed, new
business was called for.

DR. E. T. NEWELL (Chattanooga) : I want to

make a motion about the most important subject

before the medical profession today.

I move that we endorse the minority report of

the Committee on the Costs of Medical Care.

DR. W. BRITT BURNS: I second the motion.

DR. E. T. NEWELL: This Committee, as you i

know, was composed of thirty-three members. There
were eight members headed by Olin West and Dr.

Howlett of this state, who brought in this minority

report. There were two dentists who brought in

a separate report, and there were three Ph.D.’s

who said they could not bring in any reports at

all. That left twenty members, headed by Secre-

tary Wilbur, who brought in the majority report.

I agree thoroughly with the President of the

American Medical Association that too much talk

and too much debate is a very bad thing.

Therefore, I make this simple motion, without

any report or without any hullabaloo, to be given

in the papers. I do feel that we should endorse

the work of these members who are all general

practitioners except Olin West, who brought in

this minority report.

The question was called for.

SPEAKER ZEMP: You have heard the mo- I

tion. All in favor of adopting it will say “aye”;

opposed “no.” It is carried.

The meeting adjourned at 4:40 o’clock to meet

at 9 a. m. Wednesday.

HOUSE OF DELEGATES
Wednesday Morning, April 12, 1933

The meeting convened at nine twenty-five o’clock,

Speaker Zemp presiding.

There being no business to be brought before the

House, it was moved by Dr. L. T. Stem, regularly

seconded and carried, that the House adjourn until

two o’clock.

The House adjourned at nine-thirty o’clock and

reconvened at two o’clock.

HOUSE OF DELEGATES
SPEAKER ZEMP: The House will come to

order.

We will now hear the Committee on Public

Policy and Legislation.

Dr. Everett read the resolution drafted by his

Committee, as follows:

Your Committee on Public Policy and Legisla-

tion has held several conferences in the past two
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days with the result that we have agreed to an
amendment to the Association’s bill to reorganize

the Health Department.

The amendment has the effect of placing the ap-

pointment of the Commissioner of Health in the

hands of the Governor and his removal by the

Council for cause by and with the consent of the

Governor. All the other provisions of the bill are

essentially the same.

Since the House of Delegates is in session we
ask your endorsement of the action of the com-

mittee in agreeing to this change.

Respectfully,

H. B. EVERETT,
E. DUNBAR NEWELL,
T. R. RAY,
W. P. WOOD, President,

H. H. SHOULDERS, Sec.-Editor.

DR. EVERETT: Mr. Speaker, the Committee

request that this House of Delegates adopt this

resolution and ask the Governor and the legisla-

ture to pass this bill as quickly as possible.

DR. L. T. STEM: Mr. President, I will make
that as a motion, that we ask the Governor and
the legislature to pass this bill as amended, as

early as possible.

The motion was seconded by several.

SPEAKER ZEMP: You have all heard the

motion. Is there any discussion?

The question was called for.

DR. L. T. STEM: Gentlemen, I think these

men have worked at it hard enough. They have

given and taken for the best interests of this pro-

fession. I do not see that we need to discuss this

thing. We talked it and discussed it among our-

selves repeatedly. They certainly worked hard
enough. I think they need our support. I am
for it.

SPEAKER ZEMP: All in favor of this motion,

which is to request the Governor and the legisla-

ture to pass this bill at the earliest possible time,

as amended, will say “aye”; opposed “no.” It is

so ordered.

Now, Doctor, will you make your report?

DR. EVERETT: Mr. Speaker and Gentlemen
of the House: Your Committee on Public Policy

and Legislation has worked for several months
preparing some legislative matters, and we now
wish to submit the following report.

Dr. Everett read the report of the Committee
on Public Policy and Legislation.

REPORT OF THE LEGISLATIVE COMMITTEE
To the House of Delegates of the Tennessee State

Medical Association:

Your Committee on Public Policy and Legislation

cannot make a complete report for the reason
that our legislative activities are not yet com-
plete. We will, however, endeavor to give you a

brief summary of our activities up to now.
The House of Delegates last year gave specific

instructions to the Legislative Committee to en-

deavor to secure the passage of a bill providing

for the reorganization of the Health Department
along the line you are all familiar with.

During the campaign last year two candidates

for Governor sought information as to what the

medical profession was seeking. They were in-

formed, and the present Governor wrote a letter

during the compaign to the doctors of the state

in which he pledged himself to support such a re-

organization bill if elected. At least that is the

way the profession interpreted his letter.

This reorganization bill then constituted a major
portion of our legislative program.

Your committee also approved for passage an-

other bill, which provides that the doctor in at-

tendance on an injured person shall have a prior

lien on any judgment for damages brought about

by reason of such an injury.

Your committee decided that these two major
bills should constitute our legislative program.

These conclusions were arrived at after several

meetings and much correspondence.

The Legislature recessed immediately after the

inauguration of the Governor. We did not think

it wise to introduce our bills until after it recon-

vened, in order that the new Governor should have

opportunity to make recommendations to the Leg-

islature. His legislative program provided for the

reorganization of various departments of the State

government. In the meantime our bills were

drafted. The Liaison Committee was requested

to make a draft of the bill. This was done for

the reason that the committee had contacted the

Commissioner of Health all during the last two

years, and had made specific recommendations to

the House which had been adopted and it was,

therefore, proper that the committee should dictate

the provisions of the reorganization bill.

Dr. W. C. Dixon, chairman of the committee,

took over this responsibility. The draft of the

bill was submitted to the Liaison Committee which

approved it. It was submitted to the Legislative

Committee and approved. It was submitted to

the Governor and he approved it. It was submitted

to the Commissioner of Health and he approved it,

though it contained some provisions which were

objectionable to him. For these reasons it was as-

sumed that the bill would experience no organized

opposition; that the passage would be a very sim-

ple matter, but we soon began to receive reports

to the effect that a definite organized opposition to

the bill was taking form.

We finally obtained specific information as to

the origin of this opposition. We also obtained

information as to its enormous extent. The op-

position found origin within the Health Depart-

ment of the state and with health units operating

under the Department throughout the state.

Women’s clubs and Parent-Teachers’ Associations

were stimulated to join with the opposition.

Up to this time your committee had taken no

steps to effect the appropriations for the Health

Department. When it became apparent that our
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efforts would be opposed by those whom we as-

sumed would support them, a conference was
called. It was participated in by the Board of

Trustees, the Legislative Committee, the Liaison

Committee and the Committee on Education.

Dr. E. L. Bishop was called before three mem-
bers of his present Council of Health and asked

to explain the activities of his subordinates. His
reply in substance was that he did not control the

political activities of his subordinates, nor of the

health units throughout the state.

At that conference it was decided that the Leg-

islative Committee should go before the Finance
Ways and Means Committee of the Senate and op-

pose one item in the Appropriation Bill for the

Health Department. That item was $.76,500.00

appropriated as a fund for state aid to full-time

county health units. The action of this conference

was unanimous on this question. It was recog-

nized, of course, that this action might tend to

aggravate the opposition that was already devel-

oped toward the reorganization bill, however, since

we had already been double-crossed, so to speak,

we felt it proper to take this step.

We appeared before the Finance Ways and
Means Committee and received a courteous hear-
ing. It was too late, however, for us to secure the

elimination of this item because a sufficient num-
ber of Senators had signed the Appropriation Bill

as reported by the recess committee to secure its

passage without amendments. Our information is

that if we had gone before the Finance Ways and
Means Committee during the recess there would
have been no difficulty in securing the elimination

of this item.

Since the Association has been attacked by the

county newspapers of the state for this action it

seems appropriate to state that the full-time coun-
ty health units in the state were supported in 1931
by a fund of $549,079.84. This supported thirty-

seven units in forty-five counties of the state. It

embraced 1,082,636 people of the state.

This fund is made up from three sources but is

expended entirely by the Commissioner of Health.

The three sources are—county appropriations,

$298,747.09. State aid fund, $127,569.42. Extra-
state funds, $122,763.33.

Some years ago the state appropriated a small
fund to be used as a county aid fund to encourage
local activities. At that time it was assumed that
the local communities would pursue the work and
finance it themselves after they had had such a

demonstration, but to the contrary the fund has
been multiplied with the result that this particular

organization of the state government is financed

as above set out.

It is readily seen that as a result of such a

hook-up the State Department of Health enjoys the

political support of a well financed personnel work-
ing in about one-half the counties of the state.

The state will cooperate with the counties in their

local political endeavors and the county units in

turn cooperate with the state in its political en-

deavors with the possibility always existing that

those agencies which contribute to the extra-state

fund may nose in with their suggestions as to

policies and practices in local communities and the

state department as for that matter.

Your committee did not oppose local health units.

To the contrary it recommends them where needed,

but it also recommends that they be local health

units financed and under the control of the local

government.

At the present moment the local communities are

helpless to correct a bad policy when it is inaugu-

rated in a local community.

Your committee further pointed out that if the

state owes aid to local communities for health

activities it owes it to those communities with an
insufficient number of doctors to take care of the

needs of the people and the communities to finance

their own local activities. The facts are, however,

that the state health funds are so allocated that

an overwhelming majority of the funds are spent

in the wealthier counties of the state. A few of

them are mentioned, together with the amounts

spent.

Rutherford County $6,090.00

Shelby County 5,100.00

Davidson County 4,980.00

Williamson County 8,490.00

Hamilton County 3,046.00

Gibson County 5,000.00

Washington County 4,775.00

Maury County 5,515.00

Sullivan County 5,000.00

Bradley County 1,800.00

Lewis County 1,000.00

Tipton County 1,200.00

Giles County 1,250.00

A number of the poorer counties in the state,

such as Cheatham, Trousdale, etc., with an inade-

quate number of doctors, get no aid whatever.

Your committee feels that our position was

sound.

Our bills were introduced, passed first and sec-

ond reading and came up for hearing on March
23rd. Just before the hearing one of the leaders

in the opposition to reorganization bill went into

conference with Dr. W. C. Dixon, Chairman of

the Liaison Committee, namely—Mrs. Arch Tra-

wick of the State Health Department. She sug-

gested four amendments to the bill. They were

as follows:

First, that a woman be added from the Women’s
Clubs and Parent-Teachers’ Association. Second,

that a druggist be added. Third, that the Com-
missioner be made a member. Fourth, that the

Commissioner be removed from office for cause.

Your committee thought these three amend-

ments did not devitalize the bill. It was thought

the acceptance of these suggestions would remove

all opposition. For these reasons they were ac-

cepted, but to our astonishment on the day of

the hearing the woman who had made these sug-
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gestions appeared in person with a large dele-

gation from various parts of the state, members of

local health units and political hangers-on. Not
only this the Commissioner himself did not appear

at the hearing. Disputes arose as to whether

the Commissioner had approved the bill or not.

Dr. J. 0. Manier reported that just before the

hearing the Commissioner authorized him to say

that he approved the bill.

The Association was ably represented at the

hearing by a number of doctors. To the great

surprise of your committee one member of the

Liaison Committee appeared before the Committee
of the Legislature, at the request of the local rep-

resentative of the Julius Rosenwald Fund, to op-

pose the bill of the Association and to propose an
amendment to another bill which provided in ef-

fect that the Council of Health would consist of

three doctors, the Commissioner of Health, a wo-
man, an educator and a dentist.

The other bill introduced provided that the Dean
of the University of Tennessee, the Dean of Van-
derbilt University, the Commissioner, the attorney-

general of the state, a woman, a dentist and three

doctors should constitute the Council of Health.

It is obvious that the introduction of all these

bills on one subject created confusion. No one
disputed the necessity for a Council of Health, but
it is obvious that the Commissioner of Health
wants a council with advisory powers only, such
as he already has.

These statements indicated the powers of this

organized opposition in our state. It portrays the
damage of placing such vast sums of money in

the hands of these socialistically inclined people
for expenditure.

An opposition to our lien bill was encountered.
An amendment to it, we hope, will remove this ob-

jection and that it will pass.

Since the hearing we have made diligent effort

to get the Governor to take the steps which we
understood he intended to take—namely, that of

sponsoring the bill to reorganize the Health De-
partment.

He has sponsored other bills to reorganize other
departments, but he insisted that, while he is for

our bill, he declines to arbitrate a difference of

opinions as to the merits of the various bills pend-
ing. For these reasons it has been necessary to

show him by petitions that there is no substantial

difference of opinion among practitioners of medi-
cine as to the reorganization desired. A conference
was held with him Monday, at which time these
petitions were presented. The net result, we hope,
was satisfactory.

At this time it seems appropriate to make a
few general observations.

Political activities are repugnant to all of us.

We very much wish that the need for such activi-

ties would never arise, but the facts are, they do
arise. They are arising with increasing frequency
and with increasing importance. The practitioners

of medicine are compelled to choose between two

courses, in our opinion. One course is that of

taking no interest in political affairs affecting our

profession and allowing all forms of communistic

legislation to be enacted without effort on our part

or without the mildest protest. The result will be

that we doctors will become merely technicians in

a system of political medicine.

The other course is that of organizing ourselves

for effective political action in the interest of

medicine, both preventive and curative.

Our Association has been well organized for the

dissemination of scientific knowledge and for the

promotion of high ethical ideals. By this organiza-

tion medicine has made its greatest strides and
the medical services that are rendered the public

in the United States today are not excelled by

those rendered under any system on earth. We
have not been so well organized, however, for politi-

cal action. The time has come, in our opinion,

when we are compelled to organize for the latter

purpose. We are compelled, it seems to us, to

take some sort of action that will curtail the com-

munistic activities of those in our membership

who would speak against organized medicine it-

self.

We recognize the right of every doctor to free-

dom of political action concerning medicine but

when the entire medical association has spoken

on a question, in our opinion, he has no right to

the honor of membership when he opposes the

principles for which organized medicine stands.

These statements will emphasize to you the dif-

ficulties your committee has encountered. We are

still fighting and will fight on. We need the co-

operation of every doctor.

Respectfully submitted,

H. B. EVERETT.

DR. EVERETT: Gentlemen, since this report

was written your Committee has been working

on the amendment on which you passed a resolu-

tion a moment ago. It has been submitted to the

Governor who readily agreed to the provisions out-

lined in the amendment as read here and who
stated that he wanted to cooperate with us in

any way he could, that he merely wanted to know
what we really want. For that reason your Leg-

islative Committee came to this body asking their

endorsement on this bill which we have just pre-

sented. That has been done. He assures us that

with the endorsement you gave your Committee a

few moments ago, he will give us his active sup-

port in the passage of this bill. (Applause.)

SPEAKER ZEMP: This report will be referred

to the Committee on Reports of Committees.

DR. WILLIAMS: I am not arising at this time

to discuss the bill or the report that has been

presented to you, other than from the standpoint

of presenting to you some very definite informa-

tion and emphasizing some of the things that Dr.

Everett has brought out in his discussion or in

his report with reference to the present Commis-
sioner of Health. Incidentally, I have been a
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member of the House of Delegates for the past

three years, representing Williamson County.

I was very glad to hear him say that they had
brought this bill before the Commissioner and he

had approved the principle but that there were
certain objectionable features to it. This bill is

the culmination of a movement, as you know, that

started in Knoxville two years ago as a result, as

I understand it and as I am reliably informed,

of the request of Dr. Bishop, the present Commis-
sioner of Health.

At the time this was discussed in Memphis last

year there was the opinion prevailing that it would

be a duplicate of the bill in Mississippi which had
given apparent satisfaction there and which the

Commissioner of Health told the Committee he ap-

proved in principle. The bill seemed to work very

well in Mississippi.

Nothing was done regarding this matter until

probably last December, when copies of the pro-

posed bill to be submitted were sent out to the

various medical societies in the state.

The Commissioner protested to Dr. Dixon re-

garding certain phases of this bill, not that he

had any objection whatsoever to the principle of

the bill, but there were certain phases in there

that were different from the Mississippi bill and
which, as Dr. Everett mentioned a few minutes ago,

did not have his whole-hearted approval. As Dr.

Everett mentioned, too, no action was taken. In-

cidentally, he submitted written suggestions to

your Committee regarding this. No action was
taken on the suggestions that he made.

The bill, as I understand it, was scheduled for

public hearing. As a result of the activities of

the Commissioner, this hearing was cancelled. How-
ever, as the result of the activities of certain lay

organizations within the state, it finally came to

a hearing, which I might say is regrettable from
the standpoint of every one concerned, and I think

all of you will agree with me there. Before this

hearing, the Committee, meeting with Dr. Bishop

and some of the gentlemen in the crowd, including

Dr. Manier and others, insisted that they be al-

lowed to quote him regarding this particular bill.

I am informed, and it isn’t any second-hand in-

formation, that the Commissioner said he was
still heartily in favor of the principle but there

were definite objections to the phraseology.

As to the bill itself, there is no place in there

where the Commissioner is not a member of the

proposed council. I do not know what the revised

bill proposes, but there is no definite term of office

for the Commissioner. He is to serve at the pleas-

ure of the council. Also, he has no part in the

formation of the policies of the Department.

By way of illustration, I think we might take

the Speaker of our House of Delegates. This

is an organization similar to the one you are con-

templating, or along similar lines. Your Speaker
of the House of Delegates is a member of the House
of Delegates, and he has the say-so in the affairs

of the House of Delegates. Also, he has a very

definite term of office, and he does take part in

the formation of policies which the House of Dele-

gates may desire.

I might state further that the State Department
was never consulted while this bill was being
drawn. I am speaking for the Commissioner today.

DR. L. T. STEM: Mr. President, I rise to a
point of personal privilege. This has already been
discussed. It has been passed on, and this dis-

cussion is entirely out of order.

DR. WILLIAMS: I am speaking from the

standpoint of personal privilege.

DR. STEM: We have already adopted the reso-

lution. We asked the legislature to pass this bill.

This discussion is all out of order.

DR. WILLIAMS: I am not criticizing the bill.

I am merely stating the position of the Commis-
sioner.

SPEAKER ZEMP : The bill is not open for

discussion at this time because it has been referred

to the Committee on Reports of Committees.

DR. WILLIAMS: I am not discussing the bill

at all. I am merely letting you know the stand of

the Commissioner because the situation is clarify-

ing. He has never opposed the principle of the

bill but there have been certain objections that

have been made.

SECRETARY SHOULDERS: Pardon the in-

terruption. I will say that two of those state-

ments in there are entirely erroneous for the rea-

son the tenure of office of the Commissioner is

made coincident

—

SPEAKER ZEMP (Interrupting) : I am going
to rule you all out of order because you are dis-

cussing the bill.

DR. WILLIAMS: Regarding the comments
about the money that has been expended in the

wealthy and poorer counties of the state, I say
this, and it cannot be contradicted because I have
gotten the figures myself, the poorer counties of

the state, which include Clay, Pickett, Humphreys,
Lewis, and so on, are putting up thirty-nine cents

and receiving $1 from all sources, the Rockefeller

Foundation, Commonwealth Fund, state and
others. The four richer counties, Davidson, Hamil-
ton, Knox and Shelby, are putting up $6.40 for

each $1 they receive.

Gentlemen, don’t misconstrue what I have said.

I am not attacking the bill. I personally agree

with some of the principles involved. There are

one or two objectionable features, but I want to

assure you that, because of the fact the Commis-

sioner has not had an invitation to attend your

meeting, and because of the fact that during the

past week-end there was a death in his immediate

family, he has not been able to attend and speak

for himself.

SPEAKER ZEMP: We will now have the re-

port of the Delegates to the A. M. A., by Dr. E. G.

Wood.
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REPORT OF DELEGATES TO THE A. M. A.

To the House of Delegates, Tennessee State Medical

Association—Report of the American Medical

Association at New Orleans, La.:

The eighty-third annual meeting of the Ameri-

can Medical Association, held in New Orleans, May
9-13, though not one of the largest in attendance,

was truly one of the most successful in its history.

There was an attendance of about three thousand

fellows and when we consider that the year 1932

was far from a normal one in financial receipts for

our profession, we should be justly proud of the

labors carried on by organized medicine.

In his address to the House, President Dr. E.

Starr Judd of Rochester, Minn., after giving much
•credit to the Board of Trustees, the General

Manager, the Business Manager and the Editor of

the Journal for the excellent showing of the Asso-

ciation for the past year, launched upon the re-

sponsibilities of the members of the House of Dele-

gates, and assured them that after their seeing the

progress in preventive and curative medicine, that

they must feel well paid for their efforts and sac-

,
rifices. He then outlined three functions of the

medical profession as follows: (1) To advise, treat

and care for those who are in need of their serv-

ices; (2) to plan and direct programs of preven-

tive medicine and public health, and, (3) to pro-

tect the public in every manner possible against the

activities of insufficiently educated or dishonest

practitioners. Summarizing his remarks concern-

ing the study of the committee on the costs of

medical care and also that of the Bureau of Medical

Economics, Dr. Judd said: “Without claiming too

much, I think we may contend that we are doing

very well in our present plan of practice. Progress

is evident each year.” He spoke further concern-

ing graduate training, specialization and hospital

beds for veterans, his predictions concerning the

latter are now very much in action, thanks to the

good work of industrious and intelligent commit-
tees. Also favoring # new building for head-

quarters offices, so as to keep the American Medi-

cal Association in its position of that of the largest

and most important organization in the world.

President-Elect Dr. Edward H. Cary of Dallas,

Texas, then delivered an address dealing with the

four questions: (1) The dual relationship of physi-

cians, (2) Recommendation that a committee be ap-

pointed to cooperate with the Bureau of Medical
Economics; (3) Development of postgraduate in-

struction; (4) The need for conserving resources

—

and lastly a new home for the American Medical
Association. At this time Dr. Paul Wolff of Berlin,

Germany, was introduced by Dr. Morris Fishbein.

He was then extended the privileges of the floor for

this session.

The secretary’s report showed an increase in en-

rollment for the past year gaining from 98,807 to

99,470. The following amendments to the consti-

tution and by-laws were offered: That the Medi-

cal Director of the U. S. Veterans Administration

be made a member of House of Delegates. A pro-

posed amendment changing method of making
nomination for office of President-Elect and an-

other changing name of section on Diseases of

Children to “Section on Pediatrics.” The Secre-

tary further presented two resolutions to be sub-
mitted, one concerning the effect of doles on the

practice of medicine and another on limitation of

membership on staffs of hospitals approved for

interne training.

The report of the Board of Trustees covered
many pages and naturally reflected the economic
condition arising from the financial depression

—

yet the decrease in fellowship dues and subscrip-

tions amounted to slightly over $3,600.00. Ad-
vertising income of course was less than for many
years previous.

Again the policy of the federal government of

rendering medical and hospital benefits to the

veterans of the World War with nonservice con-

nected disabilities was bitterly attacked by the

House of Delegates. And again under New Busi-

ness a resolution on the care of veterans was intro-

duced by Dr. H. H. Shoulders of Tennessee, at-

tached below. Other resolutions introduced related

to increase of Personnel and Budget, a committee to

study Birth Control, Reduction in Journal Sub-

scription Rate, Publication of a Digest of Major
Medico-legal Decisions.

At the Executive Session on Tuesday P. M.,

the report of the Special Committee on Legislature

activities to which Dr. Shoulder’s resolution was
referred first considered Veterans Legislation and
went into full details of all meetings held during

the past year. There were many of these confer-

ences and many tentative agreements reached. Con-

siderable discussion arose and there was quite a

controversial session over the report of the Refer-

ence Committee on Reports of Board of Trustees

and Secretary. In the final analysis much of the

wording of the Reference Committee report was
deleted.

Again a distinguished feature of this Session

was the elaborate use of the radio for coincident

education of the public. Though the many sec-

tions with their papers were not attended by as

great numbers as previously, certainly more in-

terest was manifest and the discussions were excel-

lent.

The Scientific Exhibits, though slightly less in

numbers, were again one of the most valuable

features of the annual Session.

The following officers were elected:

President-Elect, Dean Lewis, Baltimore, Mary-
land.

Vice-President, Dr. Rudolph Matas, New Orleans,

La.

Secretary, Olin West, Chicago, 111.

Speaker of the House of Delegates, Fred C.

Warnshuis, Grand Rapids, Mich.

Next meeting place: Milwaukee.

E. G. WOOD.
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SPEAKER ZEMP : This report will be referred

to the Committee on Reports of Committees.

SECRETARY SHOULDERS: Mr. Chairman, I

think that Dr. Everett and I are very grateful to

Dr. Wood for making this comprehensive report

on behalf of the whole delegation.

At the request of Dr. Wood I would supplement

it by saying that I was made a member of the

Committee on Veterans’ Affairs by the American
Medical Association. Dr. Wright of Minneapolis,

Minnesota, was made the Chairman.

A number of conferences were held. I would
like to say in the first instance, though, that I at

first did not know whether I was going to get

home. I began to receive such threatening state-

ments from veterans all over, who seemed to mis-

understand the purpose of the resolution.

The first conference took place in the Head-
quarters of The American Legion in Indianapolis,

at the request of The American Legion. I would
like you to bear that in mind when I tell you that

up to that time The American Legion and the

American Medical Association were firing at long

range at each other, neither one giving in. The
American Legion was so effective in defeating the

purposes of the committees of the A. M. A. that

the A. M. A. committees failed in one instance to

find where the Veterans’ Affairs Committee was
going to meet.

As I say, the first conference took place in the

Headquarters of The American Legion at In-

dianapolis. We conferred the whole day. As a

result of that, a better feeling was developed. Some
misunderstandings were wiped away, and some
few definite understandings were brought about.

The A. M. A. did the Legion the courtesy of

inviting them to their Headquarters. That took

place a month later. As a result of that confer-

ence, there was a drifting together toward points

of agreement, not on all phases, but they were
beginning to see that the American Medical Asso-

ciation was not selfish in all its purposes. Up to

that time they were blinded entirely by the one

statement that the doctors simply were selfish.

That one phrase would wipe all consideration away.

That conference took place in Chicago. It was
arranged that another conference take place in

Washington, D. C., in connection with the meet-

ing of a certain executive committee of the entire

Legion which has a member from every state in

the Union. I was privileged to represent the A.

M. A. in a statement to that convention.

By the time we met in New Orleans, which was
subsequent to the last meeting of this Association,

at which time we had formulated the legislative

program which was touched upon, another thing

was taking place. In New York there was being

formed this so-called Economy Committee headed

by Admiral Byrd, General Pershing, Mr. Alfred

E. Smith, and a large group of people who had

taken up this matter of service to veterans with

nonservice connected disabilities. That committee

was organized with that as one of the items of

economy to be achieved.

Then we went into conference at New Orleans

with the Board of Trustees and this reference com-

mittee which was spoken of. We went into con-

ference early in the morning, I think about seven,

with this result, that we were still standing with

the same resolution but it would be wise for us

not to introduce the legislation that we had rather

agreed upon, that we would wait and see the ulti-

mate effects of the economy program that was
then getting into motion. The results of that econ-

omy program and all the other influences that had

been brought to bear are today effective by the

stroke of the pen of our present great President,

by eliminating these nonservice connected dis-

abilities except in a few instances.

I make that brief summary to indicate to you

that medicine has been on the job, and we have

been on the job.

DR. EVERETT: Mr. Speaker, with reference

to the discussion by Dr. Shoulders, he was rather

modest in some of his remarks. I would like to

call your attention to the fact that Dx. Shoulders

is probably responsible for this entire matter be-

ing brought before the House of Delegates of the

A. M. A. at the time it was brought up, as he

introduced the original resolution which carries

with it the provisions that the President has now
seen fit to put into effect.

Gentlemen, with reference to our local legisla-

tive affairs, those of you who are here from coun-

ties outside of Davidson, because they are here all

the time, if you can see your Senators and mem-
bers of the House of Representatives with refer-

ence to supporting this legislative bill that we have

before them, you would render quite a service to the

Association at this time.

SPEAKER ZEMP: This report will be referred

to the proper committee for report in the morning.

Mr. Secretary, is there anything else on the desk?

SECRETARY SHOULDERS: Mr. Speaker, I

would like to say one thing on behalf of the Pro-

gram Committee. First, I am making the report.

I filed the program as evidence of our activity. I

would repeat again that that is not a one-man

committee and never has been since I have had any

connection with it. Some East Tennessee members
yesterday were criticizing the fact that one cer-

tain town had not been represented on the program

except in discussion. As a matter of fact, the

East Tennessee members of the Program Com-
mittee made up the program entirely, and the

two program men in question (you probably heard

some criticism about it), the two men who were

left off, were left off at their request, and the Dele-

gate here did not happen to know about it. I found

the correspondence on the subject in order that I

could let that misunderstanding be cleared away

because I do not want to have the odium of that

criticism of neglect to members going on, because

it would be a just criticism if it were true. I



December, 1933 PROCEEDINGS OF HOUSE OF DELEGATES 525

wanted to make that statement in connection with

the report for the Program Committee.

SPEAKER ZEMP: The By-Laws require that

we elect Councilors today for the Second, Fourth,

Sixth, Eighth and Tenth Districts.

After discussion a motion made by H. H.

Shoulders, and seconded by L. T. Stem, was carried,

postponing the Councilor’s reports and election

until the following morning.

The meeting adjourned at three o’clock.

HOUSE OF DELEGATES
Thursday Morning, April 13, 1933

The meeting convened at nine o’clock, Speaker

Zemp presiding.

SPEAKER ZEMP: The House will come to

order, please.

The first thing we want to take up this morn-
ing is the report of Councilors.

First District, T. B. Yancey, Kingsport. (Ab-

sent.) Second District, S. R. Miller, Knoxville.

DR. S. R. MILLER: Mr. Chairman, we have
seven of our ten counties organized and function-

ing well. We have a society that has not had a
meeting for two years, yet I think they pay their

dues. I have the list of every member in the coun-

ty and have written to most of them. A year
ago the Council suggested the matter of asking
for the surrender of their charter, recommending
to this House that they surrender their charter.

They decided at the last moment not to do it but
to try to get the members of that county to join

with an adjacent county. I took that up with
numerous members in the county but not a mem-
ber has moved or paid. I don’t know whether or

not this body wishes to withdraw the charter. The
society has not had a meeting for a year. I think

it should be withdrawn. I think it ought to be

the rule that we withdraw or recall a charter when
a society is not functioning enough to have one

scientific meeting a year.

We have had a loss of about four members in

our district, besides two counties that were or-

ganized, that we can get no report from now. I

know those counties are not functioning. Two
of the very active members in one county and one

in another county have died in the last year. They
were the ones who kept the thing together. It

does not seem to be kept together now.

SPEAKER ZEMP: What county is it?

DR. S. R. MILLER: Hancock and Union;
Scott County, also. Jefferson County is the one

that has not functioned, yet they pay their dues.

DR. R. B. WOOD (Knoxville) : Some of those

men have joined Knox County.

DR. MILLER : Those members would not want
to join Knox County because they have to pay such
high dues.

DR. R. B. WOOD: Two have already joined;

Caldwell and Wright.

DR. MILLER: I took the matter up with

Hamblen, an adjacent county, which has small

dues. They will be glad to have them. That is

all I have for my district.

SPEAKER ZEMP: I think it is best to con-

sider these things by districts. Will you make a

motion to the effect that the charter be withdrawn?

DR. MILLER: I would rather have somebody
else make it.

SPEAKER ZEMP: Here is a society that has

not had a meeting in three years.

DR. MILLER: I want to say that I have made
an appointment and have gone up there, taking

other doctors. One time we had six or seven

members. Another time we only had three of the

local members. We had more visitors than we
had local members. We did everything we could

to try to get them to go on, but they wouldn’t. All

of them are good men and are entitled to mem-
bership.

DR. R. B. WOOD: If you withdraw the charter

and stop the medical defense fees, you are going

to lose those men altogether.

SPEAKER ZEMP: What is the will of the

House?

DR. R. B. WOOD: I move the acceptance of

the Councilor’s report.

The motion was regularly seconded, was put

to a vote and carried.

SPEAKER ZEMP: Third District, J. H. Rev-

ington of Chattanooga. (Absent.) Fourth Dis-

trict, J. T. Moore of Algood.

DR. J. T. MOORE: All the counties in the

Fourth District are functioning, except one. I

could not get any report from Pickett County at

all.

Overton County has met but once or twice. I

think they have paid their dues. They have not

functioned very well.

We organized one new medical society in Fen-

tress County, but they have not gotten their char-

ter' as yet. I would like to know just when they

will get it. They organized a month or two ago

and have had two or three meetings.

We have a five-county medical society that is

a splendid society and meets every two months.

Nearly all the members of the Fourth Congression-

al District meet with this society. We have a

splendid medical organization in that. It com-

prises Overton, Putman, White

—

SECRETARY SHOULDERS (Interrupting) :

Speaking about that, the House of Delegates di-

rects the issuance of charters on the recommenda-

tion of the Councilor. Have you filed with the of-

fice a list of names as charter members of. Fen-

tress County, accompanied by dues? Was that

done?

DR. J. T. MOORE: The president from that

county, Dr. Sloan, is here.

SECRETARY SHOULDERS: I am not cer-

tain (the books will show) but I think Fentress
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County has an old charter that was never taken up.

Is that right?

DR. J. PEERY SLOAN (Jamestown) : I think
we were formerly associated with another county.

DR. J. T. MOORE: I move that the House of

Delegates issue a charter to Fentress County after

proper application has been made.

The motion was seconded by several, put to a
vote and carried.

SPEAKER ZEMP:> The Secretary will take
cognizance of that.

The Fifth District, Dr. John W. Sutton.

DR. JOHN W. SUTTON: Ten counties com-
prise our district, the Fifth Congressional District.

The report from Bedford County shows sixteen
members; number of physicians residing in the
county is eighteen. Moore County which, by the
way, has only one physician, joined with Bedford
County. The number of meetings of the society

was twelve. The average attendance at meetings
was nine. The number of scientific papers read
was ten.

Rutherford County and Stone River Academy of
Medicine: Number of members of the society is

seventeen. Number of physicians residing in the
county is twenty-four. Number of physicians
who are not members of the society is seven. They
had one new member. They have only been operat-
ing six months. They were granted a new char-
ter in July of last year. They seem to be operat-
ing. There has been trouble there for five or six

years, but I think they are going to become good
and stay good. The average attendance was four-
teen. The number of scientific papers since the
new charter was granted was six.

Lincoln County has fourteen members and one
veteran. Number of physicians residing in the
county, who are not members of the society, is

twenty-one. They have had one new member since
last April and one member died. The number
of meetings of the society in the last year was five.

The average attendance at meetings was seven.
Number of scientific papers read, none. Dr. W. F.
Cannon is president. I thought that society was
operating all right, but it seems that they had no
scientific papers last year at all.

Coffee County: I got no report from Coffee
County at all. Bedford County Medical Society
visited with that society. They have visited us. I

think they are functioning all right. I tried to

get a report from the society but failed to d0 so.

Is there any representative of Coffee County pres-
ent at this meeting? (None.)

SPEAKER ZEMP: Sixth District, L. W. Ed-
wards of Nashville.

DR. L. W. EDWARDS: Mr. Speaker, all the
counties in my district, Davidson, Robertson,
Montgomery, with the exception of Cheatham
County, have well organized and functioning

societies. Cheatham County has no organized
society. There are only about three or four physi-

cians in the county but they belong to and attend
the societies in adjoining counties.

SPEAKER ZEMP: Seventh District, B. T.
Nolen.

DR. S. R. MILLER: Mr. Chairman, Dr. Nolen
was here yesterday with his report and left it with
me in the event he did not get back in time this
morning.

He reports as follows: Maury County, twenty
members; eight meetings, with an average attend-
ance of twelve. Williamson County, twelve mem-
bers; ten meetings, with an average attendance of

ten. Giles County, eighteen members; twelve
meetings, with an average attendance of sixty-five

per cent of the membership.
Hickman County, five members; two meetings,

with an average attendance of four. Hardin-
Lawrence-Lewis-Perry-Wayne Counties, twenty-
seven members; number of meetings, eleven; aver-

age attendance, twenty.

That is Dr. Nolen’s report.

SPEAKER ZEMP: Eighth District, Dr. A. B.
Dancey, Jackson.

DR. A. B. DANCEY: All the societies in my
district are functioning. In the sparsely populated
counties, we have made an attempt to combine
the county associations, making them stronger. For
instance, the Tri-County Society of Henderson,
Chester and Decatur has a membership of sixteen

and is functioning nicely. Dr. L. C. Smith is sec-

retary.

Madison County: Number of members, thirty-

seven; number of physicians residing in the county,

forty-three; number of members dropped, two;
number of meetings of society in last year, eight.

I might say we have a very active society in

Madison County, my own county. I am indeed
proud of their progress in the past year. Dr. B.

C. Arnold is secretary.

Carroll County: Number of members of the

society, twenty-three; number of physicians in the

county, twenty-three. It is very well organized

and is a very active society.

Henry County Medical Society: Number of physi-

cians in the county, nineteen white and three

colored; number of members, eight. Henry
County is meeting with the Tri-County at Mc-
Kenzie, Tennessee. They find it convenient to go
there. Of course, it is more convenient to meet
at some central location. That makes the society

more active. I think that is a very good idea.

The society is functioning very nicely.

Hardeman County: Number of members of the

society, four; number of physicians in the county,

twenty-two. I am not so proud of that, because
the number of physicians residing in the county
being twenty-two, we ought to have them all as

members of the society. Hardeman has just been
added to my district but it has not yet had the

proper momentum to get more members.
McNairy County: Number of members in the

society, ten; number of physicians residing in
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the county, sixteen. They are meeting regularly

and are functioning nicely.

That completes the report for the Eighth Dis-

trict. I will say that my year has been very

pleasant with them. They are functioning nicely.

We have had no disagreement and have had

nothing come up in the district that is worth re-

porting.

SPEAKER ZEMP: Ninth District, E. H. Baird,

Dyersburg. (Absent.) Tenth District, Dr. W.
Britt Burns.

DR. W. BRITT BURNS: I have an easy re-

port to make. I have only one county, Memphis
and Shelby County Societies which always func-

tion. We have not missed a meeting. We have

two meetings a month, the first and third Tuesday

of each month. I think we have the lowest number
of paid-up members this year that we have had

in a good many years. We sent in a written

report to Dr. Shoulders. I think we have 237 paid-

up members. Including the Negroes, we have

probably 500 doctors in Memphis. We have at

least 450 white doctors. We have had as high

as 350 paid-up members. Our society does not

pay 100 per cent medical defense. We have had
several deaths of members.

SPEAKER ZEMP: First District, Dr. Yancey.

(Absent.) Third District, Dr. Revington. (Ab-

sent.) Ninth District, Dr. Baird. (Absent.)

Please note, Mr. Secretary, that there are no re-

ports from the First, Third, and Ninth Districts.

Gentlemen, at this time, as a special order, I

have the honor to present to you—I won’t say

introduce but present—our most honorable Presi-

dent, Dr. W. P. Wood of Knoxville, who wishes to

address us for a few minutes.

The audience arose and applauded President

Wood.

PRESIDENT WOOD: Gentlemen of the House

of Delegates: It gives me great pleasure to come

before you this morning for just a few minutes. I

want to say to you that in my opinion we have

had one of the most successful years, considering

the adverse circumstances under which we have

been laboring, that we have had in many years.

I want to thank the House of Delegates, as I

have already thanked the general session, for the

cooperation of all of the committees which I

appointed. They responded one hundred per cent.

I do not think I failed to get a response from a

single man that I appointed on a committee. Some
one told me previous to that time that I would

never get any answer from a great number of

them. I feel grateful to them for their whole-

hearted cooperation.

A few of the committees have had a pretty hard
year. We want to thank the Committee on Ar-
rangements in Nashville and also the Program
Committee. I do not think we have had a pro-

gram in the general session for many years that

equals the one we have this year.

I want to thank the Legislative Committee, some

members of which Committee are here. It has been
a hard year on the Legislative Committee due to

the fact that we have tried to get some bills into

the legislature in order to help the general prac-

titioner of medicine. The surgeons and the eye,

ear, nose, and throat men, as you know, ordi-

narily take care of themselves, but it is the

general practitioner, it is the rural man who has
the work to do and has the brunt to bear and he,

of all men, ordinarily gets the least credit.

We created a new committee known as the

Educational Committee. That Committee has
done quite a bit of work. We want to thank them
for what they have done. We have been trying

to educate or give the rural doctors a few lessons,

so to speak, preparing them for the future. As I

said in my address the night before last, a great

many of the rural doctors had apparently gone
to sleep, they had lain down on the job; they

would let the public health man come into their

community, and some of them would sit around
and let him do the work. As I said the other night,

we cannot divorce ourselves from the public health

department. The medical profession created it.

We wanted it, and we yet want it, but we think

there is a field for both to do some work. I have
always contended that, in my opinion, the public

health people ought to go on as a scientific and
educational measure, but the rural doctors should

do vaccination and the work of the community in

which they live. We know that this is a great

expense to the state. I have been informed that

when it started in 1920 our appropriation was
about $116,000, and I have also been informed

that in 1932 it was $1,250,000. Under the stress

of times, that is quite a bit of money. I don’t

believe in paying taxes, and I do not think any
other gentlemen do, to pay some man to go out in

a community and give vaccines to people, or let

people run to a health clinic, driving a big car

and being better dressed than the doctor who is

there to wait on them. The doctor, in his com-

munity, knows more about who is able to pay than

some man who is sent from Nashville or Memphis
up into Upper East Tennessee or is sent out into

the county to vaccinate.

I believe in taking care of the indigent. For-

tunately or unfortunately, I practiced medicine

in the rural district for twenty years. I rode

horseback for about ten or twelve years. There

was nobody in my neighborhood who suffered be-

cause they were too poor to pay. I have often

said that I never got anything for fifty to sixty

per cent of the children that I delivered the first

twelve years. Many, many times have I had as

high as five cases of typhoid fever in a family

and never put a scratch on my books because I

knew they were not able to pay. I knew they

were not able to pay just as these other gentlemen

in the rural districts know who is able to pay and

who is not able to pay. I believe in our doing

that indigent work, but I do not believe in going

out and vaccinating and giving toxin-antitoxin to
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a family who doubtless have got more money than
I have got. Why should we do it? Do you get

any consideration for it? No, you don’t. Let one

of them sue you and go to court. Let them sum-
mon a jury, and two-thirds of them will “stick”

it to you. You need not worry about that. I

have watched it for forty years. They do not give

you any consideration unless you happen to have

on the jury a man who owes you a great big bill,

and then he pays you, maybe, by sticking to you.

I have seen it quite often, and F know that that is

true. I do not think there has ever been a time

in the history of medicine when it required the

cooperation and the closeness of the medical pro-

fession as it does today. Why should there be a

difference? As I said in the paper, I hope the

time is coming when we will get closer together.

Why should the public health take charge of all of

this and try to divorce themselves from us? They
are only a child of the medical profession. Do
you think it is right for the child to tell the

parent what to do? I don’t think so. I have tried

my best to tell mine what to do, and if we have

good children we have to tell them what to do.

Another committee that I want to congratulate

is the Liaison Committee. I want to say that

unfortunately I too have been on it for two years.

That Committee has been doing some work.

We presented a resolution to the House of

Delegates last year telling them something about

what we wanted, and they unanimously agreed to

it. They drafted a bill, in conjunction with the

Legislative Committee, that is now in the House
trying to be made into law. I think if we can get

that through it is going to help some of these rural

counties. It is going to help some of the doctors

who possibly have been half starving to death. I

know doctors in the rural district who, if they

should die today and some of the people did not

have the means to help bury them, would have to

be taken care of by the county. Why should they

starve to death? There is an honest living in the

practice of medicine for every doctor in this state.

They say there is a scarcity but I don’t think so.

We can take care of the situation. There are

plenty of doctors coming on.

In conclusion, we want to thank Dr. Shoulders

for his great work as Secretary and Treasurer

and Editor of the Journal. Last, but not least,

we have a lawyer in Nashville who has given un-

stintingly of his time. Whether it be night or

day, he has helped us draft bills, and he has

never charged a nickel. They had him before the

committee and wanted to know if he was not paid,

but he has not been paid; he has not been promised

anything. He is one that we are counting as a

friend.

We want to thank Dr. Dixon, Chairman of the

Liaison Committee, who is down sick with pneu-

monia. Dixon has done a great work. He was
before the legislative committee, as well as Dr.

Ray and some others. We want to thank them for

what they have done. But we want to tell you

this: For God’s sake, stick together. If there is

a lawsuit pending and some doctor is in trouble,

if he is a doctor and he asks you to help him, go
to him. I have gone twenty-five and thirty miles
to add my little mite. There is not one of you I

would not travel from one end of the state to the
other to help.

I want to say that this has been one of the
greatest years of my life. This is the height of

my ambition, to be able to do something for the
medical profession. I want to thank you. (Ap-
plause.)

DR. J. 0. MANIER: As Dr. Wood said, Dr.

Dixon is sick at home, just getting over pneumonia.
There is nobody I know who has really put forth

more effort in trying to study fairly and properly

the legislative needs of this profession than he has.

There is no man I have ever had contact with who,
under, you might say, embarrassing circumstances

on the floor of the legislature, kept his poise and
his good, sound common sense, as did Dr. Dixon.

I feel that this body should appoint a committee
to draft some resolutions to Dr. Dixon (I know he

would appreciate them) expressing their thanks

to him for what he has done and their admiration

for the way in which he did it. I want to make
a motion to that effect.

DR. R. B. WOOD: I second the motion.

The motion was put to a vote and carried.

SPEAKER ZEMP: Dr. E. H. Baird is Chair-

man of the Resolutions Committee, and he will

please make note of that.

We will revert a minute to hear your report

as Councilor of your district, Dr. Baird.

DR. E. H. BAIRD: Mr. Chairman, I have a

very short report. I do not see much change in

the situation in our territory from what it has

been in the past, in looking over the reports from
secretaries. I received reports from all but three.

I find the number of members is approximately the

same as in previous years. We have some live

societies, and we have some societies that are not

so live. One of our tri-county societies that I

helped to organize some three or four years ago

could not get along, and they stopped meeting

except in the individual counties during the last

year. But one of our tri-county societies is still

having wonderful meetings every month. In

Gibson County they have one of the best society

meetings, I think, that any of the smaller counties

in the state are having. I thing the main gist of

the report would be that, regardless of the hard

times, our membership is about the same as it was

in previous years. We hope to keep it up that way.

I am going to make an effort during this next

year to organize one or two of those other counties

that are not having technical meetings so that

possibly they will have better meetings during the

ensuing year.

SPEAKER ZEMP: Dr. Yancey? (Absent.) Dr.

Revington?
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DR. L. T. STEM: Dr. Bogart has gone to get

Dr. Revington’s report.

Dr. Revington got in touch with every secretary

in his district. The work has been going on very

nicely in his district. Only six societies reported

to him out of the fourteen counties. The only

society who seemed not to be functioning at all

was McMinn. Four years ago they did have a

secretary but they have not had a meeting in four

years, according to his report. I am sure his full

report will be here in a few minutes.

SPEAKER ZEMP: We will receive that as

his report and he can file his written report with

the Secretary.

DR. STEM: He had 225 men in the district

and 170 in the society. They had, I think, seventy-

four meetings during this past year, including all

the societies in the county. Only about two of

them had no program at all. They did not have

a single scientific paper. He had a loss of about

fourteen men, probably for nonpayment of dues.

They had about six new members. One or two

counties reported a full membership, every man
in the county belonging to the society.

SPEAKER ZEMP: That completes the reports,

all except the First District.

Under the head of Committee Reports, Dr. J. R.

Thompson, Secretary of the Committee on Reports

of Committees, read the following:

DR. J. R. THOMPSON, JR.: “Report of the

Committee on Reports of Committees:

“Your Committee recommends that the report

of the Delegates to the American Medical Associa-

tion at New Orleans be ratified and accepted.”

DR. L. W. EDWARDS: I move the adoption of

that recommendation.

The motion was regularly seconded, was put to

a vote and carried.

DR. J. R. THOMPSON, JR.: “Your Committee

recommends that the report of the Committee on

Education be approved and commended, and sug-

gests that the work of that Committee be con-

tinued and amplified.”

DR. J. 0. MANIER: I move the adoption of

that recommendation.

DR. S. R. MILLER: I second the motion.

The motion was put to a vote and carried.

DR. J. R. THOMPSON, JR.: “Your Committee

recommends that the report of the Legislative

Committee be approved and each individual member
of that Committee be commended for their un-

tiring activities in behalf of this Association legis-

lative program.”

DR. HIRAM LAWS (Chattanooga) : I move
that the recommendation be accepted.

The motion was regularly seconded, put to a

vote and carried.

DR. J. R. THOMPSON, JR.: “We recommend
that the Board of Trustees be empowered and in-

structed to review all the phases of the present

status of the Medical Defense Fund, and restrict

liabilities to such basis that there will be no further

increase in the deficit of this fund, and from time

to time to make such changes as conditions demand,

even to the extent of liquidation at the end of the

year, if necessary, and such requests to the House
of Delegates for their consideration and official

action as they may deem wise.”

DR. J. PEERY SLOAN (Jamestown) : I move
its adoption.

The motion was regularly seconded.

DR. J. O. MANIER: The medical defense argu-

ment at this meeting has been the glorious system

of passing the buck from one person to the other.

The Board of Trustees tried to pass it back to the

House of Delegates and the House of Delegates

passed it back, and we passed it back to them.

That is a far-reaching kind of recommendation

that has been made, and I think this body should

understand exactly what it is doing.

As we understand, speaking for the Board of

Trustees, the directions are being given to us to

draw up regulations to try to decrease liabilities

and increase assets, but that in the event, during

this year, we find that the trend is still going to

be down—I mean, in other words, that the fund is,

in a business sense, in a less liquid state than it

is now—we are not only empowered but directed

to discontinue this fund at the end of the year.

My reason for wanting you to go on record with

this thought in mind is this: that if we take such

action, it will have to be done around the first

of December and, of course, prior to the time of

any subsequent meeting of this society. I think

that should be amplified so that if that contingency

arises, next year this body will understand why the

action was taken. While I am not offering any

kind of an amendment, I am merely putting this

statement into the record so it will be a matter

of record as to just what every man here did.

SPEAKER ZEMP: Gentlemen, I hope you all

understand this thoroughly and do not come up

next year and say you misunderstood it. This

recommendation places in the hands of the Trus-

tees the power to act, to try to devise some scheme

by which this fund will at least break even, but if

at the end of the year there is a deficit or an ap-

parent deficit, they are then authorized to liquidate.

Is that right?

DR. J. 0. MANIER: “Instructed” as I see it.

SPEAKER ZEMP: That simply means that if

the fund does not get in better shape by the end

of this year, it will be discontinued. Are you ready

for the question?

The question was called for.

SPEAKER ZEMP: All in favor will say “aye”;

opposed “no.” It is carried.

Has the Committee on Reports of Officers any

report to make?

DR. R. B. WOOD: The Committee moves the

acceptance of the report of the Secretary and

Treasurer.
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DR. L. W. EDWARDS: I second the motion.

The motion was put to a vote and carried.

SPEAKER ZEMP: Will some one make a mo-
tion that the minutes of the meeting of last year,

as published in the Journal, be adopted?

SECRETARY SHOULDERS: The minutes of

the last meeting were published in the December
issue of the Journal. It is not customary to read

them, but it is customary for people to have the

opportunity to criticize them if they so desire.

DR. T. R. RAY: I move the adoption of the

minutes as published in the Journal.

The motion was regularly seconded, and put to

a vote and carried.

The following Councilors were duly nominated

and elected:

SECOND DISTRICT—Dr. S. R. Miller, Knox-

ville.

FOURTH DISTRICT—Dr. J. T. Moore, Algood.

SIXTH DISTRICT.—Dr. L. W. Edwards, Nash-

ville.

EIGHTH DISTRICT—Dr. A. B. Dancey, Jack-

son.

TENTH DISTRICT—Dr. W. Britt Burns, Mem-
phis.

Two members of the Medical Defense Committee

were to be elected. Dr. S. R. Miller resigned from
the Medical Defense Committee. Upon motion of

Dr. H. H. Shoulders, seconded by Dr. L. W.
Edwards, Dr. Miller’s resignation was not ac-

cepted. Dr. H. M. Tigert for Middle Tennessee

and Dr. H. B. Everett for West Tennessee were
duly nominated and elected on this committee.

The report of the Nominating Committee was
called for.

The By-Laws require three nominees for Presi-

dent from West Tennessee. Those nominated

were Drs. H. B. Everett, Memphis, Dr. Roy Doug-
lass, Huntingdon, and Dr. R. W. Brandon, Martin.

After the ballots were counted by Drs. Manier,

Richards and Monger, Dr. Everett was declared

elected.

Other officers nominated by the Committee were
elected unanimously. They were:

Dr. Kyle Copenhaver, Knoxville, Vice-President

for East Tennessee; Dr. W. S. Rude, Ridgetop,

Vice-President for Middle Tennessee; Dr. G. G.

Mulherin, Brownsville, Vice-President for West
Tennessee.

Dr. E. R. Zemp, Knoxville, for Speaker of the

House of Delegates.

Dr. H. H. Shoulders, Nashville, for Secretary-

Editor of the Association.

Dr. W. L. Williamson, Memphis, for Trustee.

Dr. E. G. Wood, Knoxville, Delegate to the

American Medical Association; Dr. E. T. Newell,

Chattanooga, Alternate to the American Medical

Association.

The Nominating Committee was also instructed

to name six men from each section of the state

to form a list from which the Governor is to select

the Council of Public Health, provided the bill

creating said council should be passed. The fol-

lowing men were named:

West Tennessee—
B. C. Arnold, Jackson.

M. A. Blanton, Union City.

A. F. Paschall, Puryear.

J. C. Ayres, Memphis.
F. Thomas Mitchell, Memphis.
J. R. Lewis, Ripley.

Middle Tennessee—
T. R. Ray, Shelbyville.

E. M. Fuqua, Pulaski.

M. L. Hughes, Clarksville.

John M. Lee, Nashville.

C. M. Hamilton, Nashville.

W. G. Kennon, Nashville.

East Tennessee—
R. B. Wood, Knoxville.

Tom Barry, Knoxville.

D. R. Thomas, Calderwood.

W. D. Anderson, Chattanooga.

L. T. Stem, Chattanooga.

W. B. Campbell, Cleveland.

The above list was unanimously elected.

SPEAKER ZEMP then introduced Dr. H. B.

Everett, the newly elected President.

PRESIDENT EVERETT: I do not want to

make a speech, but I want to suggest, if it has
not already been attended to, that the House of

Delegates request the Secretary to write a letter

to some gentlemen who have shown a great deal

of interest in our legislative affairs, especially

Mr. Charles Cornelius and Dr. Frank Rice and the

Governor, who have been most courteous to your
Committee. I wanted to be sure we did not over-

look that.

Upon motion the Secretary was instructed to

write letters to the above persons.

Dr. Hiram Laws, of Chattanooga, extended an
invitation to the Society to meet in Chattanooga

in 1934. The House voted unanimously to accept

the invitation.

The meeting adjourned at ten-fifteen o’clock

after the following remarks by Speaker Zemp

:

“I wish to say in closing, gentlemen, I certainly

appreciate the honor you bestowed upon me for

the fourth time, and I hope that I have conducted

the affairs of this House in a fair and impartial

manner and with what speed it was possible for

me to do. I want to assure every one of you that

every member of this House gets a fair and square

deal as far as I am concerned. I appreciate more

than I can tell you the honor you have again be-

stowed upon me.”
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AN ADDRESS TO THE HOUSE OF DELEGATES OF THE TENNESSEE
STATE MEDICAL ASSOCIATION

Dr. Dean Lewis, M.D., President-elect, American Medical Association,

Baltimore, Maryland

I
AM very glad to come before the House

of Delegates of the Medical Society and

say a few words. I suppose one of the

main things that is bothering all those en-

gaged in the practice of medicine at the

present time is what I like to refer to as

changing times in medicine.

These changing times in medicine are not

so much dictated by the medical profession

as by those on the outside. That worries

me a little bit, because I think the medical

profession is looking for facts, and I think

they are very glad to have a survey made
once in a while to see whether we are pro-

gressing or retrogressing. But I think

these surveys should be made in a very

definite way. For instance, I was invited

in November to go to New York to hear

the report of the Committee on the Costs of

Medical Care, and I was very glad to hear

what they thought of us, particularly the

Ph.D.’s, because the Ph.D. degree at the

present time has retrogressed so much that

there are some universities that are in

doubt as to whether they ought to grant a

Ph.D. I think that particularly applies to

the Ph.D. in economics. That is seriously

being discussed, because a Ph.D. in eco-

nomics has a job to perform, and at the

present time the easiest thing seems to be

that of attacking the medical profession.

That applies to bankers. That also applies

to politicians.

I heard the statement made in New York,

at that meeting, that all doctors were not

good doctors. It did not take $1,000,000

appropriation or five years of surveying to

find that out, because we could have told

them that without their spending any

money, and it would not have taken two

minutes to settle the whole question.

(Laughter.)

All the Ph.D.’s are not good Ph.D.’s. I

should say that all politicians, judging from

the last election in which Secretary Wilbur
took quite a prominent part, aren’t good
politicians. All efficiency engineers aren’t

good efficiency engineers. All lawyers
aren’t good lawyers. That is human nature.

I think one bad thing about this report is

that instead of sending it back to the medi-
cal profession, they neglected the medical

profession and tried to put it over through
lay agencies.

At that meeting, they placed in charge of

this propaganda an efficiency engineer by
the name of Cook, from Philadelphia. They
also selected a high-powered publicity man
to put it over, who was employed at $12,000

a year. That is not all altruism.

Another bad thing about it was the next

morning there appeared in the New York
Times, in the statement by Mr. Cook, the

fact that he wanted it distinctly understood

that no medical bureaucracy was going to

control the medicine of the United States.

One thing I should like understood right

away is this: if the medical bureaucracy

is not going to control it, what bureaucracy

is?

I have never been in the offices of this

committee but I think I can see one of those

diagrams, drawn with a square at the top,

with a lay officer, an intermediate group

with lay officers, and then doctors scattered

all around the list. That is one thing I am
worried about, whether medicine is going

to be controlled by a lay bureaucracy or by
medical men. That is one bad thing about

that committee and one thing I am afraid

of.

The second thing is that I think they have

started in the wrong place. I, for one, am
not absolutely sure that group medicine,

which they advocate, is the best type of

medicine. I am firmly convinced that one of

the great mistakes the medical profession

has made in the last few years, and that
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applies directly to medical schools, is that

they have not trained what we might call

general practitioners. We specialize too

early.

I think that any type of group medicine

is going to be the most expensive medicine

there is because there is a tendency in any
group to pass a patient around to everybody

in the group and then have an intergrater

who is going to make the diagnosis. I

would much rather start at the bottom and
have a general practitioner examine the

patient. He would have to know physical

examinations; he would have to know the

ordinary things in medicine which are fun-

damental and which we can never get away
from. Then he will pass from this general

examination with a fairly accurate diag-

nosis, to the tests which he needs, and that

will reduce the cost of medicine. It has

been found during this depression that

costs can be greatly reduced. Every hos-

pital has found that. We take too many
X-ray pictures. For instance, I saw a pa-

tient the other day who was sent in by an

insurance company. He got a bill of $100

for X-ray examinations. They X-rayed his

sinuses and his spine; they did a gastro-

intestinal series, and I don’t know what
they didn’t do. There was only one X-ray

examination required, and that would have

saved that patient pretty nearly $95 as far

as the X-ray bill was concerned.

Another thing that has made examina-

tions high and costs high is that we have

been on a building debauch. I don’t know
how it is in Tennessee, but I imagine it is

the same here as every place else. You will

find that a town of 15,000 has two or three

hospitals. We ought to have a survey made,

as far as the medical profession is con-

cerned, to see how hospitals can be located

in counties so that one hospital will do the

work, instead of having two or three hos-

pitals with a number of empty beds. I

think in a lot of counties one hospital will

do. the job. You do not have to have marble.

You do not have to have expensive grill

work. You do not have to have all the fancy

things that happen, because, after all, a

hospital ought to be a workshop for a

doctor, and he simply needs the things that

will enable him to make a diagnosis and give

accurate medical service to a patient.

I picked out one or two things that I

should like to read. This is the report of

Lowell’s committee. The queer thing to me
is, about these two reports, that two men
signed two reports. Chairman Wilbur and
Darrach signed the majority report of the

Committee on the Costs of Medical Care and

they also signed the report of Lowell’s com-

mittee. If there are two reports diametri-

cally opposite, these two are. I am going

to have a chance within the next two days

to ask these men which they believe. They
cannot believe both.

This report states : “There are fundamen-

tal advantages in the American system

which ought to be retained and extended.

The solution of the problem is not the de-

struction of the present system and the sub-

stitution of a paternalistic plan, ill adopted

to the philosophy of the American life.

“There is some danger that public think-

ing has been maneuvered into an unfortu-

nate position, for emphasis is being placed

on the present organization of the cost of

medical care rather than upon the support

of an adequate medical service of high qual-

ity. The educational features of the program

are of first importance, for this service can

only be rendered by highly trained person-

nel.

“It is estimated that 36,000,000 wage-

earners in this country lose about 25,000,000

work days, and that 24,000,000 school chil-

dren lose about 175,000,000 work days in

school each year, from illness. The finan-

cial loss in reduced production is over $2,-

000,000,000 yearly, one-half the cost of

maintaining the national government. But

these figures are far exceeded because of

enforced illness from other causes, and peo-

ple had not been fully employed during

prosperity.

“Some advocate a particular form of or-

ganization designed to meet the medical

needs, mentioning that the program must

be enforced by economists, on the assump-

tion that questions are primarily financial.”

Since this depression has come on and

some of our banks have failed, the financiers



December, 1933 AN ADDRESS TO THE HOUSE OF DELEGATES 533

haven’t nearly as much authority as they

had before.

“Others suggest that the problem is going

to be solved by organization, and still others

look to the state or to some form of compul-

sion which will bring the desired result.

There is another group who look upon the

problem as that of social planning, and

those who plead for special forms of or-

ganization overlook the essential functions

to be performed by medical service, and the

fact that too much medical organization

may interfere with these functions. It is

obvious that there are features of finance,

problems of organization and interests of

the public involved in providing medical

service for a community, but a thoughtful

examination shows that the essential

character of the problem is professional

and technical. The quality, interpretation

and correlation of scientific knowledge are

dependent upon trained personnel who
know the significance of that knowledge

and how to apply it.

“Any plan, whether developed by the pro-

fession or imposed upon it from without,

which lessens the responsibility of the

trained physician in the care and treatment

of the sick or denies him rewards of su-

perior ability and character will, in the

long run, be detrimental to the public in-

terests.”

I think that states it just about as well

as it can be stated. We hear about these

European systems and how they work.

Here is a little statement about one of these

systems

:

“Naturally, with the patients being al-

lowed to choose their panel physician, com-

petition results. The individual doctor tries

to get into the good grace of his panel mem-
bers by one of several methods: First,

certifying him sick whenever he asks for

this privilege
;
second, giving him plenty of

medicine (which the Englishman dearly

loves)
;
third, giving him good service. The

latter, needless to say, is the least effective

in building up a good panel practice.

“What has happened? From 1921 to

1927 sick benefit claims have risen in Eng-
land from 41 per cent to 159, the most
marked increase in claims being seen in

short illnesses. In 1929, 410,903 cases were
referred to the regional medical offices with
a question of malingering. The prospect

of examination caused 109,661 of these per-

sons to declare themselves off the funds, and
89,750 failed to attend for other reasons.

The number actually examined was 143,898,

and, of these, 76,162 were found incapable

to work. Thus, of the original 410,903
cases, five-sixths were palpable frauds, and
this wholesale malingering is resulting in

the moral degradation of the individual

physician.

“The Birmingham Medical Review wrote

:

The habit of making unnecessary claims

is well known to the panel doctor for which
he writes the certificate on which the claim

is based, but, poor devil, he is in an im-

possible position. Authority has created

the position. Aided by authority, the sup-

pliant for benefit holds the whip-hand every

time. He can demand the certificate with

the threat, “Give me what I want or I will

change my doctor.” The officials shake their

heads when they are told that panel doctors

cannot afford to resist panel claims, but the

panel doctor knows that the happiness of

himself and his family must depend on
whether or not he is popular with the in-

sured population. Popularity depends only

slightly on professional capacity, almost en-

tirely on willingness to accede to de-

mands.’ ”

There isn’t one of these men I know of,

concerned with the cost of medical care,

that won’t tell you that voluntary insurance

has never been a success. It isn’t a success

in England. There is not one who will deny

the fact that under this system of state in-

surance, mortality has not been decreased

and the length of stay in the hospital has

been doubled.

There are certain things about it that I

cannot understand, because the very men
who advocate this system are also advocat-

ing all the time the return of patients to

earning capacity as one of the prime essen-

tials of any system of medicine. They will

study common colds and tell you how much
is lost every year, but still this system which

lengthens the stay in hospitals and delays

the return of a sick man to earning capacity
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is the very system they are advocating.

That has happened everywhere.

I think it is pretty nearly time for the

medical profession to get together and out-

line some plan which they think will work.

I have a plan which I think will work and
that is the establishment of county or com-
munity hospitals supported by taxation and
run by the medical profession, in which
there is cooperation instead of competition,

so there will not be a reduplication of

X-rays and laboratories, where a man can

take his patient and get the help he needs.

I know a lot of institutions have been

criticized for their diagnostic clinics. Cor-

nell has been criticized. We have a diag-

nostic clinic in Baltimore, at Johns Hopkins,

which I think answers the purpose. There

is no patient ever admitted to that diagnos-

tic clinic who is not accompanied by a doc-

tor or who has not a letter. As soon as a

doctor is helped out on his diagnosis with

laboratory tests and X-ray apparatus for a

minimum fee, the patient is turned back

to the private physician, to the general

practitioner. I think that is a thing that

will work. It will work in the county. It

works in the city. That is cooperation with-

out competition. We would never think of

taking a patient in that clinic unless he had

a letter from his doctor or was accompanied

by a doctor. We never outline treatment.

If a doctor wants any suggestions as to

treatment, he can bring that patient in and
get suggestions, but they are never forced

upon him.

There is another difficulty about that, and
that is with the public health man. There
is a little tendency for the public health

man to think he ought to supervise all these

activities and that the doctor ought to be

subservient to him. That is a great mis-

take. The doctor ought to control it; he

ought to help the public health man wher-
ever he can, be his friend and cooperate

with him, but the doctor is going to. run
medicine in that county; he is trained for

it
;
he spent years in training, and he is the

man who ought to run it, and he ought to

cooperate with the public health officer in

doing this work.

Another thing is that medical schools
ought to concentrate on men who can make
diagnoses, and they should not turn out
specialists. There is plenty of time later to

specialize. I don’t know whether we are
making a mistake in discussing this. A
few weeks ago I had an occasion to talk

with A1 Smith. I talked with him about
two minutes, and I thought I had known
him for a long time. I made up my mind
that he is a pretty wise man. I said some-
thing to him about the cost of medical care

and this organization of clinics that are

going to dispense medical care. The first

thing he said was, “Lewis, are you abso-

lutely sure you aren’t going to put them
on the map by talking about them?”

I said, “I don’t know. You may be right.”

He said, “I have found there is a definite

time to talk and there is a definite time to

keep still. You want to be absolutely sure

in arguing with these people and keeping it

before the public all the time that you aren’t

going to put them on the map.”

I think there is something in that. We
don’t want to make martyrs of them. There

are certain things we ought to do. I think

we ought to start to outline a plan and let

them alone. I am quite sure that the plan

which we outline from experience in the

practice of medicine, and the organization

which we will perfect is going to be entirely

different from the organization which they

propose. One is theoretical; the other is

practical.

There are a lot of things being said. I

asked one of the newspaper men why it is

the doctors have a bad press. They do have

a bad press. It is only occasionally that

you see a newspaper which takes the side

of the doctors. I was quite surprised to

pick up Collier’s magazine last May and

read an editorial on doctors, entitled

“Science takes command.” It is one of the

best articles I have ever read on the doctor.

It shows the work he has done in discover-

ing the cause of disease, how he has applied

his control to tuberculosis, how he has erad-

icated typhoid fever and eradicated yellow

fever and bubonic fever. It ends up by
stating : “It is pretty nearly time for finan-
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ciers and economists to get in line with doc-

tors and use a little science.” It is one of

the best editorials I have ever read.

Another thing is that doctors do not real-

ize what Mencken said a short time ago,

that it might be more expensive to remove

a gangrenous appendix and nurse the pa-

tient back to health than to give him a dose

of Glauber’s salt and call for the clergy,

because when they pay the undertaker, that

is the final thing they pay, but nursing the

patient back to health is one of the high

costs of medical care. (Applause.)

SPEAKER ZEMP : Dr. Lewis, we have

enjoyed your discussion. We are glad to

have such men of prominence as you ad-

dress us.

DR. DEAN LEWIS : I am glad to be here

but I think we should find out whether we
are talking too much.
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EPIDEMIC AMEBIC DYSENTERY

Jack Witherspoon, M.D., Nashville

AMEBIC DYSENTERY2 is attracting

renewed interest in widely separated
* cities this fall.

The uncovering of the very active car-

riers in the food handlers in the popular

Chicago hotels, as detailed in two recent

issues 1 of the Journal of the American Medi-

cal Association, was a piece of really useful

work on the part of the Chicago Board of

Health. Visitors to the Century of Prog-

ress exposition who were able to patronize

the better hotel dining rooms have become

infected with a most virulent strain of

amoebae histolytica,3 and have turned up

in their home towns with a viscous entero-

colitis. In many localities where the doctors

were unfamiliar with the symptoms of

amebiasis, these people have been treated

unsuccessfully, first, for entero-colitis, then

ulcerative colitis, then appendicitis and

peritonitis, and have died after surgical and

medical efforts had been exhausted.

From Boston, Lund4 reports the death of

four presidents of large lumber companies.

These gentlemen lived in Boston, Seattle,

Toronto, and New Orleans, and had

gathered in Chicago on June 30th to formu-

late a code, at the suggestion of the ad-

ministration. Their illnesses, operations,

and deaths followed in the next few weeks,

and autopsy reports detailed in all cases

showed amebiasis to be at the bottom of

the trouble.

Dr. Bundeson,7 President of the Chicago

Board of Health, has caused to be sent

22,000 letters to guests of the hotels in

question, and has had replies showing near-

ly a hundred cases in nearly as many cities

to have occurred.

Amebiasis is a filth-borne disease. The

parasites, living in the large bowel, cause

ulceration and blood loss. It does not al-

ways cause diarrhoea, and only a few cases

have ulceration in the rectum. It can only

be diagnosed when suspected, and when the

parasites or cysts are found by microscopic

examination of the stool or scrapings from
the ulcer.

It can be transmitted by flies. It is

usually transmitted by dirty hands of food

handlers. Of 364 food handlers from the

hotel examined, fifteen active cases and
eleven carriers were found. Food handlers,

such as salad makers, cold meat cutters,

dishwashers, water and milk servers, and
those who handle food not cooked just be-

fore eaten, have the best opportunity to

spread the disease.

The disease has also been transmitted on

celery, lettuce, young onions, radishes, and

vegetables that are grown in infected soil.

These are handled by infected growers, and

served crisp, which means unwashed or un-

heated.

Amebiasis is a widespread disease. It

occurs commonly in our South, Middle West,

Southern California, and is less common in

New England. We have had it since the

Spanish-American War.
Ten years ago the writer and Miss Mary

Feldhaus, the technician at St. Thomas
Hospital, examined several hundred suc-

cessive admissions to the hospital, and
found more than 10 per cent of these pa-

tients infected. Only a few of these people

had come in because of serious bowel com-

plaint. This work repeated next year gave

the same results. Since then, almost every

year, similar work has been done all over

the country with an incidence of 3 to 15

per cent.

Craig says the incidence of infection in

the population varies from 0.2 per cent in

the series of 522 individuals, studied by
Andrews and Paulson in Baltimore, to 53.2

per cent in 154 students in the University

of California, studied by Kofoid and Swezy.

It is agreed that more than one examina-

tion of a stool is necessary, and a little

training will enable any laboratory worker
to recognize the active and cyst forms of

the parasite.

Faust found 20 per cent in Wise County
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Virginia, using a single examination in

460 individuals.

Meleney examined 4987 individuals in

rural communities in Tennessee and found

17.3 per cent.

Faust found 13.7 per cent of 1100 in New
Orleans.

Three studies were conducted at the

Mayo Clinic.

Sistrunk records the presence of Enda-

moeba Histolytica in 17.2 per cent of 145

patients, Griffin in 4.5 per cent of 1700 pa-

tients, and Sanford in 22.5 per cent in 5000

patients.

Craig5 also says that while no nation-wide

survey has been made he estimates that 5

to 10 per cent, or six million to twelve mil-

lion of our one hundred twenty million

people, harbor this parasite. It is never a

harmless parasite. Like malaria, the

disease Amebiasis has periods of quiet and

periods of activity. The periods of activity

at times are so mild as to pass all but un-

noticed, or they may be associated with

bloody flux, many mossy purulent stools a

day, fever, weakness, anemia, abdominal

pain, perforation, peritonitis, or liver ab-

scess.

Liver abscess or perforation of the colon

and abscess may occur without previous

recognized symptoms, and often occur with

only cysts in the stools.

Again, like malaria, the disease tends to

remain in the body for years unless eradi-

cated by persistent and repeated treatments.

One of the cooks discovered infected in

this Chicago epidemic was found working

in a neighboring hotel and treated in the

other Chicago hotel epidemic in 1927, re-

ported five years ago by Williamson. 6

We have treated for recurrence numbers

of patients who were found infected ten

and fifteen years ago. We think the pres-

ent form of treatment is better than the

emetin and ipecac used then, and there is

more likelihood of complete cure.

The focus of infection in the Chicago

Hotel gives us an opportunity to study the

period of incubation of this disease in man.
It has many times been done with kittens

and other animals, and a few times with

human volunteers5
.

In Nashville we know of three individuals

who developed acute dysentery that proved

to be amebiasis, about three weeks after

returning from a visit to the Century of

Progress Exposition. Two of these had had
meals at the hotel in question, all had eaten

at the Fair and at public restaurants in the

loop.

The diagnosis of this disease is made by
finding ameba in the ragged ulcers in

the rectum by proctoscope, or by finding

parasites or cysts in the stools. It is our
practice to have the patient take a laxative

and come to the office to collect a specimen.

We have found no need for the warmed
stage on the microscope. Ameba in the

stool will retain motility for hours at room
temperature if they are not allowed to dry.

Drying kills them rapidly at any tempera-
ture.

A drop of fluid or mucous is placed on a

glass slide and covered with a cover glass,

and gently pressed. A drop of warm saline

and a drop of dilute iodine7 solution is

placed side by side on a glass slide. With
a wood applicator a small particle of stool

is rubbed first in the salt solution then to

the iodine solution and all covered with one
cover glass. This method will show active

parasites or stained cysts. Disposal of the

infected stool should be prompt.

Prophylactic treatment. Infected indi-

viduals in the home must learn the value of

cleanliness, and that soap, water and clean

towels are more useful than antiseptics.

They should not be allowed to handle food

until cured. On the hotel and restaurant

inspectors rests the responsibility of ex-

cluding infected cooks from kitchens, and
the placing of suitable lavatory conveni-

ences about all public eating places.

Treatment of acute amebiasis is begun
by restricting the food by eliminating

roughage and giving emetin gr. y2 twice

daily for not exceeding five days. This will

serve usually to. stop the active symptoms,

but must be followed by some method de-

signed to rid the body of cysts and para-

sites in a stage of development unaffected

by the emetin. Yatren, stovarsol, anayo-

din, carbosone, bismuth and neo-arsphe-

namin are used and effectively.
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We give stovarsol or carbosone twice

daily for ten days and the colon is irrigated

daily with 1-3,000 quinine. This should be

repeated at the end of three and six weeks

and again in three months, and at the same

season next year. Unless complications oc-

cur, such as bleeding from the bowels or

liver disease, it is rarely necessary to re-

peat the emetin.

The Chicago epidemic is of widespread

importance and any one having an acute

dysentery, or a recurrent diarrhoea, or an

unexplained liver disease, deserves very

careful examination with amebiasis in

mind.
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DERMATITIS*

C. M. Hamilton, M.D., Nashville

D ERMATITIS is an inflammation of

the skin caused by thermal, chemi-

cal, and mechanical agencies. It

usually terminates upon removal of the ex-

citing substances. A detailed discussion of

dermatitis in all its various phases requires

too much time and space for consideration

at this time. Dermatitis venenata is the

most prevalent and gives more concern than

all the others. Therefore, this article will

deal chiefly with this type of dermatitis.

Dermatitis venenata is an acute inflamma-

tion of the skin, produced by external appli-

cation of animal, vegetable or chemical irri-

tants. A recent term, contact dermatitis,

is more expressive than dermatitis venenata.

The patient is usually hypersensitive, but

not necessarily so. The agent may be suf-

ficiently irritating to cause a dermatitis in

any one. Burning and itching are common
subjective symptoms.

The objective symptoms range from ery-

thema to gangrene depending upon the

exciting agent and the resistance of skin.

It is first manifested by erythema and

edema. There is a diffuse redness and

swelling. The edema is mostly intracellular

and gives rise to a fine vesiculation. In

severe cases, the blisters enlarge, rupture,

and exude a serous discharge. This exudate

coagulates upon exposure to the air and re-

sults in crust formations. Involution occurs

with the development of crusts and scales

within a few days in the average case. In

mild cases without oozing, scaliness and

desquamation usually follow the edematous

and erythematous reaction. A scaly erup-

tion is evidence of subacute or chronic epi-

dermal inflammation.

Continued irritation causes the skin to

thicken. It loses its elasticity and becomes

fissured and pigmented. This condition is

frequently classified as eczema. A close

relationship exists between eczema and der-

*Read before the Nashville Academy of Medi-

cine, May 2, 1933.

matitis. Some authorities use the term der-

matitis to apply to all such eruptions. Others

classify the cases with known cause as der-

matitis and those with undeterminable

cause as eczema. The eruption occurring

in hypersensitive individuals is usually clas-

sified as eczema. Generally speaking, the

chronic conditions are considered as eczema
and the acute reactions as dermatitis. No
clinical or microscopic differentiation be-

tween eczema and dermatitis can be recog-

nized.

In every case of dermatitis, two factors

contribute to the cause. Both the irritating

influence of the agent and the lack of indi-

vidual resistance play important roles in

its development. A quotation from Pusey
is explanatory. “When there is a balance

between the capacity for resistance of the

skin and the insults to which it is exposed,

there is a healthy skin. This balance, of

course, may be upset by variations of either

factor to it; by exposure, on the one hand,

to insults beyond the capacity of the normal

skin to resist (dermatitis venenata) or, on

the other hand, by a lowered resistance of

the skin so that it reacts from insults that

the normal skin bears without apparent

damage (eczema)

Hypersensitiveness is not an easy subject

to understand. It is difficult in many cases

to determine whether hypersensitiveness is

a factor or not. Should a person put his

hand in lysol or phenol, he will immediately

get a dermatitis. In this instance, hyper-

sensitiveness is not a factor, because every

one would react to such strong chemicals.

On the other hand, there are certain indi-

viduals whose skin will react to mild irri-

tants, such as soap and water. This case

would be classified as eczema in a hypersen-

sitive skin.

Quantitative as well as qualitative factors

enter into the production of dermatitis.

The reaction varies with the concentration

and the number of exposures. Such occur-
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rence frequently follows the treatment of

scabies. If sulphur ointment is carefully

and judiciously applied, it will clear up
scabies without harm. On the other hand,

sulphur will cause a dermatitis if applied

in too strong proportions. It will also pro-

duce a dermatitis if applied too often or

over too long a period. Occasionally, a

physician correctly prescribes sulphur oint-

ment, but advises its use for a week or more.

At some later interval, the patient reports

in more discomfort than on the previous

visit. He complains of more intense itch-

ing. Sometimes, the physician fails to

recognize the true situation and recom-

mends a second series of sulphur applica-

tions. He has only added fuel to the fire

and a more violent dermatitis is the result.

More caution should be exercised in the use

of some of the proprietary remedies such

as scabicide and siticide than with sulphur

ointment.

Dermatitis is not always readily diag-

nosed. The acute erythematous or vesi-

cular manifestations are not difficult, but

the subacute, mild types are more likely to

give trouble. The distribution will aid ma-
terially in arriving at a conclusion. The
occupation and history of exposure are also

valuable information. The eruption is

diffuse, red and has a burning pruritic sen-

sation. The severe cases are edematous and

vesicular. The eruption prevails on the

exposed surfaces, such as the face and

hands. It also appears on the most sensitive

areas as eyelids, neck, flexor surfaces of

elbows and knees. The genitals are fre-

quently involved. Dermatitis may be the

complication of other diseases due to the

use of strong applications.

It is often very difficult to distinguish

the chronic dermatoses occurring so fre-

quently on the hands from ringworm infec-

tion. The occupation is a very important

factor in arriving at a conclusion. As a

working basis, cases with the prevailing

lesions on the backs of the hands that are

worse in cold weather than in warm
weather should be classified as dermatitis.

If the lesions are predominant on the palms

and worse in warm weather, ringworm is

the most likely diagnosis.

The cause of dermatitis may be very diffi-

cult to demonstrate on, account of the great

number of irritants to which the skin is

exposed. Most of the irritants are chemi-

cal. However, over a hundred plants in this

country will cause a skin reaction. The
most common are poison ivy and poison

oak. They produce a more severe derma-
titis than other plants as a rule. It de-

velops rapidly and runs an acute course.
|

The average duration is about three weeks,
j

The eruption is usually vesicular and weep-

ing. The blisters often present a linear

arrangement such as may be caused by a

brushing stroke across the skin. Many
flowers will cause a cutaneous reaction.

Primrose is one of the chief offenders.

A large percentage of cases of derma-

titis of the face and neck originate from

hair dyes and cosmetics. Dyes in furs may
cause an eruption on the neck and face.

The hair should be examined in all cases

with involvement of the face and neck.

This is especially important in middle-aged

people whose hair is likely to be losing its

color. The eyelids are particularly prone to

be irritated from hair dyes and hair lotions.

A dermatitis on the face from hair dye may
extend to the trunk. Toilet water and pow-

ders can cause a mild reaction in some peo-

ple. Orris root is present in most cosmetics

and is the cause of most of the trouble.

Cosmetics known as nonallergic powder and

cream are on the market and should be rec-

ommended to individuals with eruptions

on face and neck.

Dermatitis of the periorbital regions may
be due to the use of eyedrops containing

butyn, atropine or dionin. Intranasal

sprays containing butyn frequently induce

a reaction of the skin of the upper lip and

nose. Butesin-ephedrine is one of the offen-

ders.

Dermatitis of the hands is frequently the

result of contacts in occupation. Filling

station employees react to gasoline and oils.

Workers with glue and paste are subject to

irritation. Printers and photographers are

often annoyed by this condition. Dentists

and physicians who use a great deal of

novocain with ungloved hands may suffer

from dermatitis.
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Artificial dermatitis may be induced by

carrying matches in pockets adjacent to

the skin. This is more likely to occur in

warm weather when the pockets become

saturated with perspiration. In case of

local dermatitis in regions of vest or pants

pockets, it is well to investigate for matches

or other chemicals.

Dermatitis may result from the applica-

tion of strong drugs. It is sometimes

caused by using two or more drugs that

give rise to a chemical reaction that is irri-

tating. Sulphur and mercury combine to

form sulphide of mercury which is very

irritating. Iodine and mercury also give

a reaction by the formation of the iodide of

mercury. Strong preparations such as am-

moniated mercury are more apt to cause

a dermatitis when confined by a dressing.

They are also more prone to do harm when
used on approximating surfaces. Ichthyol

ointment is sometimes harmful. Mercuro-

chrome, dichloramine T, Lysol, and other

solutions commonly used in surgical dres-

sings, frequently cause a dermatitis. Ad-

hesive tape is often injurious to the skin.

The treatment of dermatitis is twofold.

Ascertaining and removing the exciting

cause are factors of prime importance.

Local treatment is also very essential. The
difficulty of ascertaining the cause can

hardly be overemphasized. The verifica-

tion can often be made by means of the

patch test. This consists of the simple ap-

plication of suspected substances to the

skin.

Desensitization therapy has been rather

unsuccessful. The main measures are local

remedies. The remedial agents should be
protective in nature. Mild, soothing prepa-
rations are the most suitable. Gloves may
prevent a dermatitis in selected cases.

Housewives can use thin cotton gloves be-

neath rubber gloves in doing the household
duties. The cotton gloves absorb perspira-

tion and prevent maceration of the skin.

Wet dressings give better results in

weeping vesicular eruptions than salves or
powders. Salves will not adhere to wet
surfaces very well and often cause a filthy

maceration of tissues. Powders cause the
formation of crusts which harbor infection.

The choice of wet dressings varies to suit

individual tastes. Saturated ^solution of

boric acid is very satisfactory. Weak solu-

tions of aluminum acetate, potassium per-

manganate or magnesium sulphate give

good results. Phenolized olive oil is bene-

ficial in the dry scaly stages. Boric acid

ointment is often helpful. Calamine lotion

relieves itching and is somewhat protective

in the acute erythematous stage. Cooling

creams and moist dressings are soothing to

the erythematous eruptions. Lotions con-

taining glycerine and alcohol are likely to

irritate erythematous lesions. In the more
chronic stages, ointments or lotions con-

taining salicylic acid, resorcin, or tar may
prove of benefit. Additional X-ray therapy

in stimulating doses is worthy of applica-

tion.

In conclusion, a few phases of dermatitis

should be reemphasized. It is very preva-

lent on account of the enormous amount of

chemicals that are being used in so many
occasions. Its incidence ranks second in the

list of skin diseases. In this section ring-

worm is the more prevalent. Before pre-

scribing strong irritating preparations, the

character of the eruption, its location and

the texture of the skin should receive care-

ful consideration. The scalp will with-

stand stronger lotions than other parts of

the body. Oily, thick pigmented skin is

more resistant than dry thin translucent

integument. Sulphur ointment should not

be used over two or three nights a week in

the treatment of scabies. In treatment,

keep in mind that the skin has already been

damaged by irritating substances and that

protective measures are indicated.
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EDITORIAL

An Unfounded Accusation.

There are some doctors and lay people

holding political connections with health

departments in Tennessee who make it their

business to spread false propaganda with a
view to creating the impression in the minds
of the public that doctors are opposed to

public health activities.

Nothing is further from the truth. The
facts are that doctors have sponsored the

creation and extension of public health de-

partments from their very beginning and
until recently in Tennessee a state board of

health, composed largely of doctors, for-

mulated and executed sound public health

policies.

Since the time the board was abolished

and a commissioner was clothed with al-

most autocratic power the department has
veered away from sound policies and fol-

lowed the policies which appear to lead to

political popularity.

The propaganda these agents of the de-

partment put out is quite characteristic of

the political racketeer. It is designed to

create a prejudice against the medical pro-

fession and increase the political influence

of the department.

So long as these political groups, at the

expense of the state, can influence such

groups of people as Parent-Teachers’ Asso-

ciations and other similar groups by their

propaganda, and get away with it, they

will increase their political power.

Organized medicine is for properly or-

ganized and properly directed health de-

partments maintained in the interest of

public health.
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There is, however, a tremendous
.
differ-

ence between a public health department
which functions as a feature of the state

government by the enactment and the en-
forcement of sound regulations in the in- I
terest of public health, and a department
which goes about the state giving away
services of one sort and another at public
expense and spreading destructive proga-
ganda.

To illustrate what is meant by the fore-
going, two examples are cited. First, we
will take the disease hydrophobia. This
disease has been increasing in frequency in

Tennessee for the past several years in spite
of all the money that has been spent by the
State Health Department.

It has been demonstrated over and over
again that the enforcement of a simple reg-
ulation with reference to dogs will eradicate
the disease completely. If this were done
in Tennessee there would be no need for
the enormous expense of Pasteur treat-

ments with its attendant dangers and dis-
!

comfort to children, the examination of an
enormous number of dogs’ heads, etc. The
danger of the disease, both to humans and
animals, would be removed. The regula-

tions would be simple of enforcement by
even an untrained personnel. It would be
relatively inexpensive but such a measure
might not be politically popular, therefore,

the policy is followed which gives promise
of a larger political influence, larger appro-

priations and larger personnel and more
propaganda.

The thing that the people would desire,

if they knew, would be that their children

not be bitten by a rabid dog on their way to

and from school. The type of service they

get is no protection at all to keep them from
getting bitten but a Pasteur treatment at

public expense when and if they get hit.

It is obvious that a private individual

cannot make and enforce a regulation with

reference to dogs.

The department which has been clothed

with executive authority has the power to

deal with the situation. That is one ex-

ample.

Another example is typhoid fever and

other gastro-intestinal infections. These
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infections are all susceptible of control by

sanitary measures. Only one of the group,

namely, typhoid fever, is amenable to con-

trol by prophylactic shots. The shots must

be repeated to be effective. This disease,

therefore, is susceptible of control by the

individual himself. Every individual has

the power to provide his own immunity to

typhoid fever, regardless of whether a

state department of health exists at all or

not. Again sanitary regulations might be

unpopular, but the giving of hypodermic

shots, free of charge, to individuals tends

to promote the political popularity of the

department. They do a limited amount of

good in the prevention of typhoid and do

no good at all toward controlling other gas-

trointestinal infections.

Amoebic dysentery may be and probably

is more important by far than typhoid

fever.

It must be readily seen, then, that or-

ganized medicine in Tennessee is strongly

in favor of a state health department which,

clothed with authority, properly used, will

have the effect of giving all the people of

Tennessee a healthy environment to live in

and leave to the people their own individual

health problems. We are in favor of remov-

ing every environmental hazard to health,

but when a department designs and exe-

cutes policies in the interest of its own
political popularity, and in the interest of

larger appropriations, with a larger person-

nel, and all this to the neglect of funda-

mental measures in the interest of public

health, the medical profession opposes it.

It is noted that the head of a division in

the Department is selected with far more
regard to political connections than with

regard to any scientific training in the

science of sanitation and disease prevention.

An Epidemic of Amoebic Dysentery

Some recent developments have revived

a keen interest in the old subject of amoebic

dysentery.

Recently it was discovered that a num-
ber of people who stopped at one hotel in

Chicago developed amoebic dysentery at

varying intervals thereafter.

Up to December 6, 452 cases, involving

144 cities with 27 deaths, have been re-

ported and these cases probably got their

infection in Chicago.

The Board of Health has taken steps to

enforce sanitary regulations necessary to

make their hotels and food places safe

again. However, the end of the epidemic

will never be known.

It is impossible to trace such events to

their ultimate effects. All people who have

visited Chicago during the summer and

who have developed any diarrheal symp-

toms should be suspected, at least, of hav-

ing amoebic dysentery and examined ac-

cordingly.

This incident serves again to emphasize

the importance of public health depart-

ments dealing with public health matters.

This epidemic could have been prevented

by the enforcement of simple sanitary reg-

ulations, though the enforcement of these

regulations would not have been popular.

This incident will probably constitute the

real tragedy of the Century of Progress. If

the incident serves the purpose of getting

departments of health back to where they

were designed and intended to be it will

serve a very noble purpose.

On another page of this issue will be

found a very enlightening article on the

subject by Dr. Jack Witherspoon.

DEATHS

Dr. W. C. Bilbro, Sr., Nashville; Univer-

sity of Maryland, School of Medicine, Balti-

more, 1884 ;
aged 71 ;

died November 28.

Dr. J. Q. Owsley, Nashville; University

of Tennessee, College of Medicine, Mem-
phis, 1894; aged 62; died November 18.

Dr. James Brew, Nashville; University

of Nashville, School of Medicine, 1899 ; aged

61 ;
died November 25.
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RESOLUTIONS

A FRIEND TO MAN
(Dedicated to Dr. B. D. Caldwell

Milan, Tennessee)

By Dr. A. I. Dennison, McKenzie, Tenn.

Fatherly, kind and good,

Patient, brave, and true,

That’s just the kind of friend

I’ve always found in you.

Somehow to me, you’ve seemed to be

A guiding light along my way
When future paths grew dark and dim,

And I lost again the light of day.

A friend to man along the way,

Is how I think of you,

Always helping some one else,

Always finding some task to do..

If hot or cold, rain or shine,

Let it be night or day,

If great or small, rich or poor,

I’ve found you on your way.

As you render aid to the suffering

In the hour of desolation,

Surely, you are the most precious

Of all God’s creation.

With a heart so noble and so kind,

A mind so strong and clear,

That just by looking into a face,

Can read its every doubt and fear.

Your life is dedicated to a cause,

To a work you understand,

How can we serve our God
But by serving our fellow man?

NEWS NOTES AND COMMENTS

Correction.

The October issue of the Journal con-

tained an article by Dr. Charles K. Lewis,

Memphis, entitled, “Bronchoscopic Treat-

ment of Lung Abscess.” A typographical

error occurred in paragraph 6. The sen-

tence as printed reads : “We cannot be cer-

tain of the diagnosis until the abscess has
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established communication with the tracheo-

bronchial tree, leading to the affected lobe.”
j

It should read: “We cannot be certain of

the diagnosis until the abscess has estab-

lished communication with the tracheo-

bronchial tree, then with a bronchoscope,

pus can be seen issuing from the bronchus
leading to the affected lobe.”

Application blanks are now available for

space in the Scientific Exhibit at the Cleve-

land Session of the American Medical As-
sociation, June 11 to 15, 1934. The Com-
mittee on Scientific Exhibit requires that .

all applicants fill out the regular applica-

tion form and requests that this be done
as early as convenient.

The final date for filing applications is

February 26, 1934. Any persons desiring

to receive an application blank should ad-

dress a request to the Director, Scientific

Exhibit, American Medical Association, 535

North Dearborn Street, Chicago, Illinois.

Dr. Robert E. Sullivan, Nashville, an-

nounces the removal of his office to 432

Doctors’ Building.

As usual, Polk County was the first so-

ciety to report their 1934 membership.

Their letter was received on December 7.

Their annual meeting was held on the 4th.

Dr. Dean Lewis, President-elect of the

American Medical Association, and Dr. J.

B. McElroy, of the University of Tennessee,

were the speakers at a two-day Institute

held in November at the Rutherford County

Hospital at Murfreesboro.

On November 11, at the annual dinner

of the Medical Veterans of the World War
the following officers were elected : Dr. J. J.

Shea, Commanding Officer ;
Dr. S. S. Evans,

Adjutant; Dr. J. H. Francis, Mess Officer.

This organization is very active in Memphis
and doctors in other cities would be bene-

fited by organizing.

Twenty Memphis doctors attended the

meeting of the Southern Medical Associa-

tion at Richmond.



December, 1933 MEDICAL SOCIETIES 545

The Memphis and Shelby County Medical

Society met on November 7, with an at-

tendance of 110 which included 25 members
of the Memphis Dental Society, several of

whom took part in the discussions.

We quote a section of the letter sent to

Knox County members by the secretary, Dr.

Jesse Hill. Following these suggestions will

improve your society

:

“Our attendance has increased about 30

per cent during the past fifteen years. Our
attendance at the present time runs about

48 per cent. Let’s All Do Our Part and Our
Best to Increase It.”

“Doctors, let’s all work hard to make our

Medical Society a Real Post Graduate
School. Social Functions and Other Things
have their place elsewhere, but to have a

Real Medical Society, Medical Science must
consume the time allotted to Medical Meet-

ings. If you have any constructive sugges-

tions to make in the right spirit your Of-

ficers of Your Society will gladly give them
due consideration.

“Boost Your Society, Work for Your So-

ciety and Attend Your Society.”

MEDICAL SOCIETIES

Benton, Carroll, Henry, Weakley Counties:

The November meeting was held on the

7th, at the Lynn Hotel, McKenzie. Dr. W.
D. Haggard, of Nashville, spoke on “Car-

(

cinoma of the Colon and Rectum.” Dr. M.
i S. Lewis read a paper on “Treatment of

Eclampsia.” Dr. M. M. Cullom discussed

“Association of Sinus Diseases with Infec-

tions of the Middle Ear.”

Chester, Henderson, Decatur Counties:

The December meeting was held on the

8th. A bird supper was served in the base-

ment of the Courthouse before the scien-

tific program.

Davidson County:

November 7—“The Laboratory Diagnosis
of Rocky Mountain Spotted Fever and En-
demic Typhus Fever,” by Dr. William Lit-

terer. Discussion opened by Dr. H. E.

Meleney.

November 14—“Common Eye Muscle Im-

balances or Errors—Symptoms, Causes,

Diagnosis, and Treatment,” by Dr. Hale

Cullom. Discussion opened by Dr. Fowler

Hollabaugh.

November 21—“A Suggested Solution for

the Problem of Medical Examinations for

High School Students,” by Miss Charley

Ann Crowley.

November 28—“Case Reports,” by Dr.

Sam Cowan. Discussion opened by Dr. W.
B. Anderson.

December 5—“Pre-eclamptic Toxaemia,”

by Dr. Miller Robinson. Discussion opened

by Dr. Sam Cowan.

Gibson County:

The Gibson County Medical Society held

its monthly meeting on November 27th in

Trenton, with over thirty doctors in at-

tendance.

The main speaker of the evening was Dr.

Martin H. Discher, of Cincinnati, who spoke

on “Diseases of Blood Vessels.”

Dr. George E. Spangler, of Humboldt,

presided. There were three visiting physi-

cians from Union City and two from Jack-

son.

Giles County:

The Giles County Medical Society held its

monthly meeting November 23rd. A round-

table discussion of “Measles,” a disease very

prevalent in the county at this date, con-

stituted the program of the meeting.

Hamilton County:

At the annual election of the Chattanooga

and Hamilton County Medical Society, De-

cember 7, the following officers were

chosen

:

Dr. Franklin B. Bogart, President; Dr.

James L. Bibb, Vice-President; Dr. Wm. J.

Sheridan, Secretary-Treasurer.

Hardin, Lawrence, Lewis, Perry, Wayne
Counties:

The Five-County Society met November
28th, at Linden. Fifteen members were
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present. Dr. J. W. Danley, Lawrenceburg,

was elected President for 1934. Dr. C. C.

Stockard was re-elected Secretary-Treas-

urer. The program was as follows:

“The Vitamins,” by Dr. W. E. Boyce,

Flatwoods. Discussion opened by Dr. 0. H.

Williams.

“Typhoid Fever,” by Dr. L. C. Harris,

Lawrenceburg. Discussion opened by Dr.

J. H. Tilley, Lawrenceburg.

“Pleurisy,” by Dr. G. N. Spencer, Hohen-

wald. Discussion opened by Dr. J. W. Dan-
ley, Lawrenceburg.

Knox County:

November 7—Dr. C. L. Chumley read a

paper entitled, “Secretion of Bile.” Dr. E.

G. Wood opened discussion.

November 21 — Dr. E. A. Guynes pre-

sented a paper on “The Heart Relation to

Anesthesia and Surgical Operation.” Dr.

R. B. Wood opened the discussion.

November 28—Dr. Herbert AcufFs sub-

ject was “The Present Status of the Female
Regenerative Organs with End Results.”

Dr. A. G. Kern was the first discussionist.

December 5—Dr. C. D. Lucas of the

Memorial Hospital, New York, spoke on

“Some Phases of Cancer.”

Obion County:

The December meeting was devoted to

discussing cooperation of doctors with the

C.W.A. Officers were elected as follows

:

Dr. W. B. Harrison, President; Dr. liar

Glover, Vice-President; Dr. Frank Kimzey,

Secretary-Treasurer.

Polk County:

The following officers of the Polk County

Medical Society were elected to serve until

December 31, 1934:

Dr. H. P. Hyde, President; Dr. T. J.

Hicks, Vice-President; Dr. F. 0. Geisler,

Secretary-Treasurer. H. P. Hyde, Dele-

gate; Dr. F. 0. Geisler, Alternate.

Shelby County:

The November 21st meeting was held at

the University of Tennessee with the fol-

lowing program

:

Case Reports

:

“Amoebyesis with Appendicitis,” by Dr.

Robert Mann.
“Fracture of Pelvis with complete rup-

ture of Urethra,” by Dr. H. K. Turley.

Papers—“Gas Gangrene,” by Dr. P. A.

Perkins. Discussion by Drs. Battle Malone
and J. H. Francis.

“Migraine,” by Dr. Alfred Goltman. Dis-

cussion by Drs. C. H. Sanford and J. W.
McElroy.

December 5th, House of Delegates met at

7 P.M. and transacted important business.

At 8 P.M. the scientific program began.

The following program was given.

“The Advisability of Having a Fee

Schedule,” by Dr. Battle Malone. Discussion

by Dr. M. W. Searight and Dr. 0. S. Mc-
Cown.
“The Economic Problem of Modern Prac-

tice,” by Dr. L. C. Sanders. Discussion by

Drs. J. L. Andrews and J. B. Stanford.

“Is State Medicine Necessary?” by Dr.

H. G. Rudner. Discussion by Drs. H. B.

Everett and B. F. Turner.

Sullivan, Johnson Counties:

The following officers were elected for

1934:

Dr. W. K. Vance, Jr., President; Dr. J. V.

Hodge, Vice-President, from Sullivan Coun-

ty; Dr. J. C. Hutchinson, Vice-President,

from Johnson County; Dr. Arthur Hooks,

Secretary-Treasurer. Censor to 1937, Dr.

D. D. Vance.

The past year has been the most success-

ful in many years both from the point of

membership and scientific interest, and the

prospects for the coming year are even

brighter.

W. K. Vance, Jr., Sec.

OTHER MEDICAL SOCIETIES

The seventy-eighth semiannual session of

the Middle Tennessee Medical Society was
held in Murfreesboro November 23, 24. An
excellent program was given. Officers for

the coming year are: Drs. R. B. Gaston,

Lebanon, President
;

Theodore Morford,
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Nashville, Vice-President, and D. W. Smith,

Nashville, Secretary-Treasurer.

The next meeting will be held in Spring-

field.

VANDERBILT UNIVERSITY MEDICAL
SOCIETY—NOVEMBER 3, 1933

1.

Case Reports:

(a) Case of Unusual Symptoms Follow-

ing Premature Labor at Six Months and

Pyelitis of Pregnancy—Dr. Harold Kling-

ler.

Case of 22-year-old, six months pregnant

primagravida with pyelitis. Patient entered

the hospital and spontaneously went into

labor. Delivered 2-pound living infant.

Postpartum hemorrhage minimal. Received

5 grs. codein and 1/200 gr. scopolamine 48

hours preceding delivery. Following de-

livery patient became semicomatose, ex-

tremities cold and cyanotic. B. P. unob-

tainable and radial pulse imperceptible.

Considerable abdominal distension. Urine

culture positive for B. coli. Blood culture

sterile. Blood chemistry determinations

and electrocardiograph not remarkable.

Treated with ephedrin, adrenalin, caffein,

two 500 cc. blood transfusions, two intra-

venous glucose injections and constant gas-

tric lavage. B. P. and pulse could not be

obtained for next 48 hours, following which

time condition rapidly improved and patient

discharged on 10th postpartum day.

Case discussed by Drs. O. N. Bryan and

Sam Cowan.

(b) Case of Diffuse Scleroderma — Dr.

Edward DeYoung.

A case of diffuse scleroderma in a 51-

year-old woman who had had symptoms for

four years beginning with edema of extrem-

ities, vasomotor disturbances, and after

three years illness marked thickening of

the skin and ankylosis especially of the

bones of the wrists. The important points

in the physical examination were related to

the skin which revealed definite stages of

diffuse scleroderma, most marked in both

arms. The laboratory work was essentially

negative. This case was of particular in-

terest in that the onset was with all three

types of the usual prodromata, arthritis,

vasomotor disturbances and edema.

Case discussed by Drs. Youmans, Pilcher,

Johnson, and Clark.

2. The Isolation and Intratesticular In-

oculation of Single Treponema Pallidum

—

Dr. S. C. Thomas and Dr. Hugh Morgan.

Since failure of material injected into

the testicles of rabbits to infect has been

interpreted as indicating the absence of

Treponema pallidum in the inoculum and

since this interpretation has been widely

used in the study of experimental syphilis

it seems desirable to determine the validity

of the assumption upon which it is based.

Preliminary experiments using inocula, in

which the presence of a few organisms

seemed probable, failed to produce infec-

tion. By dark field illumination and with a

micro-manipulator single or several or-

ganisms were obtained and injected into the

testicles of rabbits. Eighteen rabbits thus

injected with from one to six organisms all

remained normal.

Paper discussed by Drs. Goodpasture and

Morgan.

3. The Anterior Hypophysis During the

Different Phases of the Reproductive

Cycle—Drs. J. M. Wolfe, E. T. Ellison and

Mrs. Doris Phelps.

In the anterior hypophyses of rabbits

killed in oestrus, the levels of the cells of

type I (eosinophiles) and type III (baso-

philes) are very high, averaging 55 and

10.5 per cent, respectively. The level of the

cells of type IV (chromophobes) is low.

During oestrus the cells of type I contain

abundant granular material. During the

first six days of pseudopregnancy, the per-

centages of the cells of types I and III de-

crease, while that of the cells of type IV

increases. The cells of types I and III ex-

hibit evidence of granular loss. After the

sixth day of pseudopregnancy, there is a

restoration of the granular types (types I

and III).

Paper discussed by Drs. John Burch and

Cunningham.
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WOMAN'S AUXILIARY

President Mrs. W. 0. Floyd, Nashville

President-Elect Mrs. Willis Campbell, Memphis
Press and Publicity

Mrs. W. W. Wilkerson, Jr., Nashville

CHRISTMAS GREETINGS TO THE
MEMBERSHIP:

“As we approach the Yuletide season may
we offer ourselves in a spirit of helpfulness

to others. There’s so much we can do to

brighten the homes and gladden the hearts

of many, and grateful should we be for the

opportunity to serve. May we give earnest-

ly and prayerfully, hoping to fulfill the

needs of those less fortunate than we. To
you of my ‘Auxiliary Family’ may I extend
greetings and best wishes for a Merry
Christmas and a Prosperous New Year.”

Mrs. W. 0. Floyd.

Mrs. Theodore Morford, first Vice-Presi-
dent of the State Auxiliary, appeared on the
program of the Middle Tennessee Medical
meeting at Murfreesboro on November 23.

The informal luncheon which followed was
attended by seven Nashville members, and
by ladies from Murfreesboro and McMinn-
ville who were interested in the possibility

of organizing in their counties. The dis-

cussion was led by Mrs. 0. G. Nelson, the
Vice-President from Middle Tennessee.

REPORTS OF LOCAL AUXILIARIES
Knox County—Mrs. Carl Martin, President

Several of the ladies from this auxiliary
recently went to Chattanooga and Athens
to assist in forming new Auxiliaries. The
next meeting of Knox County Auxiliary
will be the annual election of officers.

Shelby County—Mrs. W. T. Black, Pres.

The Auxiliary had its monthly meeting
at the University of Tennessee. The busi-

ness and program meeting was followed by
a luncheon. Mrs. Black presided. A talk

on parliamentary law was given by Mrs.
R. B. Logan. Mrs. Black appointed several

members as chairmen for the various hos-

pitals to assist the Red Cross drive. Mrs.
J. C. Ayers will be chairman at Methodist
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Hospital; Mrs. Edward Mitchell at Baptist

Hospital
;
Mrs. Percy Wood at Gartly-Ram-

sey; Mrs. W. T. Braun at St. Joseph’s; Mrs.

Chester Allen at Veterans and Mrs. D. H.

James at Marine. Mrs. C. H. Glover was
appointed chairman of Needlework Guild.

The hostesses for the luncheon were Mrs.

J. L. Morgan, Mrs. I. G. Duncan, and Mrs.

T. F. Leatherwood.

Davidson County, Mrs. B. F. Byrd, Pres.

At the November meeting of the Auxil-

iary held in the Y. W. C. A. parlors, Dr.

W. R. Cate was the feature of the program.

Mrs. Byrd presided. The speaker was in-

troduced by Mrs. H. B. Brackin, the chair-

man of Hygeia. In his talk Dr. Cate stated

that in the past two decades the life ex-

pectancy of the American people has been

lengthened, by the reduction of infant mor-

tality, approximately twenty years. By the

use of preventive vaccines and by enlarged

public health programs, the speaker said,

there has been a steady decrease in the num-
ber of cases of childhood tuberculosis, ty-

phoid fever, malaria, scarlet fever, and

other infectious diseases. Routine health

examinations are being sought by increas-

ing numbers each year and this is resulting

in the detection of many conditions in their

incipiency. A round-table discussion fol-

lowed the talk. Mrs. A. J. Dyer, Vice-

President of the board of directors of the

Community Chest, in a plea for the Chest

emphasized the need of its beneficiaries, not

only in regard to the relief of want and the

enabling of character building and civic

welfare agencies to carry on, but also to

the keeping up of the morale of those in

desperate circumstances.

In compliance with the precedent set by
some of the leading women’s clubs in Nash-

ville, the Davidson County Auxiliary sent

the following telegram to President Roose-

velt: “In keeping with the New Deal for

children and youth we urge that you do not

sign motion picture code until it contains

provisions (1) outlawing block booking,

(2) requiring distributor to furnish to ex-

hibitor synopses of pictures offered and ad-

vance posters to be exhibited, (3) releasing
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exhibitor from financial obligation for pic-

tures rejected by code authority, and (4)

authorizing State Department to withhold

from foreign circulation films tending to

impair international goodwill or America’s

name abroad.”

PERSONAL ITEMS
Born, on November 17, to Dr. and Mrs.

Fowler Hollabaugh of Nashville, a boy,

Charles Fowler Hollabaugh, Jr.

Born, on November 21, to Dr. and Mrs.

George Boone of Paris, Tenn., a boy, Donald

Calloway.

Mrs. Nat Copenhaver of Bristol, State

Chairman of Hygeia, recently was a guest

at the Andrew Jackson Hotel in Nashville.

Dr. and Mrs. W. W. Potter of Knoxville

entertained Dr. and Mrs. B. F. Byrd and
Dr. and Mrs. Hershell Ezell of Nashville

upon the occasion of the Vanderbilt-U. T.

football game.

The sympathy of the Auxiliary is extend-

ed to Mrs. James Brew in the loss of her

husband and to Mrs. J. Q. Owsley in the

loss of Dr. Owsley, and to Mrs. W. C. Bil-

bro, Sr., and Dr. and Mrs. W. C. Bilbro, Jr.,

in the death of Dr. W. C. Bilbro, Sr.

ABSTRACTS OF CURRENT LITERATURE

ANESTHESIA
By Hugh Barr, M.D.

Medical Arts Building, Nashville

Relative Merits of Spinal and Ether Anesthesia. Harold

L. Foss, M.D., and Leslie J. Schwalm, M.D., Danville,

Pa. The Journal of the American Medical Associa-

tion, Nov. 25, 1933.

Investigation was carried out in a series of 4000

consecutive major operations performed in the

same hospital by one of the authors, except a few
performed by an assistant. In one-half or 2000

ether was used and in the other half spinal anas-

thesia was employed. Procain hydrochloride is

the best drug to use in spinal anesthesia and
operations should be confined to structures below

the diaphragm. The level of anesthesia depends

largely on the amount of fluid used to dissolve the

drug.

Statistics are presented that show that the post-

operative mortality was 6.5 per cent under spinal

anesthesia and 6.85 per cent when ether was used.

There was one death in the operative room when
spinal was employed and ten deaths when ether

was administered. Postoperative deaths in the

first few days were more frequent after ether. The
ultimate death rate was practically the same.

Deaths due to pulmonary complications were about

the same. Deaths from uremia were two under
ether as compared with eight when spinal was used.

Improvements in the technic of spinal anesthesia

have rendered it as safe as ether and in most in-

stances it is more convenient and helpful and
followed by fewer complications.

OPHTHALMOLOGY
By Robert J. Warner, M.D.

Doctors Building, Nashville

What Price Eyes? The Journal of the American Medi-

cal Association, Nov. 11, 1933.

On other pages of this issue are reported six

cases of serious injury, one of them involving loss

of sight, suffered by women who permitted beauty

parlors to dye their eyelashes. In five of the six

cases reported in this issue the serious effects

were due to a product called “Lash-Lure.” The
Bureau of Investigation Department of The
Journal published on September 23, this year,

reports of seven additional cases, and the bureau
now has in its files reports on four more. In

other words, there have been sixteen cases of severe

untoward effects reported following the use of a

single product, Lash-Lure. This preparation is an
aniline dye having for its base probably either

paraphenylenediamine or paratoluylenediamine or

some closely related substance. Every physician,

and practically every responsible beauty parlor,

knows the risk that is run in the application of

dyes of the aniline type to the hair of the scalp.

It has long been good beauty parlor practice to

insist that persons who are to be subjected to an

aniline hair dye should be tested for sensitivity to

that product. Because of the irritating effects of

such dyes, there is no justification for the use of

so dangerous a substance around the delicate

tissues of the eye. As The Journal has pointed

out repeatedly, cosmetics are under no national

control. The National Food and Drugs Act defines

a drug as a substance that is used for the pre-

vention, mitigation or cure of disease, so that no

matter how powerful, how poisonous or how deadly

the drugs may be that enter into certain cosmetics

they are not drugs within the meaning of

the act. As a result the cosmetic industry is as

free from legal restrictions of a national character

in 1933 as the “patent medicine” industry was in

1905. Incidentally, it speaks well for the high

character of the cosmetic industry in the United

States that there is not more fraud connected with

the business than there is. The Lash-Lure trage-

dies emphasize the need of some sort of national

control over the sale of cosmetics.
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PEDIATRICS
By John M. Lee, M.D.

Doctors Building, Nashville

Treatment of Congenital Syphilis with Acetarsone

(Stovarsol) by Mouth. Alfred S. Traisman, M.D.,

Chicago. Amer. Jour, of Dis. of Children, Novem-
ber, 1933.

In this summary and conclusions the author re-

ports the results of the treatment of 54 patients

with congenital syphilis by administering acetar-

sone by mouth. Acetarsone contains from 27.1 to

27.4 per cent of arsenic.

The following method of dosage was used in

this series: the first week, 0.005 Gm. per kilogram

of body weight was administered daily; the second

week, 0.010 Gm.
;
the third week, 0.015 Gm., and

the fourth week, 0.020 Gm. During the following

five weeks the dosage was 0.020 Gm. per kilogram

of body weight daily. The total duration of the

course of treatment was nine weeks. A rest period

of six weeks followed the treatment. The amount
ordered was dissolved in water and given one-half

hour before feedings.

In the group of infants under 1 year of age

71 per cent showed a reversal of the Wassermann
and Kahn reactions. In the group of children be-

tween the ages of 1 to 6 years, the Wassermann
reaction became negative in 55 per cent and the

Kahn reaction became negative in 33 per cent. In

the group between 6 to 12 years of age, the Wasser-
mann reaction became negative in 47 per cent

and the Kahn reaction became negative in 19 per

cent.

In the forty patients completing a second course

of acetarsone therapy, the Wassermann reaction

became negative in 50 per cent and the Kahn
reaction became negative in 33 per cent.

The clinical symptoms improved rapidly and the

physical development also showed marked im-

provement. No serious urinary changes were noted

in this series except in the child in whom a severe

arsenical dermatitis developed. The blood of the

younger infants showing a secondary anemia im-

proved rapidly with acetarsone therapy. Eosino-

philia was a frequent finding. Lesions of the

bones showed rapid healing in all cases, both

clinically and roentgenologically, after one course

of treatment. The untoward reactions were few
and slight in this series, except in one child who
developed a severe arsenical dermatitis and who
died on the seventeenth day after the onset of

symptoms. Examination of the spinal fluid gave

negative results in the thirty-one patients ex-

amined.

The results obtained in this series of cases

warrant the belief that the peroral administration

of acetarsone in the treatment of congenital

syphilis is the method of choice. The cooperation

of the parents and children was greatly increased

by using this method of treatment. Little diffi-

culty was encountered in having the children re-

turn regularly for the medication.

It should be strongly emphasized that the pa-

tients being treated with acetarsone should be kept

under close observation. Parents should be warned
that at the first sign of a fever, vomiting, diarrhea

or a rash the medication should be immediately

discontinued. In this manner, any serious un-

toward effects can be eliminated.

SURGERY— GENERAL AND
ABDOMINAL

By John L. Dies, M.D.

1213 Exchange Building, Memphis

Coccygeal Sinus. R. L. Newell. The British Journal

of Surgery, Vol. XXI, No. 82, October, 1933, Pages

219-228 .

Although successful treatment has been reported

with non-surgical methods by Maillard and Crook-

all, it would appear that the only satisfactory way
of curing the condition permanently is by surgical

excision. A complete radical excision which re-

moves the whole of the area involved is absolutely

necessary, otherwise recurrence is inevitable.

Failure to undertake a preliminary investigation of

these cases with a view to obtaining a true diag- ,

nosis and an accurate delimitation of the sinus

results in many of the patients having to undergo

several operations before obtaining a cure. The
following method has been found to give very

satisfactory results:

The secondary sinus opening is injected with

lipiodol. A blunt needle of fairly wide bore is

used so as to fit tightly in the opening. It will be

noticed on injecting the fluid that the lipiodol will

begin exuding from the tiny orifices in the middle

line. Excess of lipiodol must be carefully wiped

away from the cleft between the buttocks. An
X-ray photograph is now taken without disturbing

the patient. This photograph gives a fairly

accurate idea of the extent of the condition.

Immediately before the operation, when the pa-

tient is under the anesthetic, the opening of the

secondary sinus is injected with melted paraffin

wax. Coloured wax can be employed, but there is
j

no advantage in this, as the wax is only used to

make the whole of the sinus palpable and to serve

as an indication if the sinus is cut across during

the operation. A circular incision is now made
around the orifice of the secondary sinus, and a

straight incision directly over the underlying

secondary sinus is made downwards towards the

middle line. That portion of the median raphe
j

which is affected is now excised by an elliptical in-

cision. If the secondary sinus opening lies near

the middle line, then the incision must include both

primary and secondary openings. The incision will,

however, facilitate the closure of the wound. The
skin-flaps are dissected well back, taking care to

keep fairly superficial. The whole of the sinus

track is now removed, beginning at the upper por-
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tion. There is no need to make a wide excision

of the track, as the track in this situation is lined

only by granulation tissue and has no epithelium

lining its walls. The condition, however, is dif-

ferent when the middle line is approached. Here
we are dealing with the primary sinus, which has

an epithelial lining, and it is advisable to excise

not only the sinus but also the skin of the median
raphe and a generous portion of tissue around the

sinus. Otherwise it is possible that any pits or

depressions of the epithelium lining may be cut

across and left behind.

This dissection will, of course, leave a fairly

large cavity extending forwards to the coccyx, and
an attempt must be made to obliterate this cavity

as far as possible by undermining the fat and
approximating it with catgut sutures. The skin

is then sutured without drainage. An application

of new skin helps to prevent contamination of the

wound. If the wound becomes septic, as is not

improbable, then the sutures must be removed and
the wound allowed to heal by granulation tissue.

Irrigation with a eusol solution should be per-

formed twice daily, and later light packing with

an allantoin solution will be found very efficacious

in stimulating granulation tissue formation. Every
effort should be made to obtain primary healing by
swabbing the cavity with B.I.P.P., by undermining
the fat, and by obliteration of the cavity with as

little tension as possible by means of catgut sutures

through the fat. If primary healing is not ob-

tained, it may be as long as two months, before

healing by granulation tissue takes place.

CONCLUSIONS
1. A coccygeal sinus must be regarded as due

to a defect in embryonic development. It probably

is the result of traction on the skin caused by re-

trogression of the tail bud.

2. The treatment consists in the removal of the

whole of the sinus, together with that portion of

the median raphe which contains the origin of the

condition.

3. The extent of the sinus may be difficult to

recognize without a lipiodol injection, followed
by an X-ray examination.

4.

The dissection is rendered easier by an in-

jection of paraffin wax immediately prior to opera-
tion.

UROLOGY
By Tom R. Barry, M.D., F.A.C.S.

Medical Building, Knoxville

The Meaning and Reliability of Umbilical Cord Wasser-
mann Tests. Roby and Lembcke. Am. J. Syphilis,

Oct., 1933.

The following conclusions were arrived at after

collecting data on an unspecified number of pa-
tients over a period of 7 years. These views are

contrary to many which have already been pub-
lished.

1. Umbilical cord Wassermann reactions reflect

almost exactly the condition of the mother’s blood

at the time of labor. If the mother’s blood is

negative, the cord blood will be negative. If pos-

itive, the cord blood will be equally positive.

2. The substance causing the Wassermann re-

action passes out of the child’s blood in most cases

by the end of two months’ time, leaving the child’s

blood a frank negative, provided the child actually

dees not have syphilis.

3. If the child actually has syphilis, the Wasser-
mann reaction, after a number of days and weeks,

will remain as strongly positive as it was in the

cord blood.

4. The decreasing Wassermann reaction means
that the child does not have syphilis, and that treat-

ment should be withheld.

5. If treatment is instituted on these newborn
children with positive cord blood, not too much
credit should be given to the drug used.

6. They believe that sulpharsphenamine is least

toxic, and has a very high efficacy in the treat-

ment of syphilis.
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556 ADVERTISEMENTS

SPECIAL ATTENTION
—given to the selection and fitting for your patients of Orthopedic Appliances.

Our long experience in the manufacture of braces enables us to help you solve your

problems in working out mechanical aid for your patients.

We appreciate your cooperation, and know you will like our service.

153 FOURTH AVENUE, NORTH
NASHVILLE, TENN. THEO. TAFEL CO.

WANTED—Position in a Hospital or as a doctor’s assist-

ant, or would locate where there is a good opening for private
work. Best references. Mrs. Lj J. S. Bradshaw, R.N., Hop-
kinsville, Kentucky, Route No. S.

DRUG ADDICTS
Drug and alcoholic patients are humanely and successfully

treated in Glenwood Park Sanitarium, Greensboro, N. C.;

reprints of articles mailed upon request. Address, W. C.

Ashworth, M.D., owner, Greensboro, N. C.

MRS. KATE BERRY HEAD’S
PRIVATE HOME

For Feeble-Minded, Epileptics and Aged

Registered Nurse—-Reference

Phone 3-0884-J

1918 Holly St. Nashville, Tenn.

JOE MORSE & CO.

Clothiers and Furnishers

619-621 CHURCH STREET

FACING CAPITOL BOULEVARD

NASHVILLE TENNESSEE

The

Officer Sanatorium
and Clinic
Monterey, Tennessee

•

For Diseases of the Lungs and Throat

and Tuberculosis in All Forms

•

The Sanatorium is situated in a pine forest

two thousand feet above sea level on the

Cumberland Plateau, where winters are

mild and summers are cool and delightful.

No malaria or mosquitoes. Modern build-

ings and reasonable rates. Modern methods

used in diagnosis. Pathological and X-Ray
Laboratories. Vaccines, Alpine Sun Lamp
and Pneumothorax used in the treatment of

suitable cases.

Address

DR. W. C. OFFICER, Medical Director

MONTEREY, TENNESSEE


